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THE  CEREBROSPINAL  FLUID  AS  AN 
AID  TO  THE  DIAGNOSIS  OF  OB- 
SCURE CASES  OF  SYPHILIS 
OF  THE  CENTRAL  NERV- 
OUS SYSTEM  * 

By  Laurence  Selling,  M.  D. 

PORTLAND,  ORE. 

The  discovery  of  the  spirochete  pallida,  the  de- 
velopment of  the  Wassermann  reaction  and  the 
advent  of  salvarsan  greatly  stimulated  the  study 
of  syphilis  and  our  knowledge  of  the  disease  and 
its  biologic  characteristics  has  increased  in  propor- 
tion to  this  study.  We  have  gained  a clear  in- 
sight into  most  of  the  phases  of  syphilis,  yet  the 
nervous  manifestations  of  the  disease  could  never 
have  been  thoroughly  understood  without  the 
information  derived  from  the  study  of  the  spinal 
fluid. 

The  importance  of  the  spinal  fluid  in  the  diag- 
nosis of  meningitis  was  early  recognized  but,  as 
Hauptmann1  points  out,  it  was  long  before  it  was 
studied  generally  in  relation  to  nervous  and  men- 
tal diseases.  The  results  of  this  study  have  been 
valuable  and  far-reaching.  The  original  methods 
of  examination  have  been  supplemented  by  nu- 
merous tests,  some  simple,  some  complicated.  It 

•Read  before  the  Thirtieth  Annual  Meeting  of  Oregon  State 
Medical  Association,  Portland,  Ore.,  Sept.  10-11,  1914. 


is  not  necessary  to  our  purpose  to  go  through  the 
entire  list,  and  we  shall  confine  ourselves  to  a brief 
description  of  those  which  we  have  used  in  our 
work. 

Cell-count.  For  this  we  have  used  the  method 
of  Fuchs  and  Rosenthal.  In  an  ordinary  white 
blood-cell  pipette,  a diluting  fluid  (methyl  violet 
0.1,  glacial  acetic  acid  2.0,  and  distilled  water 
to  10.0)  is  drawn  to  the  mark  1.  Spinal  fluid  is 
then  drawn  to  the  mark  1 1 . The  pipette  is  shaken 
and  the  drop  made  as  for  counting  blood-cells. 
The  counting  chamber  is  one  devised  by  Fuchs 
and  Rosenthal  especially  for  this  purpose.  The 
entire  field  is  counted  and  the  result,  multiplied 
by  11/32,  gives  the  number  of  cells  per  cmm.  For 
accurate  work  the  fluid  must  be  free  from  blood 
admixture.  Normally  we  find  2-5,  perhaps  6 
cells  per  cmm.,  all  small  lymphocytes. 

Albumin.  For  the  estimation  of  the  total  al- 
bumin, the  method  of  Nissl  is  convenient,  al- 
though here,  too,  special  apparatus  is  required  in 
the  form  of  specially  calibrated  centrifuge  tubes. 
The  principle  is  the  same  as  the  Esbach  method 
for  the  quantitative  estimation  of  albumin  in  the 
urine.  Spinal  fluid  is  put  in  to  the  mark  2,  Es~ 
bach  reagent  to  the  mark  3.  After  mixing,  the 
tubes  are  centrifugalized  at  rapid  speed  for  fifteen 
minutes.  The  albumin  is  read  off  in  divisions  of 
the  scale  marked  on  the  tubes.  Normally  we  have 
1-21/2  or  3 divisions. 
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Globulin.  For  this  the  method  of  Nonne-Apelt 
is  the  simplest,  the  so-called  phase  1 of  Nonne- 
Apelt.  To  a given  quantity,  about  1 cc.  of  spinal 
fluid,  is  added  an  equal  quantity  of  a saturated 
solution  of  ammonium  sulphate.  Taking  equal 
parts  of  spinal  fluid  and  the  reagent  gives  a half- 
saturated  solution,  which  is  supposed  to  bring  down 
the  globulin  and  nucleoalbumin,  leaving  the  al- 
bumin in  solution.  A positive  test  consists  of  an 
opalescence  to  a marked  turbidity. 

W assermann  reaction.  The  reaction  is  carried 
out  on  the  same  principle  as  for  the  blood.  At 
first  0.2  cc.  of  the  spinal  fluid  was  used  but,  as 
positive  tests  were  obtained  in  a relatively  small 
percentage  of  cases,  the  method  was  unsatisfac- 
tory. Later  Hauptmann,  in  Nonne’s  clinic, 
worked  out  his  “Auswertungsmethode”  which  con- 
sists briefly  of  using  increasing  quantities  of  spinal 
fluid — 0.2,  0.4,  up  to  1.0  cc.  for  the  test.  The  deli- 
cacy of  the  reaction  is  so  much  increased  by  this 
procedure  that  not  only  a positive  but  also  a nega- 
tive result  is  of  decided  value. 

Lange  test,  or  colloidal  gold  test.  This  is  the 
most  recent  of  all  the  tests  but  certainly  one  of  the 
most  valuable.  The  foundation  was  laid  by  Zsig- 
mondy, in  1901,  in  his  tests  for  the  quantitative 
estimation  of  albumin  by  means  of  a solution  of 
colloidal  gold.  It  was  brought  into  clinical  use 
by  Lange  who  applied  it  to  the  examination  of 
the  spinal  fluid.  It  has  already  proven  its  worth 
in  the  diagnosis  of  syphilis  of  the  central  nervous 
system.  The  method  and  results  have  been  de- 
scribed in  detail  in  this  country  by  Grulee  and 
Moody2,  Sippy  and  Moody3,  Miller4  and  others. 
Those  interested  are  referred  to  the  papers  by 
these  authors  for  the  special  technic.  A positive 
test  for  syphilis  consists  in  a color  change,  maxi- 
mum in  specific  dilutions. 

In  examining  a spinal  fluid,  then,  we  take  into 
consideration  the  cell-count,  the  globulin,  the  al- 
bumin, the  Wassermann  reaction  and  the  Lange 
test.  Now  it  is  necessary  to  consider  the  signifi- 
cance of  changes  occurring  in  these  various  fac- 
tors. 

Cell-count.  Normally  the  spinal  fluid  contains 
2-5  or  6 lymphocytes  per  cmm.  According  to 
Nonne5  we  find  a pleocytosis,  that  is,  an  increase 
in  the  cells  on  the  spinal  fluid,  especially  in  the 
syphilitic  nervous  diseases.  (Tabes  dorsalis,  gen- 
eial  paralysis,  and  cerebrospinal  syphilis.)  In  con- 
genital syphilis  it  is  constantly  present.  In  sec- 
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ondary  syphilis  it  is  positive  in  40  per  cent,  of 
cases.  Old,  healed  syphilis  shows  it  in  40  per 
cent,  of  cases,  though  here  it  is  always  slight  in 
amount. 

There  are,  however,  other  conditions  besides 
syphilis  in  which  a pleocytosis  is  found.  It  is 
strongly  positive  in  epidemic  cerebrospinal  men- 
ingitis and  tuberculous  meningitis.  But  neither 
of  these  conditions  is  apt  to  cause  confusion  in 
the  class  of  cases  we  are  considering.  It  is  strong- 
ly positive  in  brain  abscess  and  some  of  the  highest 
cell-counts  occur  in  this  condition.  According  to 
Nonne’s  table,  we  find  it  in  alcoholism  in  6 per 
cent.,  idiopathic  epilepsy  15  per  cent.,  apoplexy  40 
per  cent.,  multiple  sclerosis  23  per  cent.,  brain 
tumor  40  per  cent.  All  of  these  are  conditions 
in  which  syphilis  would  come  into  question  in  dif- 
ferential diagnosis.  And  so  it  is  evident  that, 
whereas  a strongly  positive  pleocytosis  is  very  sug- 
gestive and  a moderate  pleocytosis  suggestive  of 
syphilis  of  the  central  nervous  system,  we  cannot 
make  a positive  diagnosis  on  the  basis  of  this  feat- 
ure alone.  Perhaps  Erb  has  expressed  it  when 
he  says  that  in  doubtful  cases,  where  the  clinical 
and  anamnestic  diagnosis  of  syphilis  has  not  suc- 
ceeded, the  demonstration  of  a pleocytosis  makes 
the  diagnosis  of  syphilis  almost  certain,  when  the 
clinical  features  of  the  case  have  been  properly 
considered. 

Globulin  test.  Nonne-Apelt  phase  I.  This  is 
probably  the  most  delicate  test  of  syphilitic  changes 
in  the  central  nervous  system.  According  to 
Nonne’s  figures  it  is  positive  in  100  per  cent,  in 
general  paralysis,  98  per  cent,  in  tabes  dorsalis,  96 
per  cent,  in  cerebrospinal  syphilis  and  100  per  cent, 
in  congenital  syphilis.  But  what  was  said  of  pleo- 
cytosis is  true  also  of  the  globulin  reaction.  It  is  not 
a pathognomonic  sign  of  these  conditions.  Nonne 
finds  it  positive  in  20  per  cent,  of  secondary  syph- 
ilis, 42  per  cent,  of  tertiary  syphilis  in  which  there 
is  no  clinical  evidence  of  central  nervous  system 
involvement,  80  per  cent,  of  brain  abscess,  50  per 
cent,  of  the  various  infectious  diseases,  45  per  cent, 
of  multiple  sclerosis,  100  per  cent,  of  extramedul- 
lary tumor  of  the  spinal  cord  and  occasionally  in 
brain  tumor. 

There  is,  however,  a negative  item  of  great  im- 
portance. Whereas  a slight  pleocytosis  is  present 
in  40  per  cent,  of  healed  syphilis,  Nonne  finds 
the  globulin  reaction  negative  in  this  group.  Drey- 
fus6 confirms  Nonne’s  observation  on  this  point. 
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He  states  that  “with  syphilis  many  years  before, 
if  the  central  nervous  system  be  intact,  we  find 
either  a normal  fluid  or  a slight  pleocytosis  of 
10-12  cells  per  cmm.,  all  small  lymphocytes.  There 
is  almost  never  an  increased  globulin.”  An  old 
case  of  syphilis,  in  which  we  suspect  a persistent 
central  nervous  system  involvement,  may  give  a 
slight  pleocytosis  but  a negative  phase  I gives  evi- 
dence that  no  active  lesion  is  present.  Idiopathic 
epilepsy,  in  which  Nonne  finds  a pleocytosis  in  15 
per  cent,  of  cases,  according  to  the  same  author, 
shows  a negative  globulin  test. 

And  so,  in  interpreting  the  results  in  a case  with 
a pleocytosis  and  a positive  phase  I,  we  have  to 
consider  three  groups  of  conditions : 

(1)  Syphilis  of  the  central  nervous  system,  in- 
cluding general  paralysis,  tabes  dorsalis  and  cere- 
biospinal  syphilis. 

(2)  Secondary  and  tertiary  syphilis  without 
clinical  evidence  of  involvement  of  the  central 
nervous  system. 

(3)  Non-syphilitic  disease  of  the  central  nerv- 
ous system,  especially  brain  abscess,  tumor  of  the 
brain  and  spinal  cord,  multiple  sclerosis,  alcohol- 
ism and  cerebral  hemorrhage. 

What  is  said  above  of  acute  meningitis  is  equal- 
ly true  of  the  acute  infectious  diseases.  They 
hardly  come  into  consideration  in  the  group  of 
cases  we  are  considering. 

The  second  group  of  conditions  mentioned,  sec- 
ondary and  tertiary  syphilis,  without  clinical  evi- 
dence of  involvement  of  the  central  nervous  sys- 
tem, requires  special  consideration.  It  would 
seem  that,  if  positive  reactions  can  be  obtained  in 
this  class  of  cases,  the  tests  would  be  rendered  use- 
less for  the  special  differentiation  of  central  nerv- 
ous syphilis.  The  figures  given,  those  of  Nonne, 
show  about  20-40  per  cent,  of  these  cases  posi- 
tive. 

According  to  Gennerich7,  who  has  made  one  of 
the  most  recent  and  exhaustive  studies  of  the  sub- 
ject, Nonne’s  figures  are  entirely  too  low.  He 
finds  that: 

(a)  A considerable  percentage  of  cases  of  late 
primary  syphilis  show  beginning  changes  in  the 
cerebrospinal  fluid. 

(b)  In  many  primary  cases  with  normal  fluid 
pathologic  changes  develop  under  the  influence  of 
treatment,  the  so-called  Herxheimer  reaction. 

(c)  Practically  all  cases  of  secondary  syphilis 
show  changes  in  the  cerebrospinal  fluid. 


(d)  The  same  changes  are  found  in  not  a few 
cases  of  tertiary  syphilis,  and  in  all  cases  of  the 
so-called  “neurorezidiv”  or  nerve  recurrence. 

As  a matter  of  fact  these  findings  do  not  im- 
pair the  validity  of  the  test  for  central  nervous 
syphilis.  On  the  contrary,  they  simply  prove  their 
value.  As  Gennerich  points  out,  syphilis  is  a gen- 
eral infection  of  the  body.  Starting  from  a pri- 
mary lesion,  the  disease  spreads  through  the  entire 
system  and  the  positive  findings  in  the  spinal  fluid 
in  the  late  primary  and  the  secondary  stages  mean 
that  the  meninges  and  the  cerebrospinal  fluid  have 
become  infected.  The  Herxheimer  reaction  is 
simply  a lighting  up  of  a latent  meningeal  infec- 
tion, and  the  neurorezidiv  a further  manifestation 
of  the  same  process. 

With  regard  to  the  third  group  of  conditions 
mentioned,  namely  the  nonsyphilitic  diseases  of 
the  nervous  system  in  which  pleocytosis  and  positive 
phase  I can  occur,  we  must  depend  partly  on  clini- 
cal manifestations  and  partly  on  the  reactions  yet 
to  be  discussed  for  the  differential  diagnosis. 

Albumin.  Nissl.  Normally  we  have  1 to  2% 
divisions  of  albumin  in  the  Nissl  tube.  This  may 
be  increased  to  4,  6 or  more  in  any  of  the  condi- 
tions in  which  pleocytosis  and  positive  phase  I 
occur.  On  the  other  hand,  the  albumin  may  and 
often  does  fall  within  normal  limits  in  cases  of 
central  nervous  syphilis  where  these  two  tests  are 
positive.  In  the  early  stages  of  treatment,  accord- 
ing to  Gennerich,  it  is  apt  to  increase,  coincident 
with  a diminution  of  the  other  tests.  In  one  group 
of  conditions  the  albumin  estimation  is  of  especial 
importance,  namely,  tumors  of  the  spinal  cord.  In 
spinal  cord  tumors  we  often  find  a tremendous  in- 
crease of  albumin,  sometimes  so  great  that  heating 
the  spinal  fluid  with  a drop  of  acetic  acid  gives  a 
solid  coagulum.  Characteristic  of  spinal  cord  tumors 
are  exceedingly  high  Nissl  values,  accompanied  by 
relatively  slight  pleocytosis,  and  in  addition  we 
may  find,  in  cases  of  tumor  with  compression  of 
the  cord,  a permanent  yellow  discoloration  of  the 
spinal  fluid — -xanthochromeia. 

W assermann  reaction.  In  the  diagnosis  of 
syphilis  of  the  central  nervous  system,  the  Wasser- 
mann  reaction  in  the  blood  plays  a subordinate 
role.  Given  a case  with  symptoms  referable  to 
the  nervous  system,  a positive  Wassermann  tells 
us  that  the  patient  has  syphilis,  but  does  not  show 
that  the  nervous  condition  is  of  syphilitic  origin. 
Further,  a negative  Wassermann,  in  the  blood 
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does  not  exclude  syphilis  of  the  central  nervous 
system.  I should  like  to  emphasize  this  point, 
which  is  brought  out  in  the  cases  reported  below. 

What  has  just  been  said  is  true  of  the  Wasser- 
mann  reaction  only  as  applied  to  the  blood.  Ap- 
plied to  the  spinal  fluid,  according  to  the  Ausewer- 
tung  methode  of  Hauptmann,  the  Wassermann 
reaction  gives  us  most  valuable  information.  In 
the  first  place,  it  is  positive  only  in  syphilis  of  the 
central  nervous  system.  And,  in  the  second  place, 
it  is  positive  in  an  exceedingly  large  percentage  of 
these  cases.  100  per  cent,  general  paresis,  100 
per  cent,  cerebrospinal  syphilis,  90  per  cent, 
tabes  dorsalis  give  a positive  reaction,  according 
to  the  figures  of  Hauptmann1.  In  'nonsyphilitic 
diseases  of  the  nervous  system,  as  tumor,  multiple 
sclerosis,  etc.,  it  is  negative.  The  occasional  pos- 
itive reactions  found  in  the  late  primary  and  the 
secondary  stages  of  syphilis  are  not  non-specific 
reactions  but  are  due,  as  was  explained  before,  to 
the  early  infection  of  the  spinal  fluid  and  the  men- 
inges with  the  syphilitic  virus.  So  here,  in  the  ap- 
plication of  the  Wassermann  reaction  in  the  spinal 
fluid,  as  first  advocated  by  Plaut  and  Wassermann 
and  later  developed  by  Hauptmann,  we  have  a 
•very  valuable  differential  diagnositc  point  between 
syphilitic  and  nonsyphilitic  disease  of  the  central 
nervous  system. 

Lange  Test.  As  stated  before,  this  test  depends 
on  the  precipitation  ( Ausflockung)  of  colloidal 
gold.  The  precipitation  can  be  brought  about  by 
a large  number  of  substances.  It  is  characteristic 
for  syphilis  only  when  it  occurs  with  certain  defi- 
nite dilutions  of  the  spinal  fluid.  According  to 
Miller4  it  is  positive  in  100  per  cent,  of  tabes  and 
general  paralysis,  and  86  per  cent,  of  cerebro- 
spinal syphilis.  Other  authors  have  not  obtained 
such  satisfactory  results.  According  to  Miller  it 
is  positive  also  in  80  per  cent,  of  secondary  and 
36  per  cent,  of  tertiary  syphilis.  More  or  less 
atypical  reactions  are  obtained  in  occasional  cases 
of  brain  tumor,  brain  abscess,  etc.  In  these  con- 
ditions as  well  as  in  the  acute  meningitides,  ac- 
cording to  Eicke8,  the  reaction  shows  the  “Verschie- 
bung  nach  oben”  of  Lange,  i.  e.,  the  color  changes 
occur  not  at  the  dilutions  typical  for  syphilis  but 
in  the  higher  dilutions. 

Given  a syphilitic  infection  of  the  spinal  fluid, 
we  find  the  above  described  changes.  But  not  all 
the  tests  need  be  positive  in  all  the  cases.  One  or 
more  of  them  may  be  negative  in  any  case  and 
it  is  important  to  know  that  one  type  of  cerebro- 
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spinal  syphilis,  namely  the  endarteritic,  need  cause 
no  changes  whatever  in  the  spinal  fluid.  Such 
findings  are  infrequent  because,  where  the  endar- 
teritic process  is  at  all  advanced,  it  is  common  to 
have  meningeal  changes  as  well.  And  as 
soon  as  meningeal  changes  occur,  they  produce 
changes  in  the  spinal  fluid.  We  can  now  proceed 
to  the  report  of  our  cases: 

Case  1.  B.  S.,  Oct.,  1913.  F.,  age  28,  single, 

white.  Occupation  stenographer.  Birthplace  U. 

S.  A. 

Complaint,  nervousness. 

F.  H.,  negative. 

P.  H.,  negative. 

P.  I.  Began  two  years  ago  with  stomach  trouble. 
Fullness  and  gas.  Later  a stiffness  in  the  back  of 
the  neck  and  arms.  Feeling  of  numbness  in  the 
left  arm.  Then  began  to  lose  her  appetite.  Lost 
weight  and  strength.  Since  then  no  improvement. 
Steadily  worse.  Last  two  days  has  had  crying 
spells. 

P.  E.,  Pupils:  right  larger  than  left.  Light  re- 
action on  both  sides  distinctly  slow.  Accommo- 
dation reaction  also  definitely  slow.  Moderate 
exophthalmos.  Thyroid  enlarged,  especially  the 
right  lobe  and  the  isthmus.  Pulse  120.  Knee 
kicks  and  Achilles  reflexes  absent. 

Urine:  A little  albumin  and  an  occasional  cast. 

Wassermann:  Blood  negative. 

Summary:  We  have  a patient  who  has  been 
suffering  for  some  two  years  with  rather  indefinite 
nervous  symptoms.  On  physical  examination  we  find 
on  the  one  hand  rapid  pulse,  exophthalmos,  enlarged 
assymetrical  thyroid  suggestive  of  exophthalmic 
goitre,  and  on  the  other  hand,  pupillary  and  re- 
flex disturbances  suggestive  of  central  nervous  sys- 
tem involvement.  Wassermann  in  the  blood  nega- 
tive. 

On  the  basis  of  the  findings  in  the  nervous  sys- 
tem lumbar  puncture  wTas  done. 

Spinal  fluid : Cell-count,  Fuchs  Rosenthal  871 
cells  per  cmm.  Globulin,  Nonne-Apelt,  well 
marked  opalescence.  Albumin,  Nissl,  3 ^2  divi- 
sions. Wassermann  and  Lange  not  done. 

The  very  strong  pleocytosis,  the  positive  globu- 
lin and  albumin  tests,  taken  in  conjunction  with 
the  physical  examination,  give  us  a positive  diag- 
nosis of  cerebrospinal  syphilis. 

Course.  Patient  was  at  once  put  on  active  anti- 
syphilitic treatment,  neosalvarsan,  and  mercury  by 
inunction  and  intramuscular  injection. 

Spinal  fluid  examined  May  23,  1914.  Cell- 
count,  4 cells  per  cmm.  Globulin  very  faint  trace. 
Albumin  1 division.  Wassermann  negative,  a 
practically  normal  spinal  fluid. 

Patient  is  in  splendid  condition,  and  has  gained 
considerably  in  weight.  Feels  perfectly  well. 

In  this  case  the  findings  were  certainly  sugges- 
tive of  cerebrospinal  syphilis,  and  yet  it  would 
have  been  impossible  to  make  a positive  diagnosis 
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without  the  aid  of  a lumbar  puncture.  As  a mat- 
ter of  fact,  the  patient  had  gone  for  two  years 
with  the  repeated  diagnosis  of  neurasthenia.  She 
had  never  had  antisyphilitic  treatment. 

Case  2.  P.  C.,  Jan.,  1913.  Male,  age  30, 
single,  white.  Occupation  candymaker.  Birthplace 
Greece. 

Complaint,  headache. 

F.  H.,  negative. 

P.  H.  Patient  came  to  America  six  years  ago. 
For  years  before  that  time  had  suffered  off  and  on 
with  headache.  These  headaches  came  three  to 
four  times  a year,  each  attack  lasting  only  six  to 
seven  hours,  but  during  that  time  they  were  so 
severe  that  patient  was  kept  in  bed.  After  coming 
to  America  he  was  free  from  attacks  for  four 
years.  Two  years  ago  they  recurred,  and  patient 
was  in  hospital  in  San  Francisco  for  headache  and 
stomach  trouble. 

P.  I.  For  the  last  three  weeks  patient  has  had 
constant  headache.  Describes  it  as  a very  hard 
throbbing  inside  the  head.  The  pain  is  so  severe 
at  times  that  it  causes  him  to  cry  out.  The  pain 
is  in  the  temporal  and  the  frontal  region.  At 
times  he  feels  dizzy.  Cannot  sleep.  Six  days  ago, 
and  again  last  night,  vomited.  Constipation  for 
the  last  twenty  days. 

P.  E.  Careful  physical  examination  negative. 
Careful  examination  of  the  nervous  system  abso- 
lutely negative.  Wassermann  in  the  blood  nega- 
tive. 

Because  of  the  symiptoms  an  examination  of  the 
spinal  fluid  was  made. 

Spinal  fluid:  Pressure  not  markedly  increased, 

looks  perfectly  clear.  Cell-count,  Fuchs  Rosen- 
thal, 545  cells  per  cmm.  Globulin,  Nonne-Apelt, 
distinct  opalescence.  Albumin,  3^2  divisions. 
Wassermann  positive. 

Centrifugalized  specimen  shows  almost  all  small 
lymphocytes. 

With  these  findings  there  could  be  no  doubt  as 
to  the  diagnosis  of  cerebrospinal  syphilis.  Symp- 
toms rapidly  cleared  up  under  mercurial  treat- 
ment. 

The  history  of  this  case  alone  would  make  one 
very  suspicious  of  cerebrospinal  syphilis  and  yet, 
in  the  absence  of  a positive  Wassermann  in  the 
blood,  the  diagnosis  was  by  no  means  certain.  The 
findings  in  the  spinal  fluid  left  no  doubt  as  to  the 
nature  of  the  disease. 

Case  3.  E.  E.  C.,  Aug.,  1914.  Male,  age  45, 
white.  Occupation  physician.  Birthplace  U.  S.  A. 

Complaint , brain  trouble. 

F.  H.,  negative. 

P.  H.  Always  healthy.  Eight  years  ago  a gland- 
ular swelling  on  the  side  of  the  neck  which  broke 
spontaneously  and  discharged  serum.  About  the 
same  time  a slight  sore  in  the  nose  which  went 
away  without  treatment.  Also  had  a little  cough 
and  some  expectoration  and  night  sweats  at  the 


same  time.  The  sputum  was  repeatedly  examined 
for  tubercle  bacilli  and  found  negative. 

P.  I.  Began  Oct.,  1914.  Went  to  bed  healthy  but 
worn  out.  In  the  morning  reached  for  the  tele- 
phone and  found  that  he  couldn’t  move  the  right 
hand.  There  was  also  difficulty  in  speech,  although 
he  managed  to  make  himself  understood.  There 
was  a complete  right  hemiplegia,  which  cleared  up 
almost  completely  in  six  weeks.  Aug.,  1913,  be- 
gan to  have  dizzy  spells,  lasting  for  two  months. 
Would  stagger  a bit  on  walking.  Aug.  19,  1914, 
sense  of  oppression  over  body  and  sense  of  im- 
pending death.  No  feeling  in  whole  right  side. 
Since  then  various  disturbances.  A little  trouble 
swallowing  at  times ; also  a little  difficulty  with 
speech.  Since  July  attacks  of  dizziness  and  eye 
trouble.  During  attacks  can  see  above  the  hori- 
zontal plane  of  the  eyes,  but  below  all  is  hazy. 
During  spells  eyes  roll  upwards.  Period  of  un- 
consciousness of  one-half  to  one  minute.  For  the 
last  week  these  attacks  have  come  on  every  half 
to  one  hour.  Patient  has  not  been  able  to  attend 
to  his  practice  for  the  last  year. 

P.  E.  Nasal  quality  to  the  voice  sounds.  No 
aphasia,  sensory  or  motor.  Writing  not  as  good 
as  formerly,  due  apparently  to  a clumsiness  in  the 
manipulation  of  the  pencil.  Corneal  reflex  on  the 
right  is  delayed,  due  to  a disturbance  in  the  motor 
and  not  the  sensory  function  on  the  right  side,  as 
patient  feels  the  touch  of  the  pin  equally  on  the 
two  sides.  In  winking,  the  right  eyelid  lags,  but 
on  voluntary  movements  the  two  seventh  nerves 
act  equally.  Nasolabial  fold  less  prominent  on 
the  right.  With  the  exception  of  a well-marked 
adiadokokinesis,  no  motor  disturbances  made  out 
in  the  right  arm  and  hand.  No  definite  astereog- 
nosis,  as  patient  can  recognize  all  objects  placed 
in  the  right  hand,  but  nevertheless  he  states  that 
he  can  recognize  them  a little  better  on  the  left. 
There  is  no  definite  loss  of  sensation  to  touch, 
pain  or  temperature,  but  the  answers  are  not  quite 
as  accurate  on  the  right  as  on  the  left,  and  pa- 
tient says  he  cannot  feel  quite  as  well  on  that 
side.  No  loss  of  muscle  sense.  No  sensory  or 
motor  disturbance  made  out  in  the  legs. 

Spinal  fluid:  Pressure  not  increased.  Fuchs 

Rosenthal  cell-count  9.3  per  cmm.  Globulin, 
Nonne-Apelt,  strongly  positive.  Three  plus.  Al- 
bumin, Nissl.  Two  plus  divisions.  Wassermann 
negative.  The  Wassermann  was  not  done  by  the 
Auswertungsmethode.  Lange,  strongly  positive  and 
characteristic. 

Patient  had  been  sick  for  two  years.  There 
was  at  first  a suspicion  of  syphilis  but,  with  a re- 
peatedly negative  Wassermann  in  the  blood,  the 
diagnosis  was  allowed  to  drop.  A couple  of  tenta- 
tive experiments  with  antiluetic  treatment  had 
proved  unsuccessful.  The  clinical  picture  pointed 
to  a cortical  involvement  but  gave  no  information 
as  to  etiology.  The  spinal  fluid  examination  gave 
the  first  real  clue  to  the  diagnosis.  The 
strongly  positive  globulin  and  the  slight 
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but  very  definite  increase  in  the  cell-count, 
in  the  presence  of  a normal  albumin  content,  alone 
were  strongly  suggestive  of  syphilis.  The  finding 
of  a strongly  positive  Lange  made  the  diagnosis 
almost  absolutely  certain.  A brain  tumor,  which 
was  one  of  the  chief  possibilities  considered,  would 
have  been  more  apt  to  cause  a strong  pleocytosis 
with  a weak  or  negative  globulin  test.  We  would 
have  expected,  also,  a pressure  increase.  And,  al- 
though the  Lange  test  has  been  reported  positive 
in  rare  cases  of  brain  tumor,  a reaction  as  strongly 
positive  and  as  characteristic  as  it  was  found  here 
could  hardly  be  due  to  anything  but  a central  nerv- 
ous syphilis. 

Antisyphilitic  treatment  was  instituted  at  once. 
Intravenous  neosalvarsan  and  mercury  intramus- 
cular and  by  inunctions.  The  result  has  cleared 
all  doubt  as  to  the  diagnosis.  Subjectively  the  im- 
provement began  at  once.  Objectively  the  at- 
tacks, which  had  been  coming  every  half  to  one 
hour,  stopped  completely.  The  general  condition 
is  excellent.  The  patient  is  still  under  treatment.* 

A word  as  to  the  importance  of  spinal  fluid  ex- 
amination. It  can  be  objected  that  a therapeutic 
test  can  be  substituted  for  the  lumbar  puncture. 
The  trouble  here  is  that  what  happened  in  this 
case  will  often  happen  in  just  such  doubtful  cases. 
In  the  absence  of  some  pretty  definite  evidence  in 
favor  of  syphilis,  the  treatment  is  apt  to  be  half- 
hearted and  thus  defeat  the  very  purpose  at  which 
it  is  aimed,  that  is,  the  purpose  of  diagnosis.  If 
improvement  does  not  begin  at  once,  as  it  is  hardly 
likely  to  do  when  half-hearted  measures  are  used, 
the  inference  is  drawn  that  the  case  is  not  of 
syphilitic  origin  and  the  attempt  at  antisyphilitic 
treatment  is  given  up. 

Case  4.  F.  W.  W.,  June,  1913.  Age  36, 
male,  single,  white.  Occupation  telegraph  opera- 
tor. Born  U.  S.  A. 

Complaint , loss  of  appetite,  sweating  at  night 
and  tires  out  easily. 

F.  H.,  negative. 

P.  H.  Malaria  in  the  Philippines  in  1898. 
Since  then  chills  and  fever  every  fall.  About  the 
time  of  the  malaria  also  had  an  attack  of  dysentery. 
Twelve  years  ago  had  an  attack  of  gonorrhea. 
Denies  syphilis. 

P.  I.  Present  trouble  began  three  months  ago. 
Felt  tired  before  the  day  was  over.  Lost  appetite. 
About  the  same  time  had  some  stomach  symptoms, 
cramps  in  the  stomach.  No  nausea  nor  vomiting. 
No  blood  in  stools.  Since  then  a little  distress 
after  eating.  Six  weeks  ago  began  to  have  night 
sweats.  For  the  last  two  weeks  has  had  a cough 
and  a cold  and  has  spat  up  blood  a couple  of 
times.  Some  constipation  and  some  loss  of  weight. 

*Oet.  22,  1914,  two  and  one-half  months  after  beginning 
treatment,  patient  is  in  splendid  condition,  feeling  better  than 
he  has  for  two  or  three  years.  For  all  this  time  there  has  been 
only  one  dizzy  spell,  about  one  month  ago.  The  speech  is  better 
and  the  writing  improved. 
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P.  E.  Pupils,  right  slightly  smaller  than  the 
left.  Pupils  a trifle  irregular.  Light  reaction 
and  accommodation  good.  Tongue  put  out  slight- 
ly to  the  right.  One  small  gland  the  size  of  a pea 
palpable  in  the  posterior  cervical  region.  Patient 
says  it  came  there  about  a week  ago.  Tongue 
heavily  coated.  Tonsils  a little  large.  Spleen 
definitely  enlarged.  A few  dry  crackles  heard  over 
the  right  interscapular  region,  clearing  after  deep 
respiration. 

Urine:  On  one  examination  showed  a trace 

of  albumin  and  one  or  two  casts.  Other  examina- 
tions negative. 

White  blood-count  12300.  Differential  count 
negative,  except  that  the  polynuclearneutrophiles 
were  a little  high.  No  malarial  parasites  found. 

Stool,  negative. 

Stomach  contents:  After  an  Ewald  test-meal 

40  cc.  recovered.  Negative  to  Congo  red  paper. 
No  free  hydrochloric  acid.  Total  acidity  2.5.  No 
lactic.  Microscopically  negative. 

Wassermann  in  blood  negative. 

June  16,  two-hour  temperature  shows  rise  to 
99.2°  to  99.8°,  especially  in  the  afternoon.  Sputum 
negative  for  tubercle  bacilli. 

Summarizing:  History  of  three  months  dura- 

tion. Chief  complaints  are  a general  tired  feeling; 
tires  easily  at  his  work.  Loss  of  appetite.  Cramps 
in  abdomen.  Subsequently  dull  pain  after  eating. 
Last  few  weeks  night-sweats,  cough,  cold  and  on 
two  occasions  spitting  up  of  blood.  Pupillary  differ- 
ence and  deviation  of  the  tongue,  both  of  slight 
degree.  Enlarged  posterior  cervical  gland.  Few 
crackles  in  the  lungs.  Palpable  spleen.  Leu- 
cocytosis  of  12300.  Subacidity  of  gastric  juice.  A 
little  afternoon  temperature.  Negative  Wasser- 
mann in  the  blood. 

Because  of  the  slight  abnormalities  found  in  the 
nervous  system,  lumbar  puncture  done. 

Spinal  fluid : Pressure  seems  increased,  not 

turbid.  Cell-count,  Fuchs  Rosenthal,  94  cells  per 
cmm.  Nonne-Apelt,  globulin  positive,  definite 
opalescence.  Nissl,  albumin,  1 division.  Cells, 
95  per  cent,  small  lymphocytes,  5 per  cent,  large 
lymphocytes.  Wassermann  negative,  not  done  ac- 
cording to  the  Auswertungsmethode.  We  were 
not  doing  the  Lange  at  the  time. 

The  pleocytosis  and  positive  globulin,  along 
with  the  history  and  the  physical  examination,  suf- 
ficiently established  the  diagnosis  of  cerebrospinal 
syphilis.  Patient  was  put  on  antisyphilitic  treat- 
ment in  the  form  of  inunctions  and  potassium 
iodide.  Very  rapid  improvement  in  the  symptoms, 
and  by  the  end  of  seven  weeks  patient  was  feeling 
perfectly  well.  Refused  further  treatment,  al- 
though lumbar  puncture  still  showed  marked 
changes  in  the  spinal  fluid. 

April,  1914.  Had  felt  perfectly  well  up  to 
three  or  four  days  ago,  when  he  developed  an 
eruption  on  the  face.  Over  the  middle  of  the 
forehead  was  an  elevated  zone  about  the  size  of 
a quarter,  raw-ham  color,  and  with  irregular 
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edges.  At  the  articulations  of  the  lower  jaw 
marked  tenderness  on  both  sides.  On  the  follow- 
ing day  there  was  a fresh  herpetiform  eruption  on 
the  left  forehead,  with  a slight  swelling  of  the  left 
eyelid.  A stiff  course  of  mercury  inunctions  and 
calomel  injections  cleared  this  up  rapidly,  leaving 
no  doubt  of  its  syphilitic  nature. 

Lumbar  puncture : Cell-count,  177  cells  per 

cmm.  Globulin  faint  but  definite  opalescence. 
Albumin,  Nissl,  2*4  divisions.  May  25,  patient 
put  on  repeated  doses  of  neosalvarsan  intraven- 
ously.* 

In  this  case  we  were  dealing  with  a history 
very  confusing  in  the  variety  of  symptoms.  There 
was  a suggestion  of  a serious  gastrointestinal  con- 
dition. There  were  symptoms  pointing  strongly 
to  the  lungs  as  the  seat  of  trouble.  There  was  a 
history  of  malaria  and  dysentery.  The  findings 
were  almost  as  polymorphous  as  the  symptoms. 
With  such  indefinite  findings  and  a negative  Was- 
sermann  in  the  blood  a diagnosis  of  syphilis  could 
not  have  been  made.  There  was  enough  to  justi- 
fy a lumbar  puncture  and  the  findings  in  the  spinal 
fluid  cleared  up  the  diagnosis  at  once.  The  sub- 
sequent course  of  events  confirmed  the  diagnosis. 

Summarizing  the  results  of  our  study,  we  find 
a group  of  reactions  in  the  spinal  fluid  which  are 
positive  in  a very  large  percentage  of  cases  of  ac- 
tive syphilis  of  the  central  nervous  system.  In 
any  given  case  one  or  more  or  these  reactions  may 
be  negative  and  with  the  possible  exception 
of  the  Wassermann,  no  one  of  the  reactions 
is  absolutely  specific.  It  is  only  a consideration 
of  all  the  tests  together,  along  with  the  history 
and  clinical  findings,  that  can  give  us  definite  in- 
formation. But  the  information  so  derived,  as 
will  be  seen  by  the  cases  reported,  is  so  valuable 
in  the  diagnosis  of  syphilis  of  the  central  nervous 
system  that  in  every  suspected  case  the  spinal  fluid 
should  be  carefully  examined. 
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*Oct.,  1914.  Lumbar  puncture,  cell-count  9 cells  per  cmm. 
Globulin  very  faint  opalescence.  Albumin,  1 division.  Wasser- 
mann negative.  Lange  negative. 


REPORT  OF  A CASE  OF  SYPHILIS  OF 
INTERNAL  AND  MIDDLE  EAR* 

By  Ed.  E.  Maxey,  M.  D. 

BOISE,  IDA. 

Through  the  courtesy  of  Dr.  M.  H.  Tallman 
I am  permitted  to  report  the  following  very  inter- 
esting case.  Syphilis  of  the  internal  and  middle 
ear  is  of  sufficiently  rare  occurrence  to  alone  make 
the  case  interesting.  In  this  case  the  diagnosis 
was  entirely  overlooked  by  a number  of  general 
practitioners  of  well-known  ability.  Another  point 
of  extreme  interest  is  the  fact  that  Wassermann 
test  was  negative  or  doubtful  when  made  in  the 
usual  manner,  but  the  spinal  fluid  gave  a +4 
reaction. 

Male,  age  33,  married,  a Missourian  by  birth, 
and  a plumber  by  occupation,  referred  to  me  by 
Dr.  Tallman  for  examination  of  ears.  He  came  to 
me  on  the  6th  of  last  August,  complaining  of  deaf- 
ness in  right  ear,  tinnitus,  extreme  dizziness  and 
paralysis  of  right  side  of  face.  The  family  history 
was  negative. 

Five  years  ago,  and  again  two  years  later,  he 
suffered  attacks  of  lead  poisoning.  At  the  time 
of  first  visit  he  denied  history  of  syphilis  but  the 
suggestion  of  the  urgent  need  of  a severe  operation 
caused  him,  a few  hours  later,  to  make  a full  and 
free  confession  to  Dr.  Tallman.  With  this  knowl- 
edge we  were  able  to  date  his  present  illness  back 
to  last  March,  when  he  had  multiple  luetic  lesions 
in  the  usual  location.  Under  local  treatment  these 
healed  in  about  four  weeks.  Eight  weeks  after 
onset  of  primary  sores  he  developed  mucous  patches 
in  mouth  and  a very  severe  pharyngitis,  and  about 
two  weeks  later  macular  syphiloderms  appeared. 
One  month  after  development  of  secondaries  he 
was  given  an  intramuscular  injection  of  neosalvar- 
san in  left  thigh.  Pationt  says  that  the  injection 
caused  such  severe  pain  that  he  could  not  work 
for  six  weeks,  but  in  spite  of  this  fact  there  was 
marked  improvement  in  the  syphilitic  lesion  after 
the  pain  subsided. 

About  the  middle  of  June,  or  very  shortly  after 
injection  of  neosalvarsan,  he  began  to  notice  tin- 
nitus in  right  ear  which  continued  to  increase  in 
intensity  and,  two  weeks  later  or  about  the  first 
of  July,  he  noticed  that  the  hearing  was  impaired 
in  that  ear  and  vertigo  became  a prominent  symp- 
tom, with  marked  staggering  when  walking.  In 
the  latter  part  of  July  right  side  of  face  became 
anesthetic,  with  paresis  of  entire  area  supplied  by 
right  fifth  and  seventh  nerves. 

Examination,  general  appearance  robust,  body 
well  nourished.  Temperature  and  pulse  normal. 
Blood  pressure  118-82.  Hemoglobin  85.  Leuco- 
cytes 8200,  no  differential  count  made.  Wasser- 
mann doubtful.  Right  side  of  face  expressionless, 

♦Read  before  the  Twenty-second  Annual  Meeting  of  Idaho  State 
Medical  Association,  B'oise,  Ida.,  Oct.  8-9,  1914. 
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immobile  and  anesthetic.  External  ear  not  over 
prominent.  Complains  of  some  pain,  not  severe, 
in  right  ear,  and  firm  pressure  over  right  mastoid 
elicits  some  tenderness.  There  was  very  slight 
bulging  or  sagging  of  postero-superior  aspect  of 
inner  fourth  of  external  canal.  Drum  membrane 
somewhat  congested  and  thickened.  No  perfora- 
tion and  never  has  had  any  discharge.  Nose  and 
throat  practically  normal.  Functional  test  of  right 
ear,  hears  very  loud  voice  at  5 inches.  Watch 
and  acumeter  heard  on  bone,  bone  conduction  in- 
creased, Weber  to  left  apparently,  Rinne  doubtful, 
low-toned  forks  not  heard,  and  high  tones  heard 
for  only  very  short  duration.  Spontaneous  rotary 
nystagmus  to  the  left.  Pupils  slightly  uneven,  right 
pupil  irregular.  Pupillary  and  manibular  reflexes 
normal. 

A probable  diagnosis  of  syphilis  of  internal  and 
middle  ear  was  made  and  patient  put  to  bed,  eyes 
closed.  On  Aug.  8,  0.9  neosalvarsan  was  given 
intravenously,  followed  by  slight  improvement  in 
general  condition.  One  week  later,  Aug.  15,  0.9 
neosalvarsan  again  given  intravenously  and  mer- 
curial inunctions  ordered  begun.  Aug.  16  patient 
began  to  complain  of  right  temporal  headache, 
which  was  much  worse  on  the  17th  when  Lugol’s 
solution  was  ordered.  With  the  headache  was  ex- 
treme vertigo. 

These  continued  severe  in  spite  of  all  treatment 
up  to  the  20th,  when  a spinal  puncture  was  made, 
drawing  off  25  cc.  of  spinal  fluid  which  came 
away  under  considerable  pressure.  This  gave  a 
+4  Wassermann  reaction.  This  relieved  the  ex- 
treme vertigo  and  headache  and,  under  the  con- 
tinued mercurial  rubs  and  the  Lugol’s  solution, 
there  has  been  continued  and  progressive  improve- 
ment in  his  condition.  The  facial  paralysis  has 
entirely  disappeared,  there  is  now  no  tenderness 
or  pain  about  the  ear,  and  the  tinnitus,  vertigo  and 
deafness  are  much  improved. 


THE  EARLY  DIAGNOSIS  AND  TREAT- 
MENT OF  GALL-STONES.* 

By  George  F.  Koehler,  M.  D. 

PORTLAND,  ORE. 

Associate  in  Medicine  and  Lecturer  on  Diseses  of 
the  Stomach  and  Intestines,  Medical  De- 
partment University  of  Oregon. 

Advances  made  in  the  diagnosis  and  surgical 
treatment  of  gall-stones  in  recent  years  have 
placed  this  common  ailment  on  a more  scientific 
basis.  Surgery  having  enabled  us  to  become  bet- 
ter acquainted  with  the  signs  and  symptoms,  we 
no  longer  wait  for  the  classical  picture  of  the  text- 
books. To  do  so,  means  delayed  treatment  and 
prolonged  suffering.  In  this  paper  I wish  to 
emphasize  the  need  for  early  diagnosis,  quoting 
nothing  original,  but  simply  making  an  effort  to 

*Read  before  the  Thirtieth  Annual  Meeting  of  Oregon  State 
Medical  Association,  Portland,  Ore.,  Sept.  10-11,  1914. 
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break  away  from  the  glare  of  terminal  symptoms, 
picking  out  of  the  darkness,  so  to  speak,  a few 
early  manifestations  that  may  shed  light  upon  the 
presence  of  biliary  calculi. 

Gall-stone  disease  is  not  uncommon  it  being 
estimated  that  over  10  per  cent,  of  the  human 
race  have  gall-stones.  When  we  consider,  com- 
paratively speaking,  the  small  number  of  opera- 
tions on  the  gall-bladder,  we  are  led  to  believe 
that  the  condition  is  either  frequently  overlooked 
entirely  or  fails  to  give  rise  to  symptoms.  For 
years  it  was  thought  that  gall-stones  might  exist 
without  producing  any  symptoms.  This  may  be 
true  in  some  instances  but  it  is  more  than  likely 
that  they  always  cause  symptoms  which  may  per- 
sist for  years  before  their  real  cause  is  recognized. 
In  this  class  we  will  find  many  of  our  old  dys- 
peptics, to  whom  we  should  pay  more  attention  as 
we  cannot  afford  to  let  them  pass  without  a most 
careful  and  painstaking  examination. 

The  fact  seems  to  be  that  in  persistent  chronic 
dyspepsia  we  have  good  reason  to  believe  the  con- 
dition may  be  secondary  to  gall-bladder  disease. 
There  is  seemingly  no  particular  type  of  gall- 
bladder dyspepsia  that  we  can  recognize  by  phy- 
sical or  laboratory  findings  as  being  characteristic. 
However,  that  type  of  dyspepsia  which  persists  in 
spite  of  all  ordinary  methods  or  treatment  is 
suggestive.  This  is  a clinical  fact  worthy  of  care- 
ful consideration.  When  I see  a case  of  dyspepsia 
of  this  peculiar  chronic  type,  associated  with  flat- 
ulence, distress  and  bloating  after  eating,  with 
heartburn  and  some  regurgitations,  I think  of  the 
gall-bladder  or  appendix.  Unfortunately,  as  re- 
gards the  gall-bladder  itself,  there  may  be  no  signs 
or  symptoms  pointing  to  its  involvement,  none  of 
the  characteristic  pain  in  the  region  of  the  gall- 
bladder, no  biliary  colic,  no  soreness  nor  rigidity 
at  the  right  costal  margin,  the  symptoms  all  being 
referred  to  the  stomach.  A glance  at  the  an- 
atomic arrangement  of  the  upper  abdomen,  show- 
ing as  it  does  the  close  association  of  the  import- 
ant organs  in  this  region,  is  sufficient  to  explain 
why  it  is  easy  to  have  the  symptoms  of  disease 
in  one  organ  referred  to  that  of  another  and  how 
difficult  it  may  become  to  assign  them  to  their 
real  source. 

Referring  to  the  symptomatology  of  this  dis- 
order, I wish  to  emphasize  the  fact  that  jaundice 
is  not  essential  to  a correct  diagnosis.  Denver, 
of  Chicago,  in  200  cases  under  observation  found 
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this  symptom  in  but  40  per  cent.  Kehr  and  Mayo 
report  a much  lower  percentage,  and  Moynihan 
considers  jaundice  a symptom  of  little  value. 
When  present,  jaundice  in  many  instances  is  of  a 
very  mild  type,  showing  itself  only  as  a tinge  of 
the  conjunctivae  or  a yellow  streak  about  the 
angles  of  the  mouth.  In  two  of  my  cases  the 
patients  gave  a history  of  a yellow  appearance  of 
the  eyes,  following  previous  attacks,  which  could 
not  be  seen  at  the  time  of  the  interview.  In  some 
persons,  especially  those  of  a yellow  complexion, 
the  presence  of  jaundice  may  be  difficult  to  detect. 

The  pronounced  symptom  of  gall-stone  disease 
is  pain  of  a colicky  nature  and  of  an  excruciating 
character  in  the  region  of  the  gall-bladder,  ex- 
tending through  to  the  back  under  the  right 
shoulder  blade  , beautifully  illustrated  in  the 
text-books  but  seldom  found  so  characteristically 
marked  in  actual  practice.  It  may  be  a mild,  sub- 
acute pain  or  even  a dull  ache,  referred  else- 
where, perhaps  to  the  region  of  the  stomach,  and 
possibly  to  the  neighborhood  of  the  spleen.  In 
three  of  my  cases  which  were  operated  upon  the 
only  pain  complained  of  was  a shooting  pain  which 
seemed  to  originate  in  the  stomach  and  extended 
up  the  left  side  toward  the  heart. 

If  jaundice  be  a late  manifestation  and  not  to 
be  depended  upon,  what  are  the  signs,  if  any,  that 
will  enable  us  to  make  the  diagnosis  early?  In 
answer  to  this  question  I desire  to  state  that  a 
carefully  obtained  history  will  give  us  the  best 
working  basis.  Careful  history  taking  will 
prove  of  more  real  value  in  the  way  of  eliciting 
early  signs  of  gall-stone  disease  than  any  other 
means  at  our  command.  If  in  every  stomach  case 
that  presented  itself  the  history  of  the  patient  was 
more  thoroughly  gone  into,  the  old  dyspeptic  who 
gives  a history  of  bilious  spells  and  a bad  stomach, 
extending  over  a period  of  many  years,  would 
not  so  easily  escape  notice,  and  the  diagnosis  of 
gall-stones  in  an  inactive  or  early  stage  would 
more  often  be  correctly  made.  These  so-called 
bilious  spells,  however  slight,  are  so  characteristic 
that  they  are  found  nearly  always  present  and, 
while  being  little  more  than  merely  spells  of  dis- 
comfort, are  in  reality  the  predromal  symptoms 
of  gall-stone  formation.  The  symptomatology  on 
the  whole  is  indefinite  and  confusing  and  is  per- 
haps best  considered  under  three  separate  divis- 
ions,— the  history,  physical  examination  and  ex- 
amination of  the  stools. 


The  history,  as  previously  noted,  is  of  great  im- 
portance and  every  patient  who  complains  of 
chronic  gastric  distress  should  be  closely  ques- 
tioned with  reference  to  early  attacks  of  colic. 
These  attacks  may  have  been  so  slight  in  character 
as  not  to  have  been  considered  of  much  conse- 
quence. I wish  to  emphasize  again  that  mild  at- 
tacks of  stomach  cramp,  with  belching  coming 
on  at  irregular  times  or  soon  after  eating,  often 
of  sudden  onset  and  passing  away  after  a laxa- 
tive dose  of  medicine  or  a slight  vomiting  spell, 
may  be  quite  as  characteristic  of  disturbances  in 
the  gall-bladder  as  the  more  typical  attacks  ot 
true  hepatic  colic.  In  nearly  every  case  of  gall- 
stones you  will  find  that  the  patient  suffered  in 
youth  from  headaches,  sick  stomach  and  consti- 
pation. I am  convinced  that  these  symptoms  are 
the  very  earliest  manifestations,  the  logical  fore- 
runners of  the  later  typical  gall-stone  attack. 

It  would  seem  that  in  certain  instances  gall- 
stones remain  in  the  gall-bladder  in  a quiescent 
state  for  many  years  and  it  is  not  always  possible 
to  obtain  symptoms  of  any  previous  disorder  as- 
sociated with  any  part  of  the  gastro-intestinal 
tract.  This,  however,  is  the  exception  and,  if 
the  prevalence  of  this  disease  be  properly  con- 
sidered and  the  symptoms  carefully  looked  for, 
keeping  constantly  in  mind  the  importance  of 
early  discovery  and  radical  means  of  relief,  the 
majority  of  persons  with  gall-stones  will  be  spared 
years  of  suffering  and  fewer  cases  of  pancreatitis 
and  malignant  involvement  of  the  gall-bladder 
will  be  encountered. 

In  reviewing  our  histories  of  gall-bladder  dis- 
ease, especially  those  in  which  stomach  symptoms 
predominated,  we  find  there  is  a neurotic  element 
running  through  many  of  the  cases.  We  observe 
in  general  that  there  are  many  nervous  reflexes 
arising  from  the  action  of  the  bile  on  the  nervous 
system. 

No  doubt  it  is  true  that  typhoid  fever  predis- 
poses to  gall-stones.  Chaufford  found  that  20 
per  cent,  of  cases  of  cholelithiasis  gave  history 
of  a previous  attack  of  typhoid  and  Cushing  re- 
ports that  30  per  cent,  of  the  patients  operated 
upon  at  Johns  Hopkins  Hospital  had  previously 
suffered  from  this  disease.  Gilbert  and  Girode 
found  typhoid  bacilli  in  the  pus  from  a case  of 
empyema  of  the  gall-bladder  which  came  on  as 
a sequence  of  enteric  fever.  Gilbert  produced 
suppuration  in  the  gall-bladders  and  livers  of  rab- 
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bits  by  injecting  a culture  of  typhoid  bacilli  into 
the  common  duct.  White  investigated  systemat- 
ically a series  of  thirty  cases  of  typhoid  fever. 
With  the  exception  of  five  cases  he  obtained 
typhoid  bacilli  from  the  gall-bladder.  A previous 
history  of  typhoid  is  of  undoubted  clinical  im- 
portance as  an  aid  to  diagnosis  and  should  be 
sought  for  in  every  case  of  suspected  gall-bladder 
disease. 

Physical  examination  will  reveal  signs  of  much 
clinical  value  and  local  examination  should  be 
practised  in  every  case.  Where  the  calculi  are 
of  fair  size  and  patience  is  used,  one  can  some- 
time palpate  a rounded  mass  in  the  region  of  the 
gall-bladder  which  is  somewhat  tender  and  moves 
with  respiration.  We  should  be  able  to  elim- 
inate a displaced  kidney,  carcinoma  of  the  pran- 
creas,  possibly  renal  tumors  and  fecal  accumula- 
tions. 

The  so-called  pressure  sign  is  often  an  import- 
ant aid  to  diagnosis,  and  a good  way  to  apply  it 
is  to  have  the  patient  take  a full,  deep  inspiration, 
at  the  same  time  hooking  the  fingers  of  the  pal- 
pating hand  deeply  beneath  the  right  costal  arch. 
In  this  manner  the  chronically  inflamed  gall- 
bladder is  forced  downward  against  the  fingers, 
giving  rise  to  an  appreciable  amount  of  pain.  It 
is  a good  plan  to  practise  this  method  as  a rou- 
tine in  every  case  examined.  In  the  absence  of 
the  pressure  sign  you  will  often  be  able  to  detect 
an  area  of  soreness  extending  well  back  toward 
the  spine,  following  the  lower  border  of  the  liver 
and  being  sometimes  more  marked  under  the 
right  shoulder  blade. 

Examination  of  the  feces  during  a number  of 
consecutive  days  should  not  be  overlooked.  This 
may  bring  to  light  the  presence  of  one  or  more 
calculi.  When  we  consider  that  it  is  possible  for 
foreign  bodies  to  remain  lodged  in  the  intestines 
for  a long  period,  a single  examination  may  be 
of  no  value.  Examination  of  the  feces  is  not  of- 
fensive nor  difficult  and  can  be  quickly  accom- 
plished. All  that  is  necessaray  is  a common  flour 
seive.  I usually  have  the  entire  stool  sent  to  my 
office  in  a clean  preserve  jar.  A few  drops  of 
lysol  added  will  destroy  the  odor.  The  con- 
tents of  the  jar  is  then  emptied  into  the  seive 
which  is  placed  in  the  sink  and  water  allowed  to 
run  through  the  mass  until  it  is  dissolved.  In- 
spection of  the  residue  completes  the  process. 

In  making  an  early  diagnosis  we  should  be  able 
to  eliminate  ulcers,  gastralgia  and  the  chronic 
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dyspeptic  type  of  appendicitis.  In  any  one  of  the 
above  conditions  we  may  have  symptoms  that 
closely  simulate  those  of  gall-bladder  involve- 
ments. In  ulcer  of  the  duodenum  the  pain  gen- 
erally comes  on  between  one  and  four  hours  after 
meals  and  is  usually  relieved  by  food.  During  the 
attack  this  constant  relief  of  symptoms  by  food 
and  a regular  return  of  the  pain  one  to  four 
hours  later  is  very  characteristic  and  is  a clinical 
point  of  much  value  in  the  diagnosis.  The  loca- 
tion of  the  pain,  the  sour  stomach,  the  gas  and 
the  peculiar  acrid  type  of  the  vomited  matter  are 
more  or  less  common  to  all  types  of  chronic 
dyspeptic  trouble,  but  the  essential  point  to  re- 
member in  ulcer  of  the  duodenum  is  the  time  the 
pain  appears.  Its  regularity  after  meals  day  after 
day,  the  fact  that  an  attack  of  gall-stone  colic, 
especially  in  the  earliest  stages,  is  often  accom- 
panied by  hyperchlorhydria  may  make  the  dif- 
ferentiation at  times  quite  difficult.  Occult 
blood  in  the  stool  or  gastric  contents  will  help 
to  clear  up  the  diagnosis  and  should  always  be 
looked  for.  Gastralgia,  found  in  neurotic  indi- 
viduals, is  relieved  by  pressure  and  is  not  always 
attended  by  nausea  or  vomiting. 

Indigestion  and  pyloric  spasm  arising  from  in- 
flammation of  the  appendix  may  be  extremely 
difficult  to  diagnose  from  early  gall-stone  disease. 
The  history  of  a previous  well-defined  attack  of 
appendicitis  will  aid  in  the  diagnosis.  With  an 
appendiceal  trouble  even  of  a chronic  type,  the 
patient  is  often  really  disabled  and  frequently  sick 
enough  to  go  to  bed.  Not  so  in  gall-stones,  es- 
pecially in  the  earlier  stages.  The  pain  in  appen- 
dicitis is  often  located  in  the  neighborhood  of  the 
umbilicus  and  careful  palpation  is  very  apt  to 
reveal  a tender  area  over  the  region  of  the  ap- 
pendix. 

Gall-stone  attacks  are  usually  of  sudden  onset 
and  the  patients  experience  sudden  relief.  There 
is  likely  a history  of  epigastric  pain  of  a mild 
type,  somewhat  of  a boring  character,  radiating 
toward  the  right  costal  arch,  of  short  duration, 
with  abrupt  cessation  followed  by  a period  of 
perfect  health.  The  attack  is  apt  to  follow  over- 
exertion and  will  be  accompanied  by  chilly  sen- 
sations. The  later  symptom  is  of  value  clinically, 
just  before  or  during  the  attack  the  patient  com- 
plaining of  feeling  cold  and  inclined  to  chill. 

Age  plays  some  part  in  the  differentiation  but 
it  is  not  of  great  value.  While  it  is  true  that 
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ulcer  of  the  stomach  is  most  often  found  in 
young,  chlorotic  women  below  the  age  of  thirty, 
and  gall-stones  in  women  past  forty,  the  fact  re- 
mains that  frequently  gall-bladder  disease  is  en- 
countered in  women  under  thirty. 

It  would  indeed  be  interesting,  if  time  per- 
mitted, to  review  some  of  the  theories  advanced 
in  explanation  of  gall-stone  formation.  The  most 
probable  factors  which  contribute  to  this  disease 
are  stagnation  and  infection.  It  is  not  difficult 
to  understand  how  anything  wrhich  destroys  thj 
bile  passages,  so  as  to  block  normal  movements 
of  the  bile,  would  produce  stagnation.  Sherring- 
ton has  shown  that  no  germs  can  enter  the  bile- 
ducts  from  the  duodenum  so  long  as  the  bile  re- 
mains normal  and  is  expelled  at  regular  intervals. 
If,  however,  there  should  be  any  obstruction  to  the 
flow  of  bile  causing  stagnation,  there  is  an  instant 
invasion  of  organisms. 

The  subject  of  the  microbic  origin  of  biliary 
calculi  is  interesting.  Infections  of  the  biliary 
tracts  probably  often  enter  by  way  of  the  portal 
vein  and  the  bile  is  apt  to  contain  bacteria  in 
many  of  the  infectious  fevers.  The  typhoid 
bacillus  has  been  found  in  the  gall-bladder  ot 
many  persons  who  have  died  of  typhoid,  and  it  is 
supposed  that  these  organisms  may  endure  for 
many  years.  Inasmuch  as  we  believe  stasis  of 

bile  an  etiologic  factor,  tight  lacing,  tumors,  ad- 
hesions and  the  like  should  also  be  considered  im- 
portant causes. 

As  soon  as  I am  able  to  make  a reasonably 
certain  diagnosis,  I recommend  surgery,  believ- 
ing it  to  be  the  only  remedy.  Relief  can  be  pro- 
duced without  operation  but  it  is  only  temporary. 
During  the  acute  attacks  the  indications  are 
clearly  to  relieve  the  pain  and  relax  the  spasm. 
The  pain  of  biliary  colic  is  usually  so  intense  that 
the  patient  demands  that  our  first  efforts  be  di- 
rected to  its  relief.  This  is  most  promptly  ac- 
complished by  the  subcutaneous  injection  of  mor- 
phin.  If  you  will  follow  your  cases  carefully, 
you  will  find  that  medical  relief  has  only  lasted 
a short  time  and  the  patient  sooner  or  later  turns 
up  in  the  operating  room  for  surgical  intervention. 

No  physician  of  today  thinks  of  waiting  in  in- 
flammation of  the  appendix  until  an  abscess  is 
formed.  He  recommends  operation  as  soon  as  a 
diagnosis  is  made.  Why  should  he  wait  in  gall- 
stones? There  is  no  good  reason  for  delay  and, 
while  the  importance  of  early  operation  may  not 


be  so  great  as  in  the  case  of  appendicitis,  it  is  the 
only  means  of  insuring  the  patient  a return  to 
perfect  health. 

While  the  only  satisfactory  treatment  of  gall- 
stones is  their  removal,  many  patients  will  refuse 
operation.  In  those  who  will  not  accept  surgery, 
it:  is  a good  plan  to  prescribe  sodium  glycocholate 
in  connection  with  sprudel  or  Rochelle  salts  taken 
before  breakfast.  Ox-gall  in  5 grain  dose  three 
times  daily  seems  to  give  relief  in  those  cases 
where  flatulence  is  most  marked.  The  efficacy 
of  these  medicines  is  probably  entirely  due  to  the 
fact  that  they  reduce  the  inflammatory  process. 
They  certainly  have  no  solvent  effect  on  the  gall- 
stones. Fatty  foods,  sugars  and  pastries  should 
be  avoided  and  all  forms  of  outdoor  exercise 
which  tends  to  stimulate  the  flow  of  bile  should 
be  encouraged.  A carefully  regulated  life,  a 
restricted  diet,  exercise  and  the  abundant  drinking 
of  water  will  improve  the  patient’s  general  con- 
dition. The  inflammation  will  very  likely  sub- 
side and  for  a time  the  sufferer  is  well,  but  the 
stones  remain. 

What  then  is  the  fate  of  the  stones?  It  may 
be  possible  for  them  to  remain  innocent  tenants 
of  the  gall-bladder,  but  it  is  likely  their  presence 
sooner  or  later  becomes  pernicious  and  serious 
complications  are  produced.  In  some  instances 
hypertrophy  of  the  muscular  fibre  of  the  gall- 
bladder occurs,  with  slow  contraction  of  the  vis- 
cus  upon  the  stones.  In  other  instances  the  stones 
wTork  their  way  through  the  walls  of  the  gall- 
bladder by  a process  of  ulceration  or,  as  the  result 
of  stone  irritation,  carcinoma  of  the  gall-bladder 
develops.  Is  it  best  to  leave  them  alone?  This 
is  a question  you  must  decide.  If  you  do  and 
there  is  a recurrence  of  the  attack,  what  will  you 
do  then  ? I am  impressed  with  the  belief  that 
these  cases  demand  operation  and  radical  meas- 
ures for  relief  are  just  as  necessary  here  as  in 
cases  of  chronic  appendicitis. 

A strong  argument  in  favor  of  early  operation 
in  gall-stone  disease  is  the  probability  that  cancer 
may  develop.  It  has  been  found  that  gall-stones 
are  present  in  nearly  all  cancers  of  the  gall-blad- 
der, though  the  stones  may  have  been  quiescent 
for  years.  The  results,  too,  of  operations  for 
gall-bladder  disease  have  been  more  than  en- 
couraging and  should  without  question  lead  to 
earlier  and  more  frequent  surgical  intervention. 

The  association  of  chronic  pancreatitis  with 
gall-stones  is  not  uncommon.  Available  statis- 
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tics  show  the  presence  of  gall-stones  in  about  80 
per  cent,  of  the  cases  of  pancreatitis  at  time  of 
operation.  The  anatomic  arrangement  of  the 
common  duct  and  the  pancreas  is  such  that  it  is 
not  difficult  to  understand  how  in  disease  of  the 
former  the  latter  should  be  involved.  In- 
fection of  the  pancreas  is  not  always  due  to  the 
presence  of  stones.  It  is  possible  to  have  a pan- 
creatitis associated  with  a non-calculous  disease  of 
the  bile  passages,  and  cases  of  chronic  pancreatitis 
without  any  infection  of  the  gall-bladder  or  ducts 
have  been  reported.  In  these  cases  w’here  the 
pancreas  alone  is  involved  the  symptoms  may 
strongly  simulate  the  clinical  picture  of  gall- 
stone disease,  making  an  exact  diagnosis  at  time 
difficult. 

I should  like  to  speak  of  the  cholangeal  in- 
flammations and  also  of  the  suppurative  and  in- 
fective conditions  complicating  gall-stones,  but 
this  w’ould  lead  far  beyond  the  scope  of  this  paper. 
If  cancer  and  chronic  pancreatitis  follow  gall- 
stones, it  is  sufficient  reason  wrhy  early  operation 
should  be  done  in  persistent  disease  of  the  bile 
passages. 

Cooperation  between  the  physician  and  the  sur- 
geon is  what  is  most  needed  to  insure  the  success- 
ful handling  of  these  cases.  A frank  interchange 
of  views  by  the  internist  and  the  surgeon,  with 
a careful  comparison  of  the  results  of  medical 
and  surgical  treatment  of  gall-stones,  will  enable 
us  to  reach  more  satisfactory  conclusions  regard- 
ing treatment  and  prognosis.  After  all  the  fact 
remains  that  early  diagnosis  is  the  main  part  of 
the  treatment  and  gives  us  the  only  hope  of  a suc- 
cessful cure. 


THE  MUCOUS  GLANDS  OF  THE 
GALL-BLADDER* 

By  J.  Earl  Else,  Ph.G.,  M.  S.,  M.  D. 

PORTLAND,  ORE. 

Associate  in  Pathology  in  the  Medical  Department 
of  the  University  of  Oregon;  Pathologist  to 
the  Multnomah  County  Hospital. 

Although  in  the  newT-born  no  glands  are  found 
in  the  gall-bladder,  in  the  adult  two  types  are 
frequently  met  with.  The  most  common  variety 
consists  of  simple  or  branching  tubules,  extending 
from  the  surface  epithelium  into  the  mucosa.  Often 
the  tubules  become  coiled  at  the  base  of  the  mucosa, 
presenting  an  appearance  similar  to  that  seen  in  the 
mucous  gland  about  the  large  bile-ducts.  The 
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straight  portion  of  the  tubules  is  lined  with  col- 
umnar epithelium,  having  large  oval  nuclei,  while 
in  the  coiled  portion  the  epithelium  is  often  more 
cuboidal  in  shape  and  the  nucleus  smaller  and 
more  round.  These  glands  do  not  extend  into  the 
muscularis. 

The  second  and  more  highly  developed  though 
less  frequent  type  of  glands  is  that  described  by 
Luschka.  These  glands  when  fully  developed  con- 
sist of  a fairly  straight  tubule,  coiled  at  its  base 
to  form  the  glandular  portion.  Branching  of  the 
tubules  may  be  present.  The  tubular  portion  is 
lined  with  tall,  columnar  epithelial  cells  having 
large  oval  nuclei  lying  at  the  base  of  the  cell 
with  their  long  axes  parallel  to  that  of  the  cell. 


Fig.  1.  The  first  step  in  the  development  of  a Luschka  gland. 
A,  blood  vessels.  B,  beginning  gland. 


(Fig.  1.)  The  nuclei  are  so  large  they  appear  to 
touch  or  even  overlap.  Cells  resembling  goblet 
cells  are  frequently  present. 

The  glandular  or  coiled  portion  (Fig.  2)  pre- 
sents the  appearance  of  several  acini  lying  sepa- 
rately or  in  groups  which  may  be  surrounded  by 
a capsule.  This  capsule  is  formed  by  crowding 
back  the  connective  tissue  fibres  as  the  glands 
develop.  Thus,  as  the  gland  increases  in  size,  the 
capsule  becomes  more  dense.  The  fibres  of  the 
outside  of  the  capsule  are  intimately  connected 
with  those  of  the  surrounding  tissue.  The  lumen 
of  the  acini  is  small  and  usually  eccentric.  The 
epithelial  cells  lining  the  acini  are  much  broader 
at  the  base  than  at  the  top.  The  nuclei  are  round, 
much  smaller  in  size  than  those  of  the  cells  lining 
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the  tubules  and  are  placed  at  the  base  of  the 
cells. 

In  the  literature  there  is  some  confusion,  for 
the  term,  Luschka’s  ducts,  is  used  for  the  ducts 
of  the  glands,  for  the  whole  glands  and  for  glands 
not  completely  developed.  In  this  paper  the  term, 
Luschka’s  duct,  will  be  used  for  the  tubule,  re- 
gardless of  whether  the  glandular  portion  has  de- 
veloped or  not.  The  term,  Luschka’s  glands,  will 
be  used  for  the  completely  developed  gland  in 
which  both  the  duct  and  glandular  portion  at  its 
base  are  present. 

Many  ducts  are  seen  which  have  not  penetrated 
the  muscularis  or,  having  penetrated,  have  not  de- 


Fig.  2.  The  glandular  portion  of  a Luschka  gland.  Some  of  the 
groups  are  surrounded  by  a connective  tissue  capsule. 


veloped  the  terminal  glands.  These  are  instances 
of  incomplete  or  arrested  development.  Other 
instances  are  seen  where  the  duct  has  penetrated 
deeply  into  the  fibrosa  or,  if  on  the  free  surface 
of  the  gall-bladder,  into  the  subserosa  even  to  the 
serosa.  Such  glands  upon  infection  or  distention 
easily  perforate  external  to  the  gall-bladder. 

The  origin  of  these  glands  is  not  clear.  They 
are  not  present  at  birth  and  are  not  common  in 
childhood,  although  I saw  glands  of  the  first 
type  in  the  case  of  a two-months-old  baby  that 
had  a pigment  gall-stone. 

The  principal  theories  as  to  the  origin  of  the 
Luschka’s  glands  are: 


I.  The  distention  theory  held  by  Aschoff  and 
others,  who  believe  that  upon  distention  of  the 
gall-bladder  lacerations  occur  in  the  areas  weak- 
ened by  the  vessels  perforating  the  muscularis. 
Following  the  laceration  there  is  a proliferation 
of  the  adjacent  epithelium,  so  that  the  raw  sur- 
face is  covered.  The  next  time  there  is  distention 
laceration  occurs  in  the  same  manner  with  healing 
as  before.  After  a time  a wedge-shaped  depression 
is  formed  so  that,  in  addition  to  the  previous 
strain,  there  is  added  the  effect  of  the  pressure 
of  bile  in  this  depression.  As  the  duct  develops 
it  extends  deeper  and  deeper,  always  following 
the  line  of  least  resistance  along  the  course  of 
the  blood  vessels.  After  it  has  extended  so  deep 
that  the  distention  of  the  gall-bladder  cannot  pri- 
marily produce  laceration  by  stretching,  the  pres- 
sure of  bile  into  the  ducts  causes  it  to  extend  still 
deeper. 

Favoring  this  theory  are  the  facts  that  (1) 
Luschka’s  ducts  occur  in  gall-bladders  either  hav- 
ing stones  or  showing  some  other  evidence  of  infec- 
tion. In  the  absence  of  stones  the  distention  may 
be  due  either  to  occlusion  of  the  cystic  duct  by 
plugs  of  mucus  or  edema  of  the  valves  of  Heis- 
ler.  (2)  These  ducts  are  said  to  bear  some  re- 
semblance to  the  diverticula  of  the  large  bowel 
which  are  thought  by  some  to  be  the  result  of  dis- 
tention. 

Opposed  to  the  distention  theory  is  the  fact  that 
Luschka’s  ducts  often  develop  into  true  glands, 
something  that  could  not  occur  were  they  simply 
the  result  of  distention.  Further,  in  this  area  with 
such  a rich  blood  supply  minute  hemorrhages  would 
be  found,  were  lacerations  to  take  place  as  has 
been  described.  On  the  contrary,  we  never  find 
any  evidence  of  hemorrhage  or  of  granulation  tis- 
sue except  when  complicated  by  infection.  Were 
these  glands  developed  as  the  result  of  pressure 
from  distention  of  the  gall-bladder,  all  ducts 
should  be  dilated  and  the  greater  the  distention 
the  greater  the  dilatation.  As  a matter  of  fact,  it 
is  only  an  occasional  gland  that  is  dilated  and  these 
probably  occur  often  as  the  result  of  closure  of  the 
duct  with  retention  of  secretions.  It  is  true  that 
diverticula  are  occasionally  found  containing  bile 
or  bile  pigment,  but  they  are  not  necessarily  found 
in  the  gall-bladders  where  most  suspected  and  are 
often  found  in  gall-bladders  where  least  suspected. 

II.  Infection.  As  the  result  of  irritation  from 
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an  infection  there  might  be  a proliferation  of  epi- 
theleum  here  the  same  as  elsewhere.  Favorable  to 
this  theory  is  the  fact  that  the  glands  are  rarely 
if  ever  seen  in  the  absence  of  infection,  although 
Aschoff  reports  finding  fundus  adenoma  in  two 
cases  in  which  there  was  no  gall-bladder  infec- 
tion. The  infection,  however,  may  often  be  the 
result  of  the  glands  being  present,  for,  as  will 
be  explained  later,  they  harbor  infection  and  are 
often  the  cause  of  a persistent  cholecystitis. 

Opposed  to  this  theory  are  the  facts  that  (1) 
proliferation  of  surface  epithelium  resulting  from 
infection  usually  produces  a papillomatous  and  not 
a glandular  growth.  The  irritation  theory  prob- 
ably explains  the  papillomatous-like  growth  so 
often  seen  on  the  inner  surface  of  the  gall-bladder 
but  it  does  not  explain  the  deep  glandular  growth. 
(2)  When  there  is  a newT  growth  of  any  tissue, 
there  are  produced  either  cells  of  the  same  type 
or  of  some  earlier  type,  through . which  the  pro- 
liferating cells  passed  in  the  process  of  develop- 
ment but  they  never  advance  to  a higher  state. 
The  formation  of  these  glands  is  either  not  the 
result  of  the  irritation  or  else  this  is  a violation 
of  the  above  rule. 

III.  Misplaced  rests.  In  the  later  stage  of 
fetal  life  pearl-like  masses  of  epithelium  are  oc- 
casionally seen  lying  buried  at  the  base  of  a fold 
of  mucosa.  These  disappear  before  or  shortly  after 
birth,  so  they  are  probably  not  of  etiologic  import- 
ance. 

IV.  To  these  theories  I wish  to  add  another, 
namely,  the  stimulation  of  a latent  power  of 
growth. 

The  liver,  gall-bladder  and  bile-ducts  develop 
from  the  same  anlage  from  the  alimentary  canal. 
As  development  takes  place  by  division  and  sub- 
division, there  is  formed  a mass  consisting  of  cords 
of  cells  connected  to  the  alimentary  canal  by  a 
solid  stalk.  Later  a canal  is  formed  in  the  stalk, 
connecting  the  primitive  liver  to  the  alimentary 
canal.  This  canal  extends  upwards  until  it  has 
extended  not  only  into  the  larger  divisions,  form- 
ing the  hepatic  ducts,  but  also  into  the  finer  divi- 
sions, forming  the  smaller  bile-ducts  and  capillaries. 
The  trabeculae  of  liver  cells,  with  the  tiny  bile 
capillaries  in  the  center,  become  surrounded  by 
blood  vessels  and  are  bound  together  into  a lobule 
with  a central  vein.  By  the  time  of  birth  this 
process  has  ceased. 

When  the  embryo  is  about  4.5  mm.  in  length, 
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a bud  occurs  on  the  stalk  just  below  the  primitive 
liver.  At  first  it  presents  no  difference  in  appear- 
ance to  other  buds  from  which  the  branches  of 
the  hepatic  duct  have  developed,  but  in  place  of 
dividing  as  the  others  have  done  it  grows  into  a 
solid  oval  mass  connected  to  the  main  stalk  by  a 
solid  cord.  As  the  lumen  extends  upwards  in  the 
common  duct,  it  extends  through  this  cord  and 
into  the  nodule  at  the  end.  Thus  the  cystic  duct 
and  the  three  inner  coats  of  the  gall-bladder  are 
formed. 

Although  at  the  outset  the  bud  from  which 
the  cystic  duct  and  gall-bladder  were  developed 
showed  no  difference  in  appearance  to  those  which 
developed  into  liver  tissue,  budding  and  division 
did  not  occur.  Mucous  glands,  however,  were 
formed  about  the  cystic  duct  the  same  as  those 
about  the  hepatic  and  common  ducts.  This  cor- 
responds perhaps  embryologically  to  the  process 
by  which  bile  capillaries  and  liver  trabeculae  are 
formed.  It  is  thought  by  some  that  these  glands 
continue  to  develop  for  some  time  after  birth,  but 
I have  seen  no  proof  for  this  either  in  the  literature 
or  as  the  result  of  my  study. 

Although  development  of  the  liver  trabeculae, 
smaller  bile-ducts  and  capillaries  ceases  before 
birth,  in  later  life,  if  there  be  a destruction  of  liver 
cells  or  insufficiency  from  other  causes,  the  latent 
power  of  growth  in  the  smaller  bile-ducts  becomes 
active  and  new  bile-ducts  are  formed  and  from 
these  trabeculae  of  liver  cells  which  become  sur- 
rounded by  blood  vessels  and  united  into  lobules 
similar  to  the  original  liver  lobules.  Now,  if  de- 
velopment takes  place  in  the  liver  as  the  result 
of  the  stimulation  of  the  latent  power  of  growth, 
it  is  very  probable  that  development  in  the  gall- 
bladder may  occur  as  the  result  of  the  stimulation 
of  the  latent  power  of  growth  in  the  epithelial 
cells  wffiich  as  we  have  seen  are  of  the  same  origin 
as  the  cells  in  the  liver.  ' 

Supporting  this  theory  are  the  facts  that  ( 1 ) 
this  development  leads  to  the  formation  of  glands 
similar  to  those  found  about  the  larger  bile-ducts. 
(2)  The  development  takes  place  from  the  cells 
having  the  richest  blood  supply.  (3)  The  Lusch- 
ka’s  ducts  often  develop  true  glands  and  true 
glands  cannot  develop  from  surface  epithelium  un- 
less there  be  a latent  power  of  growth  present. 
(4)  Other  than  their  presence  there  is  no  evi- 
dence of  any  pathologic  lesions  unless  infection  or 
distention  should  have  occurred. 
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As  to  what  is  the  stimulating  factor  that 
causes  the  latent  power  to  develop  nothing  is  defi- 
nitely known.  It  may  be  from  the  infection  or  dis- 
tention or  it  may  come  as  the  result  of  stimulation 
through  the  destruction  of  liver  cells.  That  is, 
the  cells  being  of  the  same  origin  they  respond 
to  the  same  stimuli  as  the  cells  of  the  smaller 
bile-ducts  and  capillaries.  In  this  latter  case  there 
should  be  a demonstrable  relationship  between  the 
destruction  of  the  liver  cells  and  the  development 
of  glands.  No  observation  was  made  along  that 
line  in  this  study  but  I am  starting  a new  series 
to  determine  this  point.  I doubt,  however,  if 
there  be  such  a close  relationship. 

The  epithelium  of  the  gall-bladder  secretes  and, 
perhaps  as  the  result  of  disease,  the  secreting  pow- 
ers are  altered  so  that  the  formation  of  these 
glands  is  compensatory.  At  least  we  know-  that 
their  formation  is  most  frequent  in  diseased  gall- 
bladders. 

Physiology.  As  to  the  secretion  of  these 
glands  but  little  is  known,  other  than  that  they 
have  the  power  of  secreting  mucus.  As  has  been 
shown  by  others  and  confirmed  by  myself  in  a for- 
mer communication,  bacteria  readily  enter  the  gall- 
bladder from  the  cystic  artery.  It  is  very  prob- 
able that  it  is  through  these  glands  that  they 
enter. 

Pathology.  Although  these  glands  show 
nothing  pathologic  except  their  presence,  if  that 
may  be  considered  as  such,  }'et  there  are  several 
different  pathologic  lesions  that  may  be  found  in- 
volving them. 

(1)  Simple  Infection  within  the  duct  or  gland. 
The  lumen  becomes  distended  with  an  accumula- 
tion of  desquamated  epithelium,  pus  cells,  bacteria 
and  mucus. 

(2)  Periglandulitis.  This  is  an  advanced  stage 
of  the  former.  In  addition  to  the  above  there  is 
a round  cell  infiltration,  edema  and  congestion 
about  the  ducts  or  glands. 

(3)  Intramural  abscess.  In  the  presence  of  an 
intense  infection  or,  when  there  is  not  free  drain- 
age through  the  duct  in  milder  infections,  break- 
ing down  and  abscess  formation  may  occur.  These 
may  be  microscopic  in  size  or  as  large  as  a hazel 
nut.  They  may  be  single  or  multiple.  After  ab- 
scess formation  takes  place  the  duct  may  reopen, 
permitting  the  abscess  to  discharge  into  the  lumen 
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of  the  gall-bladder  or  rupture  may  take  place 
either  internally  or  externally. 

(4)  Perforation.  Infected  or  distended  glands  or 
those  containing  stones,  if  on  the  free  surface  of 
the  gall-bladder,  may  rupture  into  the  peritoneal 
cavity,  into  adhesions  or  into  an  adherent  viscus. 
If  the  involved  gland  be  on  the  attached  surface, 
rupture  may  take  place  into  the  liver  substance  or, 
if  near  the  margin  of  the  attached  surface,  under 
the  peritoneum.  Trauma  may  be  a determining 
factor. 

(5)  Phlegmonous  cholecystitis.  When  all  or 
most  of  the  ducts  or  glands  are  involved,  it  often 
leads  to  a phlegmonous  inflammation  which  may 
result  in  gangrene. 

(6)  Chronic  infection.  The  duct  or  gland,  as 
the  case  may  be,  is  more  or  less  distended  with  de- 
tached and  broken-down  epithelium,  pus  cells,  bac- 
teria, mucus  and  sometimes  bile  pigment.  About 
the  duct  is  a round-cell  infiltration.  The  duct  may 
remain  open  or  open  intermittently,  discharging 
bacteria  into  the  gall-bladder.  In  case  the  duct 
becomes  permanently  closed  it  may  heal  or  the 
infection  become  latent.  An  intramural  abscess 
may  'develop  or  there  may  be  distention,  due  to  re- 
tained secretions  and  resulting  in  the  formation  of 
a cyst. 

(7)  Edema  often  results  from  infection.  Some 
authors  believe  that  in  distention  of  the  gall- 
bladder fluid  escapes  through  the  ducts  into  the 
tissues  to  be  absorbed  by  the  lymphatics,  while 
still  others  believe  these  glands  to  have  absorptive 
powers.  While  we  cannot  deny  that  at  times  the 
two  latter  conditions  may  occur,  yet  it  is  very 
doubtful  if  either  are  of  frequent  occurrence. 
Edema  of  the  gall-bladder  may  be  entirely  inde- 
pendent of  other  gall-bladder  involvment  in  insuffi- 
ciency of  the  heart. 

(8)  Intramural  cysts  or  diverticula  of  the 
glands.  (Fig.  3.)  Distention  of  the  glands  may 
be  the  result  of  back  pressure  from  the  gall-bladder 
but  is  more  often  the  result  of  occlusion  of  the 
duct  with  the  retention  of  secretion.  This  is 
shown  by  the  fact  that  bile-pigment  is  not  present 
in  a majority.  In  those  in  which  bile-pigment  is 
present  the  cyst  may  have  been  formed  by  dilata- 
tion of  the  gland  through  back  pressure,  or  it  may 
have  been  formed  by,  ^ the  occlusion  of  the  duct 
with  retention 'of-  the  .seq^etions-  and  later  the  duct 
qpened,„or  rupture  took  place ’.in.  the  gall-bladder, 
permitting  bile  to -enter.  The  size  the  cysts 
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vary  from  microscopic  size  to  that  of  a hickory  nut. 
Rupture  of  the  larger  cysts  may  take  place  internal- 
ly, externally  or  into  the  wall  of  the  gall  bladder. 
In  the  latter  case  there  may  be  only  a local  edema 
which  is  later  absorbed  or  an  intramural  abscess 
may  develop.  Trauma  is  a determining  factor. 

The  wax  cast  (Fig.  4)  was  made  from  a gall- 
bladder having  five  intramural  cysts  connecting 
with  its  lumen.  They  were  not  easily  seen  when 
the  gall-bladder  was  removed  but  upon  emptying 
it  the  cysts  were  seen  as  rounded  rather  firm 
masses.  They  were  emptied  into  the  gall-bladder 


Fig.  3.  Intramural  cyst  resulting  from  retained  secretions. 


tramural  and  are  made  up  of  tubules,  separated 
by  connective  tissues.  The  tubules  may  be  more 
or  less  distended  and  the  epithelial  lining  may  vary 
from  tall,  columnar  epithelium,  as  is  seen  in  the 
ducts  to  flat  epithelium  lining  the  more  distended 
tubules.  (2)  The  fundus  adenoma  (Fig.  6). 
These  appear  in  the  fundus  of  the  gall-bladder  as 
small  masses,  often  of  a whitish  color,  and  are 


Fig.  4.  Drawing  from  cyst  showing  gall-bladder  with  intramural 
cysts  injected  with  wax. 

by  pressure  and  then  a mixture  of  wax  and  paraf- 
fine injected  through  the  cystic  duct.  Soft  stones 
made  up  of  bile  pigment  sometimes  form  in  these 
cysts  (Fig.  5). 

(9)  Adenomas.  In  adult  life,  whenever  there 
is  a proliferation  of  epithelium,  there  is  always  the 
danger  that  the  growth  will  continue  into  tumor 
formation.  This  occurs  in  the  development  of  the 
glands  of  the  gall-bladder,  producing  either  an 
adenoma  or  carcinorp?.. 

Adenomata  e.f  the  ghli-biadcllT.gre  p-f  three  prin- 
cipal types-;  (1)  The  adenoma  which , .develop 
from  Fiisehka’s  ducts  or  glands.  These  a'r'e'.m1'.. 


Fig.  5.  Intramural  cyst  containing  secretions. 


Fig.  6.  Fundus  adenoma.  (Aschoff  and  Baemeister.) 


made  up  of  tubules,  some  of  which  may  be  dis- 
tended into  cysts  as  large  as  a pea  or  even  larger. 
The  lining  epithelium  is  columnar  in  the  tubule 
but  in  the  cysts  it  may  be  flat.  Aschoff  believes 
this  condition  to  be  congenital  and  reports  finding 
it  in  about  2-3  per  cent,  of  all  cases.  In  one  hun- 
dred post  mortem  examinations  on  children  under 
one  month  I failed  to  find  a single  case,  although 
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in  adults  I found  it  nearly  as  frequent  as  did 
Aschoff.  I believe  these  adenomata  develop  similar 
to  the  Luschka  ducts  but  the  growth  continues  un- 
til the  condition  is  reached  which  we  find.  In 
one  case  I found  a beginning  growth  of  a mass  of 
Luschka’s  ducts  near  the  proximal  end  of  the  gall- 
bladder which  presented  almost  the  same  appear- 
ance seen  upon  section  of  one  of  these  adenomata. 


Fig  7.  Adenopapilloma  extending  into  the  lumen  of 
the  gall-bladder. 


Fig.  8.  Tubular  carcinoma  developing  from  Luschka’s  gland. 


The  third  type  of  adenoma  develops  from  the 
glands  in  the  mucosa.  (Fig.  7.)  They  might  be 
described  by  the  term  adenopapilloma,  as  they  are 
pedunculated  tumors  extending  into  the  lumen  of 
the  gall-bladder.  The  whole  mass  is  covered  with 
columnar  epithelium  continuous  with  that  of  the 
surface  mucosa.  The  mass  is  made  up  of  glands 
and  connective  tissue  stroma  with  nutrient  blood 


vessels.  The  gland  consists  either  of  a tubule  or 
it  may  be  coiled  upon  itself  to  form  a gland  similar 
to  those  seen  about  the  large  bile  ducts.  The  con- 
nective tissue  is  present  as  trabeculae  or  support- 
ing frame  work  for  the  acini.  The  acini  are  lined 
with  columnar  or  cuboidal  epithelium  and  may  lie 
singly  or  in  groups  surrounded  by  a capsule.  This 
is  not  a true  capsule,  however,  as  its  external  fibers 
are  continuous  with  those  of  the  supporting  frame 
work.  It  gives  the  appearance  of  having  been 
formed  by  crowding  back  the  connective  tissue  as 
the  acini  were  developed.  Although  these  tumors 
are  usually  pedunculated,  sometimes  the  peduncle 
is  so  short  they  appear  sessile.  In  other  instances 
the  peduncle  is  long  and  narrow. 

(10)  Carcinoma.  (Fig.  8).  Just  as  any  epi- 
thelium in  the  body  may  develop  malignant 
changes,  so  may  the  epithelium  of  the  glands  of 
the  gall-bladder  develop  carcinoma.-  While  some 
of  the  carcinomata  show  solid  formation,  many 
have  a tubular  structure  indicating  their  origin. 
Carcinoma  may  develop  from  the  glands  by  con- 
tinuous growth.  That  is,  the  growth  does  not 
stop  as  it  passes  from  benign  to  malignant,  or  the 
gland  may  have  ceased  to  grow  and  malignant 
changes  developed  later.  The  solid,  cylindrical- 
cell carcinoma  may  develop  either  from  the  sur- 
face epithelium  or  that  of  the  glands. 

Clinical  Significance.  The  most  important 
role  played  by  the  glands  and  ducts  of  the  gall- 
bladder is  in  harboring  infection.  When  infec- 
tion has  once  entered  to  the  bottom  of  a Luschka 
gland,  it  may  remain  for  a long  time.  If  the  duct 
remains  open  or  if  it  opens  at  intervals,  bacteria 
will  be  discharged  into  the  gall-bladder,  thus  serv- 
ing to  keep  up  infection  or  to  cause  recurrences. 
This  explains  why  recurrence  occurs  after  drain- 
age of  the  gall-bladder. 

These  organisms  passing  down  into  the  intes- 
tines may  be  responsible  for  an  enteritis,  even  when 
the  gall-bladder  itself  may  not  become  infected. 
The  patient  may  become  immune  to  the  organisms, 
so  that  they  may  be  carried  down  and  excreted 
with  the  feces  without  infecting  the  patient. 

In  the  majority  of  the  so-called  typhoid  car- 
riers I believe  the  infection  lies  in  these  glands 
and  passes  out  with  the  feces  without  reinfecting 
the  patient.  The  fact  that  infection  is  harbored 
in  this  manner  explains  the  finding  by  Hunner 
of  the  typhoid  bacillus  in  the  gall-bladder  of  a pa- 
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ticnt  eighteen  years  after  the  primary  infection, 
and  in  Droba’s  case  where  he  found  the  organisms 
in  the  gall-bladder  seventeen  years  after  the  in- 
fection. It  also  explains  wffiy  Halstead  found  a 
history  of  typhoid  fever  in  33  1-3  per  cent,  of 
his  cases  of  gall-stones. 

As  these  glands  may  discharge  periodically,  it 
is  not  sufficient  to  examine  the  stools  of  a sus- 
pected typhoid  carrier  just  once,  unless  the  organ- 
isms should  be  found.  Repeated  examinations  must 
be  made. 

Further,  this  buried  infection  undoubtedly  serves 
frequently  as  the  atrium  from  which  infection  en- 
ters the  blood  stream.  Recent  investigators  have 
shown  that  rheumatism  is  in  reality  an  infection 
and  probably  the  infection  often  comes  from  this 
source. 

In  determining  whether  a given  case  of  chole- 
cystitis requires  an  operation  or  not  these  glands 
should  not  be  forgotten.  Perforation  is  not  in- 
frequent. Phlegmonous  inflammation  and  gan- 
grene may  come  as  the  result  of  general  glandular 
infection. 

In  deciding  as  to  what  operation  is  the  operation 
of  choice  in  a given  case,  again  the  condition  of 
the  glands  is  of  importance.  In  chronic  infection 
of  the  glands  drainage  will  not  produce  a cure. 
A cholecystectomy  must  be  performed.  A chron- 
ically infected  gland  predisposes  to  carcinoma.  The 
infection  of  the  glands  of  the  gall-bladder  is  al- 
ways a menace  to  the  patient  and  sometimes  to  the 
community. 

804  Broadway  Building. 


MODERN  MEDICINE  AND  ITS  SOCIAL 
RESPONSIBILITIES  * 

By  Frederick  R.  Green,  M.  D. 

CHICAGO,  ILL. 

Secretary  Council  on  Health  and  Public  Instruc- 
tion, A.  M.  A. 

(Concluded.) 

Another  error  into  which  we  have  fallen,  as  a 
profession,  is  the  tendency  to  regard  the  medical 
profession  as  a divinely  authorized  class,  whose 
sacred  and  distinctive  function  is  the  protection  of 
the  people,  either  with  or  without  their  consent. 
It  is  difficult  to  understand  on  what  rational  basis 
such  a belief  can  rest  in  a scientific  profession 
like  ours.  The  medical  profession  is  recruited 
from  the  same  class  as  that  which  furnishes  the 
lawyers,  judges,  ministers,  teachers  and  business 
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men  of  our  country.  The  men  who  go  into  medi- 
cine are  neither  wiser,  more  unselfish,  more  up- 
right or  more  infallible  in  their  judgment  than 
those  which  make  up  any  other  class  of  profes- 
sional men.  Why  should  we  regard  ourselves  as 
of  superior  mold  or  why  expect  our  opinions  or 
views  to  be  accepted  on  any  different  basis  from 
those  of  other  men  of  equal  intelligence,  except 
in  so  far  as  we  are  able  to  justify  our  judgment? 
Yet  too  often  medical  organizations  as  well  as  in- 
dividual physicians  have  taken  the  position  that 
they  were  the  courts  of  last  resort ; that  it  was 
their  special  function  to  dictate  the  terms  of  public 
health  legislation ; and  that  it  was  the  duty  of  the 
public  to  accept  their  decisions  and  acquiesce  in 
their  judgments. 

The  average  American,  while  willing  to  do 
anything  that  he  knows  to  be  for  his  own  benefit, 
is  impatient  of  restriction  and  especially  of  restric- 
tion which  he  cannot  understand.  He  resents 
paternalism  and  dictation  and  objects  to  having 
any  class  or  sect  try  to  force  him  to  do  anything 
for  his  own  good  unless  he  is  convinced  that  it 
is  necessary  and  desirable.  Even  then  he  wants 
to  be  shown  that  the  inconvenience  of  conforming 
to  the  restriction  will  bring  him  benefit  greater 
than  the  inconvenience  brought  about  by  not  con- 
forming to  it.  If  you  have  any  doubt  as  to  the 
universality  of  this  feeling  or  think  that  it  is  only 
held  bv  laymen,  wait  until  some  bill  is  introduced 
into  j'our  legislature  that  imposes  some  kind  of 
restrictions  on  physicians  themselves  and  then  no- 
tice the  result.  You  will  generally  hear  a roar  of 
protest  that  can  be  heard  throughout  the  state. 
Yet  the  average  layman  has  just  as  much  objec- 
tion to  being  regulated  as  the  physician  has.  The 
general  conclusions  to  be  drawn  from  this  situ- 
ation is  that  all  proposed  public  legislation  should 
be  plainly  necessary  and  justifiable;  that  inter- 
ference with  personal  liberty  should  be  the  least 
possible  amount  necessary  to  produce  the  desired 
result ; and  that  in  every  case  where  such  inter- 
ference is  necessary  it  should  be  done  in  the  least 
disagreeable  w*ay  possible  and  the  reasons  for  the 
necessary  restrictions  should  be  carefully  and 
clearly  explained  to  the  public  before  their  enact- 
ment in  the  form  of  legislation  is  sought.  Any 
subject  which  can  not  be  explained  to  the  satisfac- 
tion of  the  average  citizen  had  generally  best  be 
left  out  of  legislative  plans.  Science  is  simply 
systematized  knowledge.  If  we  know  a thing,  we 
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can  convince  any  reasonable  person  of  the  truth 
of  our  proposition. 

The  use  of  so-called  “practical  political  meth- 
ods” to  secure  the  passage  of  public  health  meas- 
ures has  already  been  mentioned.  The  last 
twenty-five  years  has  been  a period  of  special  privi- 
leges and  of  many  legislative  abuses.  Instead  of 
legislation  being  determined  by  considerations  of 
public  interest,  is  has  been  too  often  a matter  of 
barter  and  sale  or  of  cooperation  between  repre- 
sentatives of  special  interests.  A legislator  repre- 
senting one  interest  has  voted  for  measures  on  con- 
dition that  the  friends  of  these  measures  would  in 
turn  vote  for  his  measures.  Log  rolling,  wire 
pulling  and  ring  rule  have  at  times,  at  least,  char- 
acterized many  of  our  state  legislative  bodies.  The 
appeal  to  physicians,  sometimes  from  our  own 
ranks,  has  been  the  enticing  one  to  be  “practical 
politicians  and  play  the  game.”  The  statemen  has 
been  made  repeatedly  in  medical  organizations  that 
the  only  way  to  secure  desired  legislation  was  to 
follow  the  tactics  used  by  all  so-called  “success- 
ful” politicians  and  exercise  such  influence  as 
could  be  exerted,  regardless  of  the  manner  in 
which  it  was  secured.  This  argument  has  been 
particularly  attractive  and  seductive  because  the 
promoters  of  public  health  legislation  knew  that 
their  plans  were  for  the  public  good.  Too  often 
they  have  reasoned,  “what  harm  will  befall  if  we 
do  use  objectionable  methods  so  long  as  the  object 
is  the  public  good  and  the  protection  of  the  peo- 
ple.” The  argument  that  the  end  justifies  the 
means  has  too  often  been  used  to  advance  public 
health  legislation.  Yet  the  absurdity  of  such  a 
method  is  evident.  When  measures  for  the  pub- 
lic good  are  proposed,  the  people  themselves  are 
often  indifferent.  They  do  not  understand  the 
importance  of  such  legislation.  Now,  instead  of 
making  the  people  understand  it  so  that  they  will 
demand  and  secure  sufficient  protection  for  them- 
selves, it  is  sometimes  seriously  proposed  to  se- 
cure the  passage  of  a law  without  attempting  to 
arouse  public  support  but  by  the  use  of  political 
influence.  There  is  undoubtedly  a legitimate  field 
for  legislation  and  even  for  compulsory  legisla- 
tion in  bringing  pressure  on  the  indifferent,  ig- 
norant or  unruly  minority  in  enforcing  police 
measures  which  the  majority  of  the  people  have 
decided  are  necessary  for  the  public  safety.  But 
the  folly  of  expecting  any  permanent  good  to 
result  from  the  adoption  of  legislation  placing  re- 
strictions on  the  public  for  its  own  good  when 


the  majority  of  the  public  are  not  only  unconvinced 
of  the  necessity  of  such  restrictions,  but  even 
unaware  of  their  purpose  or  object,  needs  only  to 
be  stated  to  be  appreciated. 

Let  it  be  clearly  understood  that  any  criti- 
cisms of  so-called  practical  political  methods 
should  not  be  regarded  for  a moment  as  ques- 
tioning the  right  and  the  duty  of  the  physician, 
at  a citizen,  to  take  part  in  and  participate  in 
public  matters  and  legislative  bodies  to  the  extent 
of  his  ability.  The  physician  today,  as  a rule,  is 
much  better  qualified  than  the  average  citizen  to 
sit  as  a member  of  legislative  and  deliberative 
bodies.  His  special  knowledge  is  of  particular 
value  to  the  state  or  the  municipality.  His  partici- 
pation in  political  and  legislative  affairs  along 
proper  lines  can  only  result  in  good  to  society. 
There  is  a wide  field  for  the  physician  to  occupy 
as  a citizen  and  a man  of  affairs  but  it  does  not 
lie  in  the  realm  of  machine  politics.  Neither  is 
there  any  good  reason  why  the  physician,  as  a 
citizen,  should  not  do  everything  in  his  power  to 
secure  and  to  support  good  candidates  for  any 
position,  legislative  or  administrative.  What  I 
am  contending  is  that  political  methods  cannot 
be  made  a substitute  for  public  education  on  sci- 
entific subjects. 

Probably  the  weightiest  criticism  which  can  be 
brought  against  the  medical  profession  in  its  public 
relations  during  the  last  forty  years,  however,  is 
its  failure  to  adopt  any  definite,  permanent  and 
constructive  program  in  its  efforts  to  secure  ade- 
quate public  health  legislation.  We  have  asked  the 
public  to  accept  us  as  scientific  authorities  and 
we  have  not  been  scientific  ourselves  in  handling 
this  problem.  There  has  been  little  effort  made 
to  separate  the  essential  and  fundamental  from  the 
nonessential  and  incidental,  to  secure  first  the 
passage  of  those  measures  which  would  lay  the 
foundation  for  an  efficient  health  organization 
which  is  closely  related  to  the  rest  of  the  state 
government,  and  to  develop  the  powers,  functions 
and  activities  of  such  a department.  Closely  related 
to  this  is  the  occasional  advocacy  by  individuals 
or  organizations  of  laws  on  fads  or  sensational 
topics.  Enthusiastic  members  of  state  legislative 
committees,  especially  interested  in  subjects  inter- 
esting but  of  comparatively  little  relative  impor- 
tance, push  their  claims  for  consideration,  and 
these  subjects,  because  they  are  sensational,  are 
taken  up  by  the  newspapers  to  the  exclusion  of 
far  more  important  questions.  Abundant  illustra- 
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tions  of  this  tendency  can  be  found  in  the  history 
of  the  last  forty  years.  Such  legislation  is  often 
commendable,  if  the  state  and  the  public  are 
ready  for  it  and  if  it  does  not  crowd  out  more 
important  subjects,  but  as  scientific  men  we  should 
not  allow  ourselves  to  be  unduly  influenced,  either 
by  enthusiasts  nor  by  temporary  public  interest. 

If  any  doubt  remains  in  the  minds  of  any  of 
you  as  to  the  difference  in  point  of  view  of  the 
physician  and  the  layman,  it  is  only  necessary  to 
instance  the  wild  and  unwarranted  charges  and 
loose  statements  regarding  the  purposes  and  aims 
of  our  medical  organizations  that  have  appeared 
in  the  editorial  columns  of  some  of  our  leading 
newspapers  during  the  last  six  years.  The  facts 
are  plain  to  any  one  who  will  go  to  the  trouble 
to  investigate,  yet  the  unfounded  and  unprovable 
statements  made  have  seriously  reflected  on  the 
motives  of  physicians.  The  medical  profession  is 
not  “a  medical  trust,”  neither  is  it  a highly  or- 
ganized, centrally  controlled,  potverful  organiza- 
tion with  sinister  plans  and  motives  against  the 
liberties  and  habits  of  the  public.  It  is,  on  the 
contrary,  as  every  one  conversant  with  the  facts 
knows,  a more  or  less  discordant  body  of  140,000 
men  of  an  average  ability  and  personal  qualities. 
The  principal  national  organization  of  physicians, 
the  American  Medical  Association,  is  a loose  union 
of  53  state  and  territorial  associations,  comprising 
2000  county  societies  and  approximately  70,000 
members  or  about  one-half  of  the  profession.  Care- 
ful study  of  its  records  and  proceedings  will  show 
that  it  is  not  and  never  has  been  dominated  either 
by  a single  individual  or  by  a group  of  individuals; 
that  it  does  not  control  legislation  in  the  state  or 
nation,  and  could  not  if  it  would ; that  it  has  never 
had  any  definite  legislative  or  political  policy, 
either  selfish  or  otherwise,  and  that  it  has  none 
today;  that  it  has  no  definite  program  and  that 
whatever  legislative  activities  the  medical  profes- 
sion, either  organized  or  unorganized,  may  have 
undertaken  have  been  largely  due  to  the  personal 
energy  of  individuals  in  different  states,  each  of 
whom  has  acted  on  his  own  initiative  without  any 
common  plan  of  action  or  any  common 
policy  and  certainly  without  any  amount 
of  cooperation  worth  mentioning.  The 
charges  and  suspicions  of  some  of  those  who  differ 
from  us  are  entirely  unsupported  by  the  facts  and 
can  only  be  attributed  to  ignorance  or  prejudice. 
In  some  ways  it  would  be  a most  fortunate  thing 
for  the  public  if  the  American  Medical  Associa- 
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tion  were  the  highly  organized,  efficient,  nation- 
wide machine  which  its  critics  claim  it  is  and  if 
we  had  a definite  program  which  was  being  stead- 
ily and  persistently  followed.  It  is  highly  prob- 
able that  the  very  responsibility  of  such  a position 
would  force  upon  us  the  adoption  of  a program 
which  should  be  broad,  charitable,  conservative, 
practical  and,  above  all,  permanent.  But  even  if 
all  these  things  were  so,  the  power  of  the  Asso- 
ciation could  only  be  exercised  as  is  the  influence 
of  any  other  body  of  men ; namely,  through  its 
individual  members,  so  that  the  influence  of  the 
organized  medical  profession  on  legislation  cannot 
in  the  end  be  anything  more  than  the  influence 
of  its  individual  members  as  citizens. 

What  now  should  be  the  attitude  of  physicians, 
either  individually  or  collectively,  toward  society 
and  the  state?  It  should  be  that  of  a profession 
the  members  of  which  are  drawn  from  the  body 
of  the  people  and  which  partakes  in  every  way  of 
the  virtues  and  weaknesses  of  the  general  public 
but  which,  through  professional  training  and  ex- 
perience, possesses  technical,  scientific  knowledge 
in  a certain  field,  which  knowledge  on  account 
of  its  very  nature  is  directly  inaccessible  to  the 
general  public  and  must,  therefore,  be  translated 
and  presented  to  them  in  terms  which  they  can 
understand.  Government  by  classes  is  antago- 
nistic to  our  principles  of  government.  Govern- 
ment by  the  will  of  the  majority  is  the  only  recog- 
nized force  in  this  country.  Even  if  it  were 
possible  for  the  entire  medical  profession  to  unite 
in  a solid  body,  to  expect  or  to  desire  that  140,- 
000  men  should  dictate  to  and  control  100,000,000 
people  even  within  a limited  field  is  utterly  in- 
conceivable. Still  less  would  it  be  possible  for 
the  70,000  members  of  our  medical  organizations 
to  control  100,000,000  people  against  their  will. 
Since  the  relation  of  physicians  to  the  public 
cannot  be  that  of  dictators  or  rulers  and  since  the 
power  for  restriction  and  regulation  must  always 
lie  in  the  will  of  the  majority,  there  remains  only 
a single  relation  which  physicians  as  a class  can 
maintain  toward  the  general  public,  namely,  that 
of  teachers.  It  is  our  function,  as  a profession, 
to  take  the  findings  of  scientific  men  the  world 
over,  in  so  far  as  they  are  confirmed  by  wide  ex- 
perience and  observation  and  in  so  far  as  they 
apply  to  public  health  conditions,  to  generalize 
them  and  put  them  in  popular  language  so  that 
they  will  be  intelligible  to  the  average  citizen  and 
to  place  these  facts  before  him  with  a clear  state- 
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ment  of  what  can  be  done  through  public  coopera- 
tion to  protect  him  and  his  from  unnecessary  dis- 
ease. Instance  on  the  passage  of  laws  for  which 
the  public  is  not  yet  prepared  or  which  they  do  not 
understand,  the  use  of  conventional  political  meth- 
ods or  personal  influence  to  secure  the  enactment 
of  laws  for  which  public  sentiment  is  not  ready, 
cannot  fail  and  has  not  failed  in  the  past  to  react 
and  to  produce,  in  the  long  run,  more  harm  than 
good. 

Before  discussing  the  methods  by  which  the 
education  of  the  public  should  be  carried  on,  it  is 
interesting  to  note  that  the  development  of  our 
knowledge  regarding  preventable  diseases  has  un- 
avoidably produced  a marked  change  in  the  ethical 
attitude  of  the  physician  toward  publicity  methods. 
In  former  generations,  as  we  have  seen,  the  sole 
duty  of  the  physician  was  to  his  patient.  As  the 
knowledge  which  he  acquired  regarding  his  pa- 
tients and  their  affairs  related  entirely  to  the  per- 
sonal interests  of  the  patient,  physicians  have  rec- 
ognized for  centuries  the  moral  obligation  to 
remain  silent  regarding  all  professional  matters. 
But  today,  as  we  have  seen,  certain  diseases  are 
matters  not  cnly  of  personal  but  also  to  a very 
large  degree  of  public  concern.  On  all  subjects, 
therefore,  on  which  the  public  may  properly  look 
to  the  medical  profession  for  guidance  and  advice, 
it  is  today  just  as  much  our  duty  to  speak  as  it 
was  in  former  years  the  duty  of  our  professional 
forefathers  to  remain  silent. 

The  proper  function  of  a scientific  organization 
being  education,  the  next  question  is,  “Through 
what  channels  and  by  what  mediums  is  such  a pro- 
cess of  education  to  be  carried  on?”  All  existing 
agencies  and  organizations  through  which  public 
opinion  can  be  reached  and  guided  should  be  made 
a part  of  such  an  educational  campaign.  News- 
papers, magazines,  books,  pamphlets,  women’s 
clubs,  business  men’s  organizations,  universities, 
colleges,  normal  schools,  public  schools,  ministers, 
churches,  civic  and  philanthropic  organizations  can 
all  be  utilized.  In  planning  an  educational  cam- 
paign for  a state,  it  is  first  advisable  to  make  a 
general  survey  of  the  field  and  to  ascertain  exactly 
what  means  for  education  exist,  what  funds  or 
material  are  available  for  the  purpose  and  how  the 
available  material  can  be  utilized. 

The  secret  of  success  is  to  unite  all  the  avail- 
able organizations  and  influences  and  to  avoid 
the  mistake  of  making  such  a campaign  a medical 
movement.  Physicians  should  lead  but  not  monop- 


olize. In  such  a campaign  the  press  is  the  most 
valuable  ally.  In  Utah  there  are  105  periodicals 
published,  including  six  daily,  three  tri-weekly, 
six  semi-weekly  and  78  weekly  newspapers,  three 
semi-monthly  and  nine  monthly  magazines.  These 
are  published  in  57  towns  of  which  23  are  county 
seats.  The  Council  on  Health  and  Public  Instruc- 
tion has  issued  for  three  years  a Press  Bulletin 
which  is  sent  each  week  to  approximately  five 
thousand  newspapers,  including  six  dailies  and 
nineteen  weeklies  published  in  Utah.  The  total 
cost  including  postage,  printing  and  all  labor  for 
sending  52  weekly  bulletins  to  any  newspaper  in 
the  United  States  amounts  to  80  cents  per  paper 
per  year.  The  cost  of  a bulletin  for  a single  state 
would  probably  be  a little  more,  but  at  an  annual 
expense  of  $100  or  $150,  it  would  be  possible  to 
send  to  every  newspaper  in  Utah  a weekly  press 
bulletin  containing  short,  popular  articles  on  health 
topics,  suitable  for  use  in  the  average  paper.  Mem- 
bers of  local  societies  can  secure  the  cooperation 
of  the  editors  of  local  papers,  explaining  just  what 
is  intended  and  why  this  matter  is  being  sent  out. 
As  a rule,  when  properly  presented,  editors  are 
glad  to  use  this  material.  There  has  probably 
never  been  a time  when  newspapers  were  as  much 
interested  in  public  health  as  today.  The  success 
or  failure  of  such  a bulletin  will  depend  on  the 
ability,  tact  and  good  judgment  of  the  man  in 
charge  of  it.  Everything  that  could  possibly  be 
interpreted  as  for  the  selfish  interest  of  physicians 
either  as  individuals  or  as  a class  should  be  elimi- 
nated. All  sectarian  discussions  or  bitterness 
should  be  omitted.  Nothing  should  appear  that  is 
theoretical,  indefinite  or  unproven.  Only  posi- 
tively demonstrated  facts  which  have  been  accept- 
ed by  the  general  profession  and  which  are  part 
of  our  common  knowledge  should  be  admitted. 
Newspaper  bulletins  are  not  the  place  for  the 
discussion  of  theories  or  for  the  exhibition  of  hob- 
bies. 

Longer  articles  of  an  educational  nature  may 
be  offered  to  some  of  the  larger  newspapers  or  to 
the  magazines.  Short,  special  articles  in  the  form 
of  pamphlets  are  often  useful  but  are,  compara- 
tively speaking,  expensive  both  for  preparation 
and  distribution.  For  the  present,  it  would  prob- 
ably be  better  for  the  majority  of  the  state  asso- 
ciations to  rely  on  the  Bureau  of  Literature  of  the 
Council  of  the  American  Medical  Association  for 
such  pamphlets  rather  than  to  attempt  to  prepare 
them  themselves.  The  material  which  we  have 
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on  hand  for  distribution  is  already  large  and  is 
rapidly  growing.  Lists  and  samples  of  pamphlets 
on  hand  can  be  secured  on  application. 

Women’s  clubs  offer  a most  promising  field  for 
educational  cooperation.  Composed  of  the  lead- 
ing and  most  influential  women  in  each  commu- 
nity, they  are  in  many  cases  really  desirous  of 
taking  up  some  definite  and  practical  line  of  activ- 
ity. The  last  directory  of  women’s  clubs  for  the 
United  States  shows  that  there  are  forty  in  Utah, 
located  in  sixteen  towns,  with  a total  membership 
of  1,400.  Each  state  federation  has  a committee 
on  education,  a committee  on  health  and  a com- 
mittee on  legislation,  and  the  interest  and  coop- 
eration of  these  organizations  can  be  readily  se- 
cured on  such  topics  as  registration  of  births  and 
deaths,  increase  of  functions  of  the  state  board  of 
health,  establishment  of  county  and  municipal 
departments  of  health,  medical  inspection  of 
schools  and  rural  school  hygiene,  conservation  of 
vision,  especially  among  children,  and  similar 
topics. 

Labor  unions  are  of  great  value  in  public  health 
work,  provided  the  matter  is  placed  before  them 
in  the  proper  light.  The  average  labor  organiza- 
tion, for  instance,  is  not  especially  interested  in 
birth  registration,  because  the  members  do  not 
understand  its  importance.  When  they  realize 
that  no  child  labor  law  is  of  the  slightest  value 
unless  it  is  accompanied  by  provisions  for  birth 
registration,  that  proper  registration  of  deaths 
would  make  it  possible  to  determine  the  number  of 
fatalities  from  industrial  diseases,  mine  accidents, 
etc.,  and  that  a laboring  man’s  health  is  his  only 
capital,  he  at  once  becomes  interested.  The  churches 
and  their  pastors  are,  in  all  cases  where  health 
matters  are  properly  presented,  among  our  strong- 
est allies.  The  success  of  our  plans  at  St.  Paul 
and  Minneapolis  last  year,  and  at  Philadelphia 
this  year  in  placing  speakers  on  public  health  in 
the  pulpits,  shows  conclusively  that  our  churches 
today  offer  a most  important  educational  opportu- 
nity. Business  men’s  organizations  are  also  im- 
portant. In  bringing  the  matter  to  their  atten- 
tion it  is  necessary  to  emphasize  the  commercial 
value  of  good  health  both  to  the  individual  and 
the  community  and  the  fact  that  good  health  and  a 
low  death  rate  is  a valuable  commercial  asset  for 
any  town.  The  proper  utilization  of  all  of  these 
methods  necessarily  involves  a careful  study  of  the 
local  field.  Plans  which  are  effective  in  one  state 
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must  be  modified  in  another.  No  hard  and  fast 
program  can  be  followed  blindly. 

Personally,  I have  long  been  of  the  opinion 
that  the  most  effective  method  for  the  improvement 
of  public  health  conditions  which  could  be  adopt- 
ed would  be  the  organization,  in  each  state,  of  a 
public  health  league,  composed  not  only  of  physi- 
cians but  of  men  and  women  interested  in  im- 
proving the  health  conditions  of  their  town,  county 
and  state  and  working  through  all  of  the  local 
organizations  in  the  state.  Such  a plan  is  by  no 
means  visionary.  It  has  already  been  put  into 
operation  in  Minnesota  where  the  state  Associa- 
tion for  the  Study  and  Prevention  of  Tuberculosis 
and  other  local  special  organizations  were  merged 
into  a general  public  health  league  with  an  execu- 
tive working  in  close  cooperation  with  the  state 
board  of  health,  the  state  medical  society,  the 
state  university,  the  general  federation  of  women’s 
clubs,  the  local  business  men’s  organizations  and 
all  of  the  other  mediums  for  reaching  and  educat- 
ing the  public.  Such  a combination  of  the  many 
independent  existing  organizations  can  eventually 
be  formed  in  each  state.  A lay  organization  will 
command  the  support  and  arouse  the  local  pride 
and  enthusiasm  of  the  people  in  a way  that  no 
professional  organization  could  hope  to  do.  The 
organization  of  these  state  public  health  leagues 
will,  I trust,  go  on  until  it  will  be  possible  to 
combine  them  in  a national  public  health  league, 
which  will  exercise  an  influence  far  greater  than 
could  be  brought  to  bear  by  any  single  profession 
or  class. 

If  you  ask  me  what  are  Utah’s  needs,  I must 
respectfully  decline  to  make  a diagnosis  or  pre- 
scribe a remedy.  Nothing  is  farther  from  my 
intentions  or  desires  than  to  pose  as  a legislative 
specialist,  or  to  attempt  to  dictate  a uniform  and 
stereotyped  program  for  each  state.  There  is 
only  one  power  that  can  save  the  people  of  Utah 
from  unnecessary  disease  and  death  and  that  is  the 
people  of  Utah  themselves.  They  are  perfectly 
justified  in  looking  to  the  organized  medical  pro- 
fession of  Utah,  as  represented  by  this  State  As- 
sociation, for  guidance  and  expert  knowledge  and 
advice,  but  state  public  health  legislation  or  ad- 
ministration will  never  rise  higher  than  the  average 
of  knowledge  on  this  subject  throughout  the  state. 
Public  opinion,  let  it  be  emphasizsed  once  more, 
is  the  source  and  foundation  of  legislation  and 
administration.  No  state  assoication,  no  matter 
how  active,  and  no  public  health  officials,  no  mat- 
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ter  how  efficient,  can  possibly  give  to  a state  any 
better  public  health  control  than  the  mass  of  the 
people  themselves  desire.  What  are  the  specific 
advances  which  are  needed  in  your  state  and  in 
what  order  or  manner  these  shall  be  taken  up, 
is  for  you  to  determine.  The  responsibility  for 
proper  decisions  on  these  points  rests  on  you. 
Careful  consideration  should  be  given  to  your 
present  situation  and  needs.  The  plans 
which  you  evolve  should  be  such  as  will 
commend  themselves  to  every  intelligent,  broad- 
minded, fair-thinking  man  and  woman  in  your 
state.  Personal  jealousies  or  animosities,  politi- 
cal ambitions,  sectarian  prejudices  and  scientific 
hobbies  should  have  no  place  on  such  a program. 
Subjects  should  be  taken  up  in  the  order  of  their 
relative  importance  with  a view  not  only  to  secur- 
ing legislation  of  value  today,  but  also  to  laying 
a foundation  for  a permanent  and  effective  health 
organization  which  will  be  a part  of  your  state 
government  for  years  to  come.  What  form  this 
will  take  it  is  for  you  to  determine.  Whether  a 
single  commissioner,  as  in  New  York  and  Pennsyl- 
vania, whether  a board  composed  of  certain  state 
officers  ex-officio  and  professional  men  appointed 
by  the  governor,  as  in  Iowa,  or  whether  a body 
like  the  Illinois  State  Board  of  Health  in  which 
the  law  simply  provides  that  the  governor  shall 
nominate  and  appoint  seven  persons,  is  a matter 
for  careful  study  and  consideration. 

The  determination  of  these  and  similar  ques- 
tions requires  a knowledge  and  comparison  of  the 
laws  in  different  states  and  of  the  experience  of 
each  state  in  administration.  Such  a task  is  too 
great  for  each  state  association  to  undertake.  It 
can  only  be  done  by  a central  body.  We  have  re- 
cently established,  under  the  Council  on  Health 
and  Public  Instruction,  a Medico-Legal  Bureau 
which  will  collect  laws,  ordinances,  bills  and  re- 
ports on  all  public  health  subjects  for  the  guidance 
and  assistance  of  states  desiring  information.  The 
present  plans  include,  as  a tentative  list,  the  fol- 
lowing : 

1.  State  Board  of  Health  law. 

2.  Vital  statistic  law. 

3.  Law  authorizing  a sanitary  survey  of  the 
state  and  making  an  appropriation  for  it. 

4.  Medical  practice  act,  including  the  regula- 
tion of  midwives  and  all  sects  treating  the  sick 
for  compensation. 


5.  Law  authorizing  city  and  county  health  or- 
ganizations with  definite  relations  to  each  other 
and  to  the  state  board. 

6.  Food  and  drugs  act. 

7.  Law  regulating  water  supply,  sewage  and 
waste  disposal. 

8.  Milk  and  dairy  law. 

9.  Law  providing  for  sanitary  and  health  in- 
spection of  schools. 

10.  Industrial  disease  law. 

Such  a bureau  is  not  intended  in  any  sense  as 
compulsory  or  dictatorial,  but  rather  for  the  guid- 
ance and  advice  of  those  state  associations,  com- 
mittees or  persons  who  may  desire  assistance.  On 
each  subject  all  the  available  material  will  be 
secured  and  carefully  studied  and  a model  bill 
drafted  which  will  be  widely  circulated  for  criti- 
cisms and  suggestions,  so  that  the  resulting  meas- 
ure when  completed  will  contain  the  combined  wis- 
dom and  experience  of  all  those  interested. 

But  such  a central  bureau  can  only  be  advisory. 
Under  our  form  of  government  the  greater  part 
of  the  public  health  legislation  and  administration 
must  come  under  the  jurisdiction  of  the  state  gov- 
ernment. However  desirable  and  valuable  may 
be  a national  department  of  health,  it  can  never 
take  the  place  of  properly  organized  and  admin- 
istered state  regulation  of  health  matters.  To  the 
people  of  our  state,  then,  the  injunction  must  be 
to  “work  out  your  own  salvation,”  for  salvation 
from  disease  can  only  come  through  the  education 
and  cooperation  of  the  people.  To  you  as  physi- 
cians and  to  your  state  association  as  your  orga- 
nized body  belongs  the  responsibility  as  the  pos- 
sessors of  scientific  knowledge,  and  as  the  repre- 
sentatives of  the  medical  profession,  of  giving  to 
your  people  the  truth  and  of  guiding  them  in  the 
right  direction  in  order  that  the  results  which  they 
may  reach  may  be  the  best  possible  results.  This 
cannot  be  done  through  the  use  of  political  meth- 
ods or  machine  tactics,  by  the  use  of  personal  in- 
fluence or  the  exercise  of  despotic  power,  but  can 
only  become  possible  through  you,  as  individuals 
and  as  an  organization,  embracing  every  possible 
opportunity  to  place  by  every  available  method  the 
truth  before  your  people  in  order  that  they,  like 
the  people  in  all  ages,  may  know  the  truth  and 
the  truth  may  make  them  free. 
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STATE  INDUSTRIAL  INSURANCE  IN 
WASHINGTON* 

By  H.  Eugene  Allen,  M.  D. 

SEATTLE,  WASH. 

Certain  economic  problems  are  confronting  the 
medical  profession  of  the  country  which,  if  they 
are  to  be  solved  in  any  way  satisfactorily  or 
equitably  to  the  profession,  will  require  the  full 
and  free  use  of  our  medical  organizations.  The 
time  when  such  organizations  could  devote  all  of 
their  energies  to  the  pursuit  of  scientific  knowledge 
to  the  neglect  of  the  business  and  economic  ques- 
tions that  vex  us  is  past.  We  have  built  up 
strong,  powerful  organizations  which  we  have 
used  freely  in  fighting  for  the  public  good  in  such 
matters  as  health  legislation  even  to  our  own 
financial  loss,  and  every  true  phj'sician  is  proud 
of  that  record.  There  seems  to  have  been  in  the 
past,  however,  a strange  hesitancy,  or  perhaps 
neglect,  in  looking  out  for  our  own  interests.  We 
have  been  afraid  of  the  accusation  of  selfishness, 
yet  in  some  of  our  most  unselfish  efforts  we  have 
been  met  with  just  this  accusation  and  have  been 
termed  the  “medical  trust.” 

The  modern  economic  trend  is  bringing  such 
pressure  to  bear  on  us  that  it  is  becoming  neces- 
sary for  us  to  get  down  from  our  altruistic  pedestal 
and  get  our  feet  on  the  solid  ground  of  our  ordi- 
nary rights.  It  is  not  wise  to  wait  until  we  are 
knocked  off  the  pedestal.  It  is  just  and  proper 
for  us  to  defend  our  rights  and  in  this  connection 
we  must  not  forget  that,  if  our  average  economic 
standard  falls  below  a certain  point,  our  profes- 
sional efficiency  will  fall  with  it.  One  of  the  most 
pressing  problems  confronting  us  now  is  state 
industrial  insurance.  The  medical  profession  is 
vitally  affected  by  this  variety  of  legislation.  It 
is  here  to  stay  and  it  is  up  to  us  to  see  that  the 
medical  profession  has  a voice  in  the  framing 
of  such  legislation  and  that  our  rights  receive  due 
consideration. 

In  this  paper  I shall  confine  myself  principally 
to  the  Washington  law  and  the  manner  in  which 
it  has  been  administered  by  the  commission.  The 
law  in  its  present  form  is  satisfactory  only  to  the 
employer.  The  laboring  man  is  not  satisfied  with 
it  and,  except  in  contract  practice  with  deduction 
of  hospital  fees,  it  has  worked  a positive  injustice 
on  the  medical  profession.  The  reason  for  this  is 
the  lack  of  provision  for  a medical  aid  or,  as  it  is 

♦Read  before  the  Twenty-fifth  Annual  Meeting  of  Washington 
State  Medical  Association,  North  Yakima,  Wash.,  Sept.  21-23, 
1914. 
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errorously  termed,  first  aid  feature  in  the  law. 
This  provision  is  bound  to  be  added,  if  not  by  the 
pending  initiative  then  later  by  the  legislature. 

We  as  an  organization  must  have  a voice  in  the 
framing  of  that  clause,  because  it  will  be  admin- 
istered by  the  commission  and  I believe  I can 
show  that  we  have  no  reason  to  expect  fair 
treatment  from  that  source,  if  we  consign  our  in- 
terest unreservedly  to  their  tender  mercies.  Some 
limitation  must  be  put  upon  their  discretion  or 
they  will  decide  who  shall  treat  the  injured  of  this 
commonwealth ; they  will  fix  the  fees  according  to 
their  own  sweet  will  and  if  we  object  they  may 
turn  the  work  over  to  a ring  of  favored  doctors 
and  hospitals,  building  their  own  political  ma- 
chine. 

Let  us  go  back  to  the  beginning  of  the  Wash- 
ington law.  The  commission  which  studied  the 
subject  and  drafted  the  law  was  appointed  by  the 
governor  at  the  instance  of  the  legislature,  and 
consisted  of  representatives  of  labor,  representa- 
tives of  employers  and  lawyers.  We  find  no 
physicians  on  that  commission,  nor  were  they  con- 
sulted concerning  this  legislation  that  was  not  only 
vital  to  their  interests,  but  actually  depended  on 
their  active  cooperation  for  its  proper  administra- 
tion. That  was  plainly  not  to  be  blamed  on  the 
appointive  power,  nor  on  the  commission  as  con- 
stituted. It  was  our  own  fault.  Here  we  had 
selfish  opposing  interests  battling  for  advantage  or 
looking  out  for  their  respective  rights.  What 
right  had  we  to  expect  them  to  look  out  for  our 
rights,  when  we  did  not  even  ask  for  a hearing,  to 
say  nothing  about  representation.  What  is  the 
result  of  this  condition?  We  find  the  employer 
has  dodged  the  responsibility  of  paying  for  the 
medical  care  of  his  injured  employees.  The  em- 
ployee, on  the  other  hand,  has  arranged  it  so  that 
the  award  cannot  be  attached  to  pay  for  medical 
aid. 

At  every  turn  we  are  asked  to  give  of  our  time 
and  our  knowledge  freely  without  thought  of  re- 
ward, not  only  to  the  unfortunate  employee  but 
to  the  great  rich  state  of  Washington.  In  every 
report  we  are  called  on  to  give  an  opinion  and  a 
diagnosis,  something  that  insurance  companies  pay 
us  for,  recognizing  it  as  our  means  of  livelihood, 
but  this  insurance  company,  conducted  by  the 
state,  assumes  the  right  to  demand  these  things 
without  compensation. 

The  law  has  protected  the  employer  against 
suits  for  damages  and,  of  course,  the  state  likewise 
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is  protected,  but  where  is  the  protection  for  the 
physician.  He  is  left  wide-open  to  attack.  He  is  the 
only  one  left  a prey  to  the  unscrupulous  patient 
and  the  shyster  lawyer.  This  situation  is  bad 
enough  but,  when  you  add  to  that  the  lovely 
spectacle  of  a member  of  the  commission  actually 
suggesting  suits  for  malpractice  against  the  at- 
tending surgeon,  the  limit  of  patience  is  about 
reached.  We  have  written  evidence  in  the  form 
of  a copy  of  a letter,  written  to  a dissatisfied 
claimant  by  a member  of  the  commission,  in  which 
the  claimant  is  informed  that  the  state  had  done 
all  it  would  do  for  him  and  that  the  employer 
could  not  be  sued  but  stating  that,  if  claimant  was 
not  satisfied  with  the  results  of  his  treatment,  he 
could  sue  his  surgeon  for  malpractice.  It  is  only 
fair  to  state  that  this  person  is  no  longer  a mem- 
ber of  the  commission.  There  is  every  evidence 
that  such  suggestions  have  been  frequent  in  the 
past  and  the  fruits  of  this  policy  are  in  evidence. 
Malpractice  suits  have  increased  700  per  cent,  in 
this  state  since  this  law  went  into  effect.  All  the 
strong,  reliable  insurance  companies  have  with- 
drawn from  the  physicians  liability  business  in  the 
state.  They  give  as  their  reason  that  they  cannot 
buck  the  conditions  brought  on  by  the  Compensa- 
tion Act  in  this  state,  even  at  increased  premiums. 
The  companies  still  hanging  on  cannot  stand  it 
much  longer.  The  result  is  that  we  will  be  under 
the  painful  necessity  of  digging  up  $50,000  to 
organize  our  own  protective  company. 

I am  informed  that,  when  the  first  annual  re- 
port was  being  made  up,  one  of  the  members  col- 
lected six  x-ray  pictures  of  bad  results  following 
fractures  and  proposed  to  print  them  as  horrible 
examples  of  the  inefficient  treatment  administered 
by  the  surgeons  of  the  state,  and  point  out  that 
this  was  the  cause  of  the  high  rates  charged,  this 
in  spite  of  the  fact  that  twelve  thousand  cases 
had  been  treated  by  our  physicians  and  duly  re- 
ported to  the  commission  which  had  passed  on 
them,  basing  their  awards  on  these  same  reports 
which  were  rendered  without  compensation.  This 
crowning  insult  to  the  medical  profession,  this 
low  example  of  ingratitude  was  only  prevented  by 
an  appeal  to  the  Governor  by  one  of  our  members. 
The  Governor  has  it  stricken  from  the  report. 

My  contention  is  that  this  organization,  the 
Washington  State  Medical  Association,  should 
concern  itself  in  the  proper  drawing  of  a measure 
conserving  the  rights  of  the  profession,  or  should 
enter  into  an  agreement  with  the  commission  in 


the  formation  of  a proper  fee  table,  as  the  case 
may  be.  We  must  demand  to  be  consulted  and 
we  must  be  prepared  to  back  up  our  demands  by 
forceful  action  if  necessary.  This  does  not  mean 
that  we  shall  make  harsh  or  unreasonable  demands, 
nor  that  we  shall  be  unwilling  to  make  reasonable 
concessions.  We  can  afford  to  concede  somewhat 
less  than  regular  rates,  because  the  pay  will  be 
sure  in  every  case  and  we  will  not  have  to  con- 
tend with  the  long  waits,  intermittent  payments 
and  lost  accounts.  Furthermore,  we  should  be 
willing  to  concede  that  the  charge  should  be  what 
ordinarily  would  be  charged  by  the  doctor  if  the 
patient  had  to  pay  it  himself,  making  it  con> 
mensurate  with  his  income.  After  all  that  the 
profession  has  done  to  make  the  law  a success  it 
should  be  evident  that  we  are  not  looking  for 
undue  advantage  and  do  not  deserve  the  hostile 
attitude  assumed  by  the  commission. 

In  Ohio,  where  the  law  provides  medical  and 
hospital  aid  not  to  exceed  $200,  to  be  paid  from 
the  fund,  the  insurance  department  has  this  to  say: 
“The  average  medical  award  has  been  between 
$7.50  and  $8.00.  We  have  put  the  medical  prob- 
lem into  the  hands  of  the  physicians  themselves, 
retaining  the  power  to  control,  but  relying  on  the 
absolute  justice  which  resides  in  the  heart  of  that 
great  profession  to  render  excellent  service  for  a 
fair  reward.  In  10,000  cases  99  per  cent,  have 
been  adjusted  without  difficulty  so  far  as  the 
medical  aspect  goes.  This  certainly  is  a record 
which  gives  the  department  high  hopes  of  avoiding 
trouble.”  There  is  no  reason  why  the  same 
thing  cannot  be  said  in  the  future  in  this  state. 

We  have  had  honeyed  words  and  fair  promises 
afterward  forgotten.  That  is  why  we  must  be 
prepared  to  back  our  demands  by  action.  Two 
years  ago  we  were  promised  representation  on  a 
commission  to  study  the  medical  aid  question  and 
report  to  the  coming  legislature.  It  was  to  be 
appointed  by  the  Governor  and  to  consist  of  four 
representatives  of  the  employers,  four  representa- 
tives of  labor  and  two  physicians  agreeable  to  the 
Washington  State  Medical  Association.  What 
has  happened?  Why  was  that  commission  never 
appointed  ? I am  informed  it  was  because  the 
employers  said  there  would  be  a deadlock  between 
labor  and  capital  and  then  the  balance  of  power 
would  lie  with  the  physicians  and  so  the  commis- 
sion was  never  appointed.  So  much  for  the  aid 
and  good  will  of  the  employers  and  the  politicians. 
Is  it  not  plain  that  we  must  make  demands  in- 
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stead  of  polite  requests?  Three  years  of  broken 
promises  and  unfair  tactics  has  certainly  been  long 
enough  to  earn  us  a reputation  for  patience.  I 
fear  it  has  done  more  than  that.  Perhaps  the  powers 
that  be  have  concluded  from  our  supine  attitude 
that  we  are  prostrating  ourselves  so  that  they  may 
walk  over  us  the  easier ; that  we  need  not  be  con- 
sidered, but  will  be  satisfied  with  the  crumbs  of 
charity  that  may  fall  from  their  table.  If  such 
be  the  case  it  is  time  to  disabuse  their  minds. 

Whenever  this  clash  has  come,  the  medical  pro- 
fession acting  through  their  organization  has 
brought  the  government  to  terms.  The  refusal  of 
the  physicians  to  work  the  law  in  Great  Britian  led 
to  the  surrender  of  the  government  and  a final 
compromise  with  the  profession.  Unless  there  is 
a disposition  to  concede  our  rights,  we  must  be 
prepared  to  do  the  same.  If  every  physician  in 
our  organization  refuses  to  make  out  reports  to 
the  commission  unless  he  receives  reasonable  com- 
pensation, the  law  will  fail  or  there  will  be  added 
$60,000  to  $75,000  to  the  expense  of  its  adminis- 
tration. The  law  states  that  it  is  our  duty  to  make 
these  reports  without  compensation  but  I doubt  if 
it  could  be  enforced.  Each  report  calls  for  diag- 
nosis and  a professional  opinion  on  the  nature, 
extent  and  seriousness  of  the  injury.  That  is  the 
way  we  make  our  living.  Our  professional  opinion 
is  the  commodity  that  we  have  for  sale.  To  de- 
mand it  without  compensation  is  the  same  as  con- 
fiscation of  property.  The  state  has  no  more  right 
to  do  such  a thing  than  has  the  individual.  This 
question  has  never  gone  to  our  Supreme  Court  be- 
cause, relying  on  promises  of  fair  treatment  in  the 
future,  we  have  seen  fit  not  to  raise  the  question. 
But  a similar  point  has  been  taken  to  the  Supreme 
Court  of  the  United  States  from  Pennsylvania,  I 
believe,  concerning  the  requirement  of  physicians 
to  report  deaths  under  the  police  power  of  the 
state,  and  it  has  been  decided  that  he  cannot  be 
forced  to  render  such  reports  without  reasonable 
compensation.  Is  it  reasonable  to  suppose  that,  if 
such  be  the  case  under  the  broad  right  of  police 
power,  it  would  not  hold  where  the  state  takes 
upon  itself  the  function  of  an  insurance  company? 
The  thing  for  us  to  do  is  to  all  stop  making  re- 
ports while  the  test  case  is  in  the  courts,  the 
defense  to  be  paid  for  by  this  Association. 

One  of  the  weak  spots  in  the  armor  of  the  com- 
mission is  that  it  has  made  several  settlements  with 
claimants  which  are  undoubtedly  illegal,  in  that 
they  were  based  upon  the  reports  of  unlicensed 
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practitioners.  In  an  attempt  to  bluff  us  off  the 
board  the  Attorney  General’s  department  gave  out 
the  opinion  that  the  commission  could  accept  such 
reports  and  need  not  inquire  into  the  qualifications 
of  the  physician,  that  an  unlicensed  practitioner 
could  be  forced  to  sign  Industrial  Insurance  re- 
ports. In  other  words,  he  could  be  forced  by  one 
law  to  commit  a misdemeanor  under  another  law. 
Finally,  an  opinion  was  rendered  that  after  all 
the  term,  attending  physician,  in  the  Industrial 
Insurance  law  meant  a legal  or  licensed  practitioner 
as  provided  in  the  Medical  Practice  Act.  In  some 
cases  the  commission  has  been  settling  with  claim- 
ants illegally  in  another  manner  not  contemplated 
by  the  law.  They  have  jockied  for  economical 
settlements  like  the  claim  agents  of  a corporation, 
giving  the  claimant  the  least  he  could  accept,  re- 
gardless of  his  rights  under  the  law. 

I point  these  out  as  iines  of  attack  if  it  becomes 
necessary  to  enforce  our  just  demands.  We  can 
refuse  to  render  reports  and  we  can  move  to  set 
aside  their  illegal  settlements,  based  on  reports  of 
illegal  practitioners.  The  law  states  that  it  is 
the  attending  physician’s  duty  to  aid  the  claimant 
to  obtain  his  compensation.  Very  well,  we  will 
inform  him  when  he  has  been  jobbed  and  advise 
him  as  to  his  right  of  court  review.  Several  claim- 
ants recently  have  gone  to  Olympia  to  settle  their 
cases  personallv  with  the  commission  and  imme- 
diately after  their  return  have  started  suit  for 
malpractice.  This  is  at  least  a suspicious  state  of 
affairs.  We  all  know  that  it  takes  but  a hint  or  a 
slight  slur  to  start  some  men  along  that  tack. 

I have  tried  to  speak  plainly  but  I have  no 
personal  animosity  against  the  commission.  I have 
only  met  one  of  them.  They  are  not  especially  to 
be  blamed  for  trying  to  herd  us  if  we  have  given 
the  impression  that  wTe  are  a band  of  sheep.  My 
contention  is  that  the  time  has  come  for  US'  to 
change  their  impression.  We  must  come  to  an 
understanding.  My  suggestion  to  this  body  is  that 
a large  committee  be  appointed  with  power  to  deal 
with  this  matter;  that  if  possible  there  be  repre- 
sentatives from  each  county  society  who  will  have 
the  backing  of  their  local  organizations;  that  a 
definite  plan  of  action  be  laid  down  so  that  we 
can  go  before  the  legislature  or  the  commission 
and  demand  our  rights,  prepared  to  back  these 
demands  by  radical  action  if  need  be.  In  this  way 
only  will  we  win  and  regain  our  self-respect  and 
the  regard  of  those  on  whom  we  have  bestowed 
our  unappreciated  charity. 
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EDITORIAL 

THE  NEW  YEAR’S  OUTLOOK. 

At  this  time  it  is  customary  to  publish  New 
Year’s  greetings  to  our  readers,  wishing  them  suc- 
cess and  prosperity  for  the  coming  year,  with 
reasonable  assurance  that  fate  will  favor  them  in 
this  manner.  This  year,  however,  conditions  for 
the  future  are  different  from  that  of  the  past  ex- 
periences of  any  living  man.  Never  before  has 
been  known  such  world-wide  distress  and  uncer- 
tainty as  now  exists,  owing  to  the  titanic  strife  in 
Europe  with  the  terrible  results  of  wide-spread 
ruin,  suffering  and  death.  No  neutral  country  is 
exempt  from  the  universal  results  of  this  awful 
warfare.  Upon  every  man  and  woman  in  the 
United  States  is  reflected  that  influence  to  a 
greater  or  less  extent.  This  is  unquestionably  one 
of  the  main  reasons  for  the  prevailing  financial 
depression  and  reduction  in  business  affairs  which 
comes  home  to  every  person  in  the  land.  The 
result  of  this  condition  affects  no  class  more  acutely 
than  the  medical  profession  which  at  the  present 
time  is  called  upon  to  an  extraordinary  extent  to 
exercise  charity  and  philanthropy  in  dealing  with 
the  sick.  There  is  no  reason  to  expect  any  marked 
change  during  the  coming  months  and  the  medical 
profession  as  a whole  will  be  impelled  patiently  to 
bear  with  the  afflicted  and  their  distresses  with 
less  prospect  of  remuneration  than  they  have  ex- 
perienced in  the  past. 

Physicians  who  have  been  in  practice  a number 
of  years  have  observed  a gradual  change  in  recent 
times  which  has  of  late  reached  an  acute  situation, 
resulting  in  a universal  slump  in  medical  prac- 
tice. Whether  one  attributes  this  condition  to  a 
decrease  in  the  amount  of  illness,  owing  to  im- 
proved sanitation  and  hygiene,  or  to  increased 
self-treatment  following  the  education  of  the  pub- 
lic in  medical  prophylaxis,  or  to  the  rise  and 
popularity  of  the  many  medical  cults  and  pseudo- 
forms of  medical  treatment,  the  fact  remains  that 
nearly  every  physician  is  confronted  with  a de- 
crease in  the  amount  of  his  practice  which  pro- 
duces a depressing  outlook  for  the  future.  This 
condition,  taken  with  the  prevailing  scarcity  of 


ready  money  which  renders  collection  of  physi- 
cian’s accounts  an  unusually  difficult  matter,  has 
brought  about  a universal  reduction  in  the  incomes 
of  physicians.  It  is  well  known  that  physicians 
as  a class  are  free  in  the  expenditure  of  their  money 
and  are  inclined  to  extravagance,  but  the  existing 
situation  will  call  for  economy  and  patient  per- 
serverance.  The  history  of  past  experiences  has 
proven  that  these  extreme  conditions  are  temporary 
and  in  time  a more  normal  state  of  affairs  will  be 
resumed.  This  constitutes  the  measure  of  hope 
and  good  cheer  which  we  extend  as  a New  Year’s 
greeting. 


THE  PRESENT  CONDITION  OF  FIRST 
AID  IN  WASHINGTON. 

During  the  past  month  the  uncertainty  sur- 
rounding the  question  of  Washington’s  first  aid 
problem  has  been  somewhat  clarified.  As  a re- 
sult of  a series  of  conferences  and  discussions  the 
situation  shows  very  clearly  at  the  present  time 
two  opposing  forces,  consisting  on  the  one  hand,  of 
the  employers’  association  and  a small  group  of 
contract  physicians,  on  the  other  hand,  the  body 
of  employees  associated  with  the  mass  of  the  physi- 
cians of  the  state.  Stated  concisely,  the  employers 
are  standing  for  a system  of  first  aid  which  will 
permit  them  to  assign  the  treatment  of  injured 
employees  to  the  group  of  physicians  comprising 
the  contract  surgeons.  In  other  words,  if  this  plan 
be  adopted  at  the  coming  session  of  the  legislature, 
the  state  treatment  of  injured  employees  will  be 
secured  for  an  indefinite  period  as  a monopoly  for 
this  small  body  of  medical  men.  The  employees 
believe  they  can  receive  better  treatment  and  more 
to  their  liking,  if  they  are  granted  the  privilege 
of  selecting  their  own  medical  attendants  and  are 
opposed,  accordingly,  to  having  their  own  initia- 
tive smothered  and  being  as  a body  tied  up  to  the 
aforesaid  monopoly. 

The  position  of  the  medical  profession  of 
the  state  as  a whole  is  obvious  to  any  one.  It 
will  be  contrary  to  human  nature  for  them  to 
sit  idly  by  and  permit  themselves  to  be  forever 
excluded  from  any  part  in  the  business  which 
belongs  legitimately  to  the  whole  profession. 
The  main  argument  of  the  opposition  seems  to  be 
that  in  some  localities,  where  few,  if  any,  physi- 
cians exist,  mills,  logging  camps  and  the  like  could 
not  be  maintained  without  the  establishment  of 
contract  hospitals.  This,  however,  is  a mere  de- 
tail which  can  easily  be  arranged  without  dis- 
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turbing  the  broad  principle  for  which  the  pro- 
fession is  fighting.  The  second  contention  of  the 
general  profession  is  for  the  establishment  of  a 
state  compensation  fund  according  to  a just,  fixed 
fee-bill.  This  scheme  of  payment,  if  established, 
will  do  away  with  the  inevitable  strife  and  discord 
which  will  ensue  under  any  other  proposed  plan 
of  procedure.  Unquestionably  these  principles  will 
appear  as  reasonable  and  right  to  every  physician, 
except  those  who  will  be  personally  benefited  by 
the  contract  system.  If  they  are  to  be  secured  by 
legislative  action,  it  will  only  follow  as  a result 
of  concerted  and  constant  activity  on  the  part  of 
the  medical  profession,  cooperating  with  represen- 
tatives of  the  employees.  The  opposition  has  large 
funds  available  and  powerful  influences  which  will 
be  constantly  at  work  with  the  legislators  to  ac- 
complish their  objects.  So  far  as  the  county  so- 
cieties have  expressed  themselves  they  have  all  fa- 
vored the  above  principles.  It  will  undoubtedly 
have  a beneficial  effect,  if  all  were  to  take  simi- 
lar action.  The  details  of  systematic  work  must 
be  left  to  suitable  committees. 


UNWISE  MEDICAL  LEGISLATION. 

In  anticipation  of  the  sessions  of  our  legislators, 
there  is  always  more  or  less  agitation  concerning 
alterations  in  our  medical  practice  laws.  One  pro- 
fesses to  believe  the  law  is  too  liberal  and  should 
be  restricted,  another  that  it  is  too  narrow  and 
should  be  more  comprehensive.  In  all  of  our  states 
are  various  kinds  of  irregular  practitioners  and 
uneducated  healers  who  aspire  to  legal  recognition 
and  long  for  license  to  practise  on  the  unsuspecting 
public.  For  instance,  it  is  rumored  the  drugless 
healers  of  Washington  once  more  propose  to  at- 
tempt the  passage  of  an  act  to  legalize  their  rep- 
resentatives as  a class,  while  the  osteopaths  desire 
an  independent  examining  board,  in  spite  of  the 
fact  that  the  existing  law  makes  specific  provision 
for  their  examination  and  license.  The  truth  is 
that  all  of  our  states  of  the  Northwest  have  medi- 
cal practice  acts  on  the  statute  books  that  are  as 
complete  and  comprehensive  as  are  to  be  found  in 
any  section  of  our  land.  It  is  very  easy  to  pick 
flaws  in  them  and  in  captious  criticism  to  demand 
amendments  and  improvements  but  the  fact  should 
be  kept  in  mind  that,  once  legislative  discussion  of 
such  alterations  is  begun,  no  one  can  foretell  to 
what  extent  existing,  satisfactory  features  may  be 
changed,  with  ultimate  results  anticipated  by  none. 
The  present  laws  are  working  satisfactorily  on  the 
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whole  and  a spirit  of  prudence  demands  that  ef- 
forts to  disturb  them  be  resisted. 


SANITARY  WATER  SUPPLIES  FOR 
OREGON. 

In  an  effort  not  only  to  check  the  spread  of 
typhoid  fever  for  all  time,  but  to  stop  the  pollu- 
tion of  the  streams  in  the  state  of  Oregon,  the 
State  Board  of  Health  is  going  before  the  Legis- 
ture  this  month,  asking  for  the  passage  of  an  act 
providing  that  any  incorporated  town  or  city  in 
the  state,  which  desires  to  provide  a new  water 
supply  for  drinking  purposes,  or  any  number  of 
people  exceeding  ten  families,  before  taking  such 
steps  must  submit  their  plans  and  specifications 
to  the  board  of  health,  giving  source  of  supply, 
character  of  watershed,  drainage  area,  etc.,  and 
any  other  data  that  the  board  of  health  may  re- 
quire. No  such  work  shall  be  undertaken  with- 
out the  written  approval  of  the  board  of  health. 

Section  2 provides  that  any  city,  town  or  com- 
munity of  ten  or  more  families,  before  erecting  any 
sewerage  system,  must  first  submit  plans  and  speci- 
fications to  the  State  Board  of  Health,  together 
with  the  location  of  the  outfall  and  streams  or 
other  places  of  final  disposal,  and  the  method,  if 
any,  of  reduction,  purification  or  use  of  the  sewage; 
and  no  such  plan  shall  be  proceeded  with  or  work 
done  thereon  until  plans  and  specifications  as  orig- 
inally proposed,  or  as  modified  from  time  to  time, 
are  approved  by  the  board  of  health. 

Violations  of  this  act  shall  be  punished  by  a fine 
of  not  less  than  $500  or  six  months  imprisonment 
in  the  county  jail.  The  bill  is  altruistic  in  its  pro- 
posals, will  mean  better  sanitary  conditions  for  the 
people  of  the  state,  though  less  money  in  the  doc- 
tors’ pockets.  The  board  has  every  hope  of  the  act 
becoming  a law. 

WASHINGTON  MEDICAL  DEFENSE. 

Medical  defense  by  the  state  association  has  been 
on  trial  in  Washington  a sufficient  length  of  time 
to  demonstrate  its  efficiency  and  to  prove  that  it 
satisfies  a real  demand.  Malpractice  suits  have 
accumulated  at  such  alarming  degree  of  late  that 
practically  all  the  physicians’  defense  companies 
have  withdrawn  their  business  from  this  state.  It 
is  now  reported,  however,  that  several  of  them 
contemplate  soliciting  business  once  more,  but  that 
they  will  confine  their  risks  to  those  physicians  who 
are  protected  by  the  association  defense  fund,  con- 
sidering these  alone  as  preferred  risks.  This  fact 
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of  itself  is  one  of  the  most  emphatic  indorsements 
which  could  be  given  of  the  efficiency  of  the  asso- 
ciation defense.  As  already  announced  to  the  phy- 
cians  of  the  state,  it  has  been  deemed  advisable  to 
increase  the  annual  defense  dues  from  five  to  ten 
dollars.  Already  a large  number  have  sent  in  their 
subscriptions,  sufficient  to  assure  the  financial  sta- 
bility for  the  coming  year.  At  the  same  time  it  is 
desired  that  a much  larger  number  shall  participate 
in  this  defense  fund,  thereby  not  only  protecting 
themselves  but  giving  strength  to  the  whole  move- 
ment. It  is  believed  this  feature  of  medical  practice 
is  here  to  stay  and  fills  a demand  of  great  need. 


THE  A.  M.  A.  MEETING  AND  THE 
NORTHWEST. 

The  meeting  of  the  American  Medical  Associa- 
tion at  San  Francisco  next  June,  together  with  the 
great  exposition  to  be  held  in  that  city,  will  bring 
the  largest  number  of  Eastern  physicians  to  the 
Pacific  Coast  that  has  ever  visited  the  West  at 
one  time.  A great  proportion  of  them  and  their 
friends  will  go  or  return  by  way  of  Oregon  and 
Washington,  thus  giving  the  medical  profession  of 
the  cities  of  those  states  an  opportunity  of  profit- 
ing by  their  presence.  Knowing  as  we  do  that  the 
Northwest  presents  as  much  of  interest  and  at- 
traction as  our  neighbor,  California,  though  differ- 
ent in  many  respects,  we  will  feel  it  incumbent  on 
us  to  exploit  these  attractions  to  these  visitors  to  as 
great  an  extent  as  possible.  From  a medical  stand- 
point this  will  be  an  exceptional  opportunity  for 
securing  well  known  men  of  our  profession  for 
attendance  on  society  meetings  which  can  be  sched- 
uled to  correspond  with  the  time  of  their  presence. 
In  view  of  these  facts  it  is  incumbent  on  the  various 
medical  societies  to  appoint  suitable  committees  at 
an  early  date  that  proper  entertainment  may  be 
prepared  for  our  prospective  visitors  and  that  we 
may  obtain  the  anticipated  profit  from  their 
presence. 


THE  UTAH  ASSOCIATION  AND  OUR 
EDITORIAL  STAFF. 

For  several  years  this  journal  has  been  the  offi- 
cial organ  of  the  Utah  State  Medical  Association, 
publishing  its  transactions  and  papers,  but  not  shar- 
ing with  it  the  editorial  department,  as  has  been 
done  by  the  three  other  associations  which  are  its 
joint  owners.  It  is  now  thought  desirable  and  in 
every  respect  just  that  the  Utah  association  here- 
after shall  have  similar  editorial  representation. 


Therefore,  beginning  with  this  issue,  it  will  be  en- 
titled to  the  same  part  in  the  editorial  management 
as  the  other  associations.  Dr.  W.  Brown  Ewing, 
of  Salt  Lake  City,  will  be  one  of  the  assistant  edi- 
tors by  virtue  of  his  position  as  secretary  of  his 
state  association.  Two  associate  editors  will  later 
be  designated  who  are  to  be  chosen  by  the  state 
association,  as  is  the  case  wfith  the  other  three  as- 
sociations. With  this  arrangement  in  force  we 
shall  be  pleased  to  discuss  any  matters  of  medi- 
cal interest  especially  affecting  the  medical  pro- 
fession of  Utah,  and  shall  be  prepared  to  publish 
any  items  of  interest  sent  to  us  for  that  pur- 
pose. 


MEDICAL  NOTES 

OREGON. 

Portland  Medical  Society  Officers.  At  the  last 
meeting  of  the  Portland  City  and  County  Medical 
Society  the  following  officers  were  elected  for  the 
ensuing  year:  President,  Dr.  K.  A.  J.  Mackenzie; 

vice-president,  Dr.  J.  A.  Pettit;  secretary.  Dr. 
George  Whiteside;  treasurer,  Dr.  Katherine  Ma- 
nion;  councillors,  Drs.  R.  B.  Dillehunt,  P.  A. 
Kiehle,  D.  C.  Rand,  M.  Cardwell,  J.  A.  Sternberg. 

Willamette  Valley  Society.  At  the  quarterly 
meeting  of  the  Willamette  Valley  Medical  Society, 
Dr.  W.  T.  Johnson,  of  Corvallis,  was  elected  presi- 
dent and  Dr.  F.  M.  Day,  of  Eugene,  vice-president. 

Portland  Homeopathic  Society.  The  following 
officers  were  elected  at  the  annual  meeting  of  the 
Homeopathic  Medical  Society  of  Portland:  Presi- 

dent, Dr.  David  Breuer;  secretary,  Dr.  P.  E.  Miller; 
treasurer,  Dr.  Charles  Billington. 

State  Board  of  Health.  At  the  last;  meeting  of 
the  State  Board  of  Health  the  following  officers 
were  elected:  President,  Dr.  E.  A.  Pierce;  vice- 

president,  Dr.  W.  B.  Morse;  seci'etary,  Dr.  C.  S. 
White.  The  other  members  of  the  Board  are  Drs. 
E.  B.  Pickel,  T.  J.  Huggins,  Andrew  Smith  and  Al- 
fred Kinney. 

Mumps  at  the  University.  On  account  of  an 
epidemic  of  mumps,  the  State  University,  at  Eu- 
gene, was  closed  three  days  before  the  beginning 
of  the  regular  vacation.  Several  fraternity  and 
sorority  houses  as  well  as  private  houses  were 
quarantined. 

No  Liquor  Prescriptions.  Physicians  in  Eugene, 
Cottage  Grove  and  several  other  places  through- 
out the  state  have  joined  with  the  drug  stores  in 
refusing  to  issue  prescriptions  for  liquor.  The  ob- 
ject of  this  move  is  to  follow  out  honestly  the 
spirit  of  the  dry  law. 

Rabies  is  still  present  in  various  sections  of  the 
state,  the  last  county  to  become  infected  being 
Marion  County.  The  four  other  counties  in  which 
it  is  prevalent  are  Umatilla,  Baker,  Jackson  and 
Clackamas. 
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Closed  by  Diphtheria.  The  City  Health  Officer 
of  Portland  ordered  the  Montavilla  public  school 
closed  early  in  December  on  account  of  an  epi- 
demic of  diphtheria.  Fifteen  or  twenty  cases  de- 
veloped with  one  death,  the  origin  of  the  infection 
being  two  diphtheria  carriers. 

Visited  by  Burglar.  Dr.  W.  T.  Brown,  of  Wil- 
sonville,  was  called  upon  by  burglars,  who  carried 
off  several  souvenirs  of  their  visit,  among  which 
v/as  a gold  watch  belonging  to  Mrs.  Brown. 

Illegal  practitioners  are  still  being  brought  to 
justice  with  great  regularity,  the  latest  delinquent 
being  C.  Gee  Woo,  a Chinese  “doctor,”  who  was 
fined  $50  for  practising  without  a license. 

The  New  Morgue.  Beginning  Jan.  1st  Dr.  F.  H. 
Dammasch,  the  coroner  of  Portland,  will  hold  all 
inquests  and  autopsies  at  the  new  public  morgue. 

Dr.  J.  P.  Tamiesie,  formerly  of  Hillsboro,  has 
located  in  Portland. 

Dr.  P.  J.  Keizer  has  located  in  North  Bend. 


WASHINGTON. 

A Case  of  Glanders  resulting  fatally  has  been  re- 
ported from  Spokane.  The  victim  was  a rancher 
and  contracted  the  disease  from  a slight  bruise  on 
his  nose,  caused  by  his  being  struck  by  a small 
stick. 

Diphtheria  Quarantine.  A general  quarantine 
was  placed  upon  Kelso  for  a short  time  during  De- 
cember on  account  of  diphtheria.  The  disease  is 
now  well  under  control. 

Pension  Examiners.  The  following  physicians 
have  been  appointed  as  pension  examiners  for  the 
Tacoma  district:  P.  B.  Swearingen,  L.  J.  Hunt  and 
C.  J.  Brobeck. 

Indian  Reservation  Physician.  The  Federal  In- 
dian Commission  intends  to  appoint  a physician 
for  the  Taholah  Reservation.  He  will  be  expected 
to  make  one  trip  a week  to  the  Queets  River  day 
school,  fifteen  miles  north  of  Taholah,  also  as 
many  trips  to  the  reservation  as  will  be  necessary 
to  look  after  sick  Indians  and  employees  of  the  serv- 
ice. His  compensation  will  be  not  over  $720  a year, 
and  he  must  pay  his  own  traveling  expenses. 

Isolation  of  Scarlet  Fever.  The  new  regulation 
of  the  Spokane  Board  of  Health  requiring  children 
with  scarlet  fever  to  be  treated  at  the  Isolation 
Plospital  is  having  excellent  effect.  The  number 
of  cases  throughout  the  city  is  small  and  they  are 
of  a mild  character. 

Conference  of  Health  Officers.  The  city  and 
county  health  officers  held  an  instructive  meeting 
in  Seattle  early  in  December,  the  control  of  com- 
municable diseases  and  problems  concerning  the 
disposal  of  garbage  being  among  the  topics  con- 
sidered. 

Public  Health  Nursing.  The  first  regular  meet- 
ing of  the  State  Organization  of  Public  Health 
Nursing  was  held  in  Seattle  early  in  December. 
The  meeting  was  addressed  by  Dr.  I.  C.  Brown. 

Typhoid  Epidemic.  Between  twenty-five  and 
thirty  persons  have  been  infected  with  typhoid 
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fever  as  a result  of  a water  borne  epidemic  in 
Eatonville.  Antityphoid  inoculation  has  been 
widely  used  and  the  situation  is  now  well  in  hand. 

Seattle  Doctors  in  British  Army.  Drs.  E.  J. 
Stubbs  and  R.  D.  Forbes,  of  Seattle,  who  went  to 
London  in  September  to  enlist  in  the  army,  have 
been  commissioned  lieutenants  in  the  medical  serv- 
ice. They  expect  to  be  sent  to  the  front  soon. 

Seattle  Doctor  in  Russian  Service.  Dr.  E.  T. 

Hurd,  of  Seattle,  sailed  from  Vancouver,  B'.  C.,  for 
Port  Arthur  last  month,  whence  he  expects  to 
reach  the  Russian  army1  via  the  Transsiberian 
railroad.  He  has  offered  his  services  and  been  ac- 
cepted for  the  hospital  corps. 

The  Pierce  County  Tuberculosis  Hospital  was 
formally  opened  Dec.  15th. 

Dr.  E.  P.  French  has  been  appointed  town  health 
officer  of  Elma  to  fill  the  place  vacated  by  the 
resignation  of  W.  J.  Razee. 

Dr.  E.  R.  Ahlman  of  Hoquiam,  has  been  oper- 
ated on  for  carcinoma  and  has  been  reported  as 
recovering  nicely. 

Dr.  F.  G.  Sprowl  has  located  in  Spokane,  where 
he  is  associated  with  Drs.  Johnston  and  Veasey. 

Dr.  L.  S.  Newcombe,  formerly  of  Everett,  who 
has  been  practising  for  a year  at  Leavenworth,  has 
returned  to  his  former  city. 

Dr.  J.  A.  M.  Hemmeon,  of  Seattle,  has  returned 
and  resumed  practice  after  an  absence  of  several 
months  in  the  East. 

Medical  Wedding.  Dr.  D.  B.  Harvison  and  Mrs. 
Ella  Halliday,  who  for  several  years  has  been  ma- 
tron of  the  Harvison  Hospital,  in  Palouse,  were 
married  in  Colfax  recently. 


OBITUARIES. 

Dr.  Euclid  Van  Zandt  died  at  Bellingham,  Wash., 
Nov.  24,  from  arteriosclerosis,  after  an  illness  of 
about  a year.  He  was  born  in  Georgia  in  1844. 
He  graduated  from  the  medical  school  at  Keokuk, 
Iowa.  When  the  Santa  Fe  railroad  was  built 
across  the  deserts  of  Arizona  he  served  as  one  of 
the  company’s  surgeons.  Later  he  practised  in 
Kansas,  and  in  1882  came  West  with  a colony  of 
Kansans  and  settled  at  the  present  site  of  Bell- 
ingham. He  was  the  first  regular  physician  in 
Whatcom  County.  For  many  years  ne  traveled 
about  the  county  on  horseback,  visiting  patients 
in  the  remote  parts  of  the  county.  He  served  as 
piesident  of  the  State  Medical  Association  and 
president  of  the  Medical  Examining  Board.  He 
was  appointed  by  Governor  Mead  as  superintend- 
ent of  the  Washington  Hospital  for  the  Insane  at 
Steilacoom,  which  position  he  held  for  a number 
of  years. 

Dr.  J.  D.  Whitmore  died  at  Portland,  OTe.,  Dec. 
16.  He  was  horn  in  Pennsylvania  in  1858.  After 
studyiug  in  the  country  schools  he  graduated  from 
the  University  of  Michigan.  He  later  studied 
medicine  and  in  1878  graduated  from  the  Hahne- 
man  Medical  College,  of  Chicago.  After  practising 
a short  time  at  Rockford,  Mich.,  he  located  at 
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Malta,  111.,  in  1882.  After  three  years  there  he 
settled  in  Chicago.  In  1902  he  moved  to  Oregon 
and  began  practice  in  Toledo.  He  became  phy- 
sician to  the  Siletz  Indian  Agency.  In  905  he 
moved  to  Coos  County  and  had  charge  of  the 
Coquille  City  Hospital.  During  the  past  four 
years  he  has  been  a resident  of  Portland. 

Dr.  James  Vercoe  died  at  his  home  near  Mt.  Ver- 
non, Wash.,  Dec.  18.  He  was  a native  of  Michigan 
and  a medical  graduate  from  the  University  of 
that  state.  He  came  West  in  the  early  eighties 
and  settled  first  at  Puyallup.  Soon  after  that  he 
moved  to  Mt.  Vernon,  where  he  opened  a drug 
store  as  well  as  practised  medicine.  About  ten 
years  ago  he  retired  to  a farm  near  that  city.  For 
many  years  he  was  one  of  the  leading  physicians 
and  was  beloved  by  a large  circle  of  acquaintances. 

Dr.  John  A.  Dix  died  at  Garfield,  Wash.,  Dec. 
10,  at  the  age  of  72  years.  He  graduated  from  the 
Eclectic  Medical  College,  of  Cincinnati,  in  1871. 
He  was  one  of  the  pioneers  of  Garfield,  where  he 
spent  most  of  his  life.  For  nearly  thirty  years  he 
was  a member  of  the  school  board  and  for  a long 
time  a member  of  the  city  council.  He  served 
several  terms  as  mayor. 

Dr.  J.  J.  Chambers,  recently  of  Nome,  Alaska, 
died  at  the  Morningside  Sanitarium,  Portland,  Ore., 
Dec.  5,  at  the  age  of  fifty-six  years.  Some  years 
ago  he  practised  in  Seattle  for  about  three  years. 
He  was  one  of  the  pioneers  of  Alaska,  having 
practised  there  for  a period  of  fourteen  years. 


REPORTS  OF  SOCIETY  MEETINGS 

OREGON. 

PORTLAND  CITY  AND  COUNTY  MEDICAL 
SOCIETY. 

Pres.  A.  W.  Moore,  M.D.;  Sec.,  G.  S.  Whiteside,  M.D. 

The  regular  meeting  of  Portland  City  and  County 
Medical  Society  was  held  Dec.  2,  1914,  President 
A.  W.  Moore  in  the  chair. 

Members  present:  Drs.  Else,  A.  E.  Rockey, 

Ewin,  Howard,  Rybke,  Ellis,  Paine,  Watts,  Pease, 
Connell,  Pettit,  Slocum^  C.  C.  Moore,  Flaggs,  Bar- 
bee, P.  Rockey,  Parker,  McClure,  Wade,  Selling, 
J.  Rosenfield,  Kiehle,  Bilderback,  Sabin,  Benson, 
Amos,  Johnson,  L.  Nelson,  Koehler,  Calbreath, 
Booth,  Sears,  Baird,  BoDine  and  Whiteside. 

Elected  to  membership,  Eugene  W.  Rockey,  Al- 
len P.  Noyes,  H.  C.  Shoot,  Harvard  C.  Moore,  E.  H. 
Streit  and  G.  Lee  Hynson.  Proposed  for  member- 
ship, Edgar  H.  Anderson. 

Clinical  Case. 

Von  Recklinghausen’s  Disease.  Dr.  Connell 
showed  a patient  suffering  for  many  years  with 
this  disease,  multiple  fibromata  of  the  skin  over 
the  whole  body.  She  now  has  optic  atrophy  of  un- 
known etiology. 

Paper. 

Tumor  of  the  Kidney.  By  J.  Earl  Else.  Begins 
with  the  embryology  and  the  extension  of  the  tub- 
ules into  the  embryonic  mass  of  tissue.  Dr.  Else  also 


shows  many  excellent  slides  of  hypernephromata, 
carcinomata  and  cystic  kidneys;  also  a number  of 
very  interesting  gross  specimens  to  illustrate  dif- 
ferent forms  of  renal  tumors. 

Dr.  Benson  opened  the  discussion,  speaking  par- 
ticularly of  hypernephromata,  adenomata  and  some 
carcinomata.  Argues  that  hypernephromata  are  of 
adrenal  origin.  Bases  his  conclusion  partly  on 
Crofton’s  work,  in  which  he  produced  a glycosuria 
in  rabbits  by  the  injection  of  hypernephromata. 
He  doubts  whether  congenital  cystic  kidney  is 
really  congenital. 

Drs.  Sears,  Whiteside  and  Selling  also  discussed 
the  paper. 

Dr.  Rockey  believes  that  our  meeting  place  is  too 
expensive  and  moves  that  a committee  be  appointed 
to  investigate  and  report  at  the  next  meeting. 
President  appoints  Drs.  A.  E.  Rockey,  Connell  and 
Amos. 

For  the  annual  meeting  Dr.  Kiehle  moves  that 
a committee  of  three  be  appointed  to  arrange  for 
a dollar  dinner.  Appoints  Drs.  Sabin,  C.  C.  Moore 
and  Pease. 


WASHINGTON. 

CLARKE  COUNTY  MEDICAL  SOCIETY. 
Pres.,  J.  M.  Chalmers,  M.D. ; Sec.,  H.  C.  Lieser,  M.D. 

At  the  monthly  meeting  of  the  Clarke  County 
Medical  Society,  held  at  the  Commercial  Club, 
Vancouver,  Wash.,  Dec.  3,  the  following  officers 
were  reelected  for  the  ensuing  year:  President, 

J.  M.  P.  Chalmers;  vice-president.  Dr.  C.  C.  Mc- 
Cown;  secretary-treasurer,  Dr.  H.  C.  Lieser. 

Clinical  cases  were  reported  to  the  society  by 
Dr.  W.  E.  Cass.  Matters  pertaining  to  medical  legis- 
lation to  come  up  before  the  coming  session  of  the 
legislature  were  discussed. 

At  the  annual  meeting  to  be  held  on  the  evening 
of  January  7,  1915,  a dinner  will  be  served  and  Dr. 
William  House  of  Portland  will  read  a paper  on 
Brain  Lesions. 


KING  COUNTY  MEDICAL  SOCIETY. 

Pres.,  D.  H.  Palmer,  M.D. ; Sec.,  G.  W.  Swift,  M.D. 

The  first  regular  semi-monthly  meeting  of  King 
County  Medical  Society  was  held  in  the  Chamber 
of  Commerce,  Seattle,  Wash.,  Dec.  7,  1914.  Meet- 
ing was  called  to  order  by  the  president,  Don  H. 
Palmer,  at  8 o’clock,  143  members  present.  Min- 
utes of  the  previous  meeting  were  read  and  ap- 
proved. 

Drs.  Renfro  and  O.  J’.  West  were  admitted  to 
membership. 

Dr.  Mildred  Purman  requested  the  floor  on  a 
point  of  personal  privilege,  stating  that  she  had 
been  served  notice  from  the  State  Board  of  Med- 
ical Examiners  on  a charge  that  was  absolutely 
groundless.  She  had  taken  the  matter  before  the 
Board  of  Trustees  and,  receiving,  no  satisfaction, 
wished  to  bring  the  entire  matter  before  the  so- 
ciety. Dr.  Read  believed  a thorough  investiga- 
tion should  be  made  and  moved  that  a committee 
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be  appointed  to  investigate  and  make  a complete 
report,  which  motion  was  carried.  Tne  chair  ap- 
pointed Drs.  Read,  Sharpies,  Horton,  Eagleson  and 
Raymond. 

Clinical  Cases. 

Two  cases  of  skin  diseases  by  F.  S.  Palmer. 

Papers. 

Pneumococcus  Influenza.  By  C.  S.  Leede.  Dis- 
cussion by  Drs.  Lyons  and  Winslow. 

Pituitrin.  By  T.  Torland.  Discussion  by  Drs. 
Carroll,  Davidson  and  McNerthney,  of  Tacoma. 

Dr.  I.  C.  Brown  addressed  the  society  on  the 
Public  School  Clinic,  explaining  its  plan,  stating 
briefly  the  manner  of  selecting  and  caring  for  pa- 
tients. He  reviewed  its  financial  affairs  and  asked 
for  criticism.  Drs.  Snively,  Paschall,  Lyons  and 
Guthrie  discussed  various  phases  of  the  work. 

Dr.  H.  E.  Allen  presented  a report  of  the  com- 
mittee on  public  health  and  legislation  in  regard 
to  their  work  on  the  “first  aid  law.”  He  presented 
a resolution  consisting  of  three  sections,  which  he 
wished  the  society  to  discuss.  Drs.  McNerthney, 
Wilson,  Rich  and  Whittaker,  of  Pierce  County  So- 
ciety, explained  the  attitude  of  that  society  in  re- 
gard to  contract  practice. 

Drs.  Lyons  and  Snively  discussed  the  resolution, 
and,  on  motion  of  Dr.  Snively,  it  was  moved  that 
Dr.  Allen  read  each  section  separately  ana  vote 
upon  each  one.  Section  1,  that  none  hut  licensed 
physicians  should  be  paid  by  the  state  for  first  aid 
work,  was  adopted.  Section  2,  to  compromise  in 
an  effort  to  make  it  possible  for  certain  localities 
to  have  the  so-called  contract  system  m practice, 
v as  warmly  discussed.  On  motion  of  Dr.  Lyons 
this  section  was  omitted  and  a substitute  adopted 
that  King  County  Medical  Society  is  absolutely 
opposed  to  contract  practice  in  any  form. 


SKAGIT  COUNTY  MEDICAL  SOCIETY. 
Pres.,  C M.  Frazee,  M.D. ; Sec.,  L.  H.  Meadows,  M.D. 

The  Skagit  County  Medical  Society  field  its  reg- 
ular meeting  at  Sedro-Woolley,  Wasfi.,  Dec.  17,. 
1914,  with  President  C.  M.  Frazee  in  the  chair. 
The  guests  of  the  evening  were  Drs.  N.  L.  Thomp- 
son, of  Everett,  and  S.  J.  Torney,  of  Bellingham, 
Hon.  W.  W.  Conner,  of  LaConner.  Speaker-Elect 
of  the  House  of  Representatives,  Representative 
W.  A.  Lowman  and  Senator  W.  V.  Wells,  of  Ana- 
cortes. 

The  following  subjects  were  discussed:  (1) 

The  first  aid  and  its  pros  and  cons:  (2)  The 

proper  compensation  for  our  county  service  to 
the  county  poor;  (3)  The  perfection  of  our  pres- 
ent credit  rating  system  and  our  collection  sys- 
tem; (4)  The  attitude  of  the  members  of  a so- 
ciety who  are  willing  to  pay  dues  and  reap  the 
benefit  therefrom  and  not  give  other  assistance  by 
their  attendance  and  discussion  of  subjects  of  in- 
terest to  all. 

The  annual  election  of  officers  resulted  as  fol- 
lows: President  Dr.  R.  J.  Cassel,  Mt.  Vernon; 

vice-president,  Dr.  A.  B.  Cook,  Anacortes;  secre- 
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tary-treasurer,  Dr.  G.  R.  Smith,  Mt.  Vernon;  dele- 
gate to  state  association,  Dr.  C.  M.  Frazee,  Sedro- 
Woolley. 

During  the  business  meeting  the  wives  and 
friends  were  entertained  at  a theater  party,  after 
which  all  adjourned  to  the  Hotel  Wlxson  for  a 
banquet.  Dr.  C.  M.  Frazee  acting  as  toastmaster. 


WHATCO'M  COUNTY  MEDICAL  SOCIETY. 
Pres.,  W.  C.  Keyes,  M.  D.,  Sec.,  S.  S.  Howe,  M.  D. 

The  regular  meeting  of  the  Whatcom  County 
Medical  Society  was  held  in  the  Chamber  of  Com- 
merce, Bellingham,  Wash.,  Dec.  14,  1914,  President 
Dr.  Torney  in  the  chair. 

Members  present  were:  Drs.  Axtell,  Ballaine, 

Beebe,  Bice,  Boynton,  Compton,  Cook,  Craft,  Crim- 
mins,  Erb,  Gray,  Goodheart,  Howe,  Holt,  Hood. 
Johnson,  Kelly,  Keyes,  Kirkpatrick,  MarKIey,  Mor- 
rison, Ruge,  Stimson,  A.  M.  Smith,  J.  S.  Smith, 
Torney,  Teel,  Vankirk,  Wear  and  Wheaton. 

Dr.  Johnson  reported  as  delegate  to  the  special 
meeting  called  in  Seattle  Nov.  28  in  reference  to 
the  first  aid  bill.  Communications  in  regard  to  the 
same  matter,  from  Drs.  Wilson  Johnston  and  C.  W. 
Sharpies,  were  read  and  placed  on  file. 

After  some  discussion  the  following  resolution 
was  introduced  and  unanimously  carried: 

Be  it  resolved,  By  the  Whatcom  County  Medi- 
ical  Society  that,  in  the  enactment  of  a first  aid 
bill,  there  be  incorporated  therein  a clause  pro- 
viding that  all  injured  employees  shall  have  the 
privilege  of  choice  of  licensed  surgeons  to  attend 
them. 

That  this  society  is  a unit  in  its  opposition  to 
contract  practice  and  will  lend  its  best  efforts 
and  cooperate  with  other  societies  to  the  end  that 
the  contract  system  shall  receive  such  condemna- 
tion from  the  majority  of  the  physicians  of  this 
state  as  will  finally  eliminate  it  from  the  first  aid 
bill. 

The  secretary  was  instructed  to  forward  copies 
of  this  resolution  to  the  county  societies  of  the 
state. 

Clinical  Case. 

Umbilical  Fecal  Fistula.  By  Dr.  C.  S.  Teel. 

The  pathology  was  generally  discussed,  appen- 
diceal abscess,  intussuscetion,  inflammation  of 
Meckel's  diverticulum,  tuberculous  peritonitis,  and 
artificial  diverticulum  of  colon  above  fecal  impac- 
tion being  suggested  as  possible  causative  factors. 

The  following  officers  were  elected  tor  the  en- 
suing year:  President,  Dr.  W.  C.  Keyes;  first  vice- 

president,  Dr.  C.  S.  Hood;  second  vice-president, 
Dr.  J.  Reid  Morrison;  third  vice-president,  Dr.  E. 
S Clark;  secretary.  Dr.  S.  S.  Howe;  treasurer,  Dr. 
F.  J.  Van  Kirk;  committee  on  ethics,  Drs.  N.  W. 
Wear  and  L.  R.  Markley;  committee  on  Inquiry, 
Drs.  W.  H.  Axtell  and  S.  H.  Johnson;  executive 
committee,  Drs.  W.  D.  Kirkpatrick  and  S.  J.  Tor- 
ney. 

The  society  then  adjourned  to  the  Hotel  Leo- 
pold, where  a banquet  was  served,  at  the  conclu- 
sion of  which  Rev.  E.  N.  Askey  delivered  a pleas- 
ing and  inspiring  address,  which  was  responded 
to  by  various  members. 


January,  1915. 
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Edited  by  Kenelm  Winslow,  M.  D. 

A Reference  Handbook  of  the  Medical  Sciences. 

Embracing  the  entire  range  of  Scientific  and 
Practical  Medicine  and  Allied  Science.  By 
various  writers.  Third  Edition,  Completely  Re- 
vised and  Rewritten.  Edited  by  Thomas  Lath- 
rop  Stedman,  A.  M.,  M.  D.  Complete  in  eight 
imperial  quarto  volumes.  Volume  IV.,  925  dou- 
ble column  pages?  illustrated  by  973  engravings 
and  5 full-page  plates  in  colors.  Cloth,  $7;  leath- 
er. $8:  half  morocco,  $9.  William  Wood  & Co., 
New  York. 

It  should  be  unnecessary  to  describe  what  this 
book  is,  as  it  is  now  an  institution  in  medicine.  It 
is  practically  an  encyclopedia  and  especially  of 
value  to  the  physician  in  containing  articles  on 
subjects  not  found  in  the  usual  practitioner’s  li- 
brary. Thus,  as  examples,  in  running  over  the 
pages  of  the  present  volume  we  find  extensive 
mongraphs  on  mineral  springs,  esthesiometers,  evo- 
lution, eutfienics,  exercise,  fecundity,  ferments,  etc. 
It  treats  of  all  the  collateral  sciences  of  medicine 
and  describes  medical  apparatus,  contains  medical 
biographies  and  supplies  detailed  articles  on  the 
health  resorts  of  the  world.  Many  of  the  brochures 
cn  technical  subjects  are  much  finer  than  could 
be  found  in  any  of  the  ordinary  .text  books.  Thus, 
Fowler  has  a most  complete  monograph  on  the 
surgery  of  the  esophagus  and  there  are  beautiful 
colored  plates  showing  normal  and  abnormal  ap- 
pearance as  seen  through  the  esophagoscope. 
Woodruff  writes  most  entertainingly  on  medical 
ethnology  and  shows  that  dark  skinned  persons 
absorb  heat  most  readily  when  it  is  above  body  tem- 
perature, but  radiate  it  most  rapidly  in 

temperature  under  98  degrees  Fahrenheit. 
Woodruff  believes  that  the  tropical  native 
is  thus  made  more  prone  to  pneumonia  in 
cold  climates.  He  speaks  of  the  gradual  immuni- 
ty to  infections  in  the  course  of  generations  and 
states  that  gonorrhea  and  syphilis  are  but  trivial 
complaints  among  the  Japanese  for  this  season. 
This  explains  why  the  sexual  promiscuity  common 
in  this  race  has  not  wiped  it  off  the  map.  (Re- 
viewer.) The  Rerefence  Handbook  of  the  Medical 
Sciences  should  be  owned  by  every  medical  man 
who  can  by  any  means  obtain  it.  Witvslow. 


Diseases  of  the  Labyrinth.  By  Dr.  Erich  Ruttin 
of  Vienna,  with  a Foreword  by  Professor  Dr. 
Victor  Urbantschnitsch.  Translation  by  Horace 
Newhart,  A.  B.,  M.  D.  232  pages.  Octavo.  25 
Textual  Figures.  Cloth,  $2.00.  Rebman  Com- 
pany, New  York. 

In  this  timely  book  we  have  a clear  and  con- 
cise exposition  of  the  subject  which  is  now  first 
in  the  minds  of  otologists,  and  right  trom  the 
home  of  its  discovery,  it  being  in  Vienna  that 
the  recent  important  additions  to  our  knowledge 
of  the  labyrinth  first  came  to  light.  These  dis- 
coveries are  of  interest,  not  alone  in  connection 
with  the  study  and  treatment  of  ear  diseases,  but 
are  of  valuable  assistance  in  brain  surgery,  and 
they  serve  to  link  otology  still  more  closely  to 


surgery  of  the  brain.  The  book  describes  first  the 
methods  employed  in  examination  of  the  vesti- 
bular apparatus,  including  the  production  of 
nystagmus  by  means  of  physiologic  stimuli  by  the 
rotation,  the  caloric  and  the  fistula  tests,  with 
detailed  discussion  of  the  meaning  of  each.  A 
knowledge  of  the  minute  anatomy  of  the  internal 
ear  is  of  course  presupposed — but  anyone  lacking 
in  this  may  well  devote  a few  hours  to  the  petrous 
portion  of  the  temporal  bone  in  order  to  appreciate 
this  most  interesting  study.  The  subject  of  laby- 
rinthitis is  then  presented  with  differential  dia- 
nosis  of  the  several  forms,  classified  by  the  au- 
thor as  circumscribed  diffuse  serous  and  diffuse 
purulent,  and  with  therapy  and  indications  ior 
operating.  Only  five  pages  are  devoted  to  oper- 
ative technic,  the  illustrations  amply  supplement- 
ing the  description.  More  than  one  hundred 
pages  are  devoted  to  as  many  case  histories  which, 
in  view  of  the  comparative  newness  of  the  subject, 
adds  much  to  the  value  of  the  book.  Sfftyf 


Stedman’s  Medical  Dictionary.  By  Thomas  L. 
Stedman,  A.  M.,  M.  D.,  Editor  of  the  Medical 
Record,  etc.  Third  Edition,  Revised  and  En- 
larged. Royal  8vo.  1079  pages,,  illustrated. 
Flexible  red  morocco.  Indexed,  $5.00  net;  plain, 
$4.50,  net.  William  Wood  & Co.,  Publishers, 
New  York. 

The  fact  that  a third  edition  of  this  medical 
dictionary  is  published  within  two  years  of  the 
pievious  edition  is  evidence  of  its  popularity  and 
usefulness.  In  spite  of  the  existence  of  numerous 
other  books  of  this  character,  this  dictionary  of 
Stedman’s  has  established  itself  as  a standard,  re- 
liable wrork  w'hich  can  be  depended  upon  as  fur- 
nishing the  latest  and  most  authoritative  informa- 
tion in  the  definition,  derivation  and  pronouncia- 
tion  of  medical  terms.  This  third  edition  has 
been  brought  up  to  date  by  the  addition  of  all 
the  new'  terms  which  have  obtained  a place  in  the 
language  of  medicine  during  the  past  two  years. 
New  illustrations  have  been  added  and  much  re- 
vision of  old  definitions  inserted.  Besides  words 
used  in  medicine,  it  includes  dental,  veterinary, 
life  insurance  and  other  special  terms,  as  well  as 
much  pharmaceutical,  chemical,  therapeutic  and 
other  information.  The  work  is  of  such  value 
that  no  physician  will  make  a mistake  by  having 
it  on  his  office  table.  Smith. 


Collected  Papers  by  the  Staff  of  St.  Mary’s  Hos- 
pital (Mayo  Clinic)  for  1913.  Octavo  of  819  pages, 
335  illustrations.  Philadelphia  and  London:  W. 
B.  Saunders  Company,  1914.  Cloth,  $5.50,  net. 
One  always  looks  forward  with  pleasure  to  the 
annual  collection  of  papers  from  the  Mayo  Clinic, 
not  only  because  of  its  standing  as  the  leading 
surgical  clinic  in  the  world  but  because  such  un- 
usually good  records  of  a vast  number  of  cases 
are  at  hand  that  the  results  of  working  up  these 
statistics  by  the  younger  men  are  affording  us 
some  wonderfully  good  monographs.  Such  are 
those  by  Eusterman  on  hemorrhage  in  gastric  and 
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intestinal  lesions,  and  on  complications  in  gastric 
and  duodenal  lesions.  He  shows  gross  blood  find- 
ings in  2 to  4 per  cent,  of  all  gall-bladder  troubles 
and  1 to  2 per  cent,  of  appendix  cases,  while  oc- 
cult blood  was  found  in  43  per  cent,  of  288  cases 
of  gall-bladder  trouble  and  in  appendix  disease  it 
was  present  in  24  per  cent,  of  110  cases.  Dr.  Gra- 
ham, in  an  article  on  peptic  ulcers,  finds  that  the 
proportion  of  cures  in  ulcer  two  years  after  oper- 
ation and  longer,  in  600  cases,  amounts  to  67  per 
cent.,  with  96  per  cent,  of  the  patients  benefited. 

Dr.  Charles  Mayo  has  a splendid  address  sum- 
ming up  the  goitre  question,  in  which  he  brings 
out  the  fact  that  in  simple  goitre,  after  14  to  16 
years,  toxemia  from  the  diseased  goitre  not  in- 
frequently leads  to  degeneration  of  the  heart,  liver 
and  kidneys,  as  is  the  case  of  exophthalmic  goitre. 
There  are  also  a number  of  splendid  papers  by 
Dr.  William  Mayo  on  abdominal  surgery,  in  which 
he  states  their  change  of  surgical  treatment  in 
cholecystitis,  whereby  in  most  cases  the  gall-bladder 
is  removed  and  in  others  it  is  attached  to  the 
peritoneum,  without  inverting  its  peritoneal  coat, 
so  as  to  obtain  long  drainage.  Of  course  one  can 
not  begin  to  notice  the  81  papers,  all  of  which  pos- 
ses value  and  interest.  Winslow. 


Child  Training  as  an  Exact  Science.  By  George 
W.  Jacoby,  M.  D.  With  full  bibliography  and 
thorough  index.  384  pages,  15  full-page  illus- 
trations. $1.50,  net;  by  mail,  $1.62.  Funk  & 
Wagnalls  Company,  Publishers,  New  York. 

Going  back  to  experimental  psychology  for  his 
information,  Dr.  Jacoby  has  given  the  scientific 
basis  for  the  more  recent  ideas  of  education  and 
training.  The  book  will  be  especially  interesting 
to  those  who  have  taken  up  the  work  of  teaching 
abnormal  and  defective  children.  The  first  chap- 
ters give  a historical  survey  of  the  earlier  efforts 
to  train  defectives.  Then  follows  a thorough  study 
of  the  psychology  of  childhood,  the  functions  of 
the  various  parts  of  the  nervous  system,  the  de- 
velopment of  mental  activity  and  intellectual  de- 
velopment. The  third  section  treats  of  the  psychic 
abnormalities  of  childhood.  First,  those  due  to 
organic  defects,  adenoids,  absence  of  the  thyroid, 
Mongolianism,  idiocy,  the  Moron  group,  micro- 
cephalus,  hydrocephalus,  etc.;  second,  the  func- 
tional disorders  of  neurasthenia,  phobias,  disorders 
of  intellect  and  will.  Then  follow  interesting  sec- 
tions on  prophylactic  and  therapeutic  training. 
Dr.  Jacoby  is  thoroughly  convinced  of  the  great 
value  of  the  Simon-Binet  tests  and  the  Montes- 
scri  method.  Specialization  and  individualization 
are  the  keynotes  of  his  doctrine.  Durand. 


International  Clinics.  Vol.  II,  Twenty-fourth  series. 

Cloth,  $2,  1914.  J.  B.  Lippincott  Co.,  Philadelphia. 

This  volume  contains  as  usual  many  articles 
of  worth  and  interest.  Notable  are  the  fol- 
lowing: The  monograph  by  Pfahler,  on  The  Pres- 

ent Status  of  the  X-ray.  It  is  astounding  to  learn 
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from  such  an  eminent  authority  that  he  can  dis- 
cover gall-stones  in  74  per  cent,  of  cases  in  which 
they  exist — so  contrary  is  it  to  the  experience  of 
celebrated  clinics  where  it  is  not  even  used  for 
such  a purpose.  Insomnia,  foot  troubles,  rheuma- 
tism and  gout,  by  Walsh,  contains  most  practi- 
cal points  of  value.  He  emphasizes  the  fact  that 
he  has  never  seen  a patient  with  insomnia  who 
showed  any  signs  of  harm,  therefrom,  except 
through  the  worry  it  entailed,  and  this  has  re- 
cently been  brought  out  by  Peterson  who  thinks 
we  may  be  able  to  exist  in  the  future  without  any 
sleep  whatever.  Sir  Dyce  Duckworth’s  paper  on 
Clinical  Indications  of  Senility  is  another  interest- 
ing, common-sense  paper.  Winslow. 


The  Salvarsan  Treatment  of  Syphilis  in  Private 
Practice.  By  George  Stopford  Taylor,  M.  D.,  M. 
R.  C.  S.,  and  Robert  William  Mackenna,  M.  A., 
M.  D.,  B.  Ch.,  Physicians  to  the  Liverpool  Hos- 
pital. 90  pp.  Cloth,  $1.50.  Illustrated  by  photo- 
graphic plates.  Rebman  Company,  141  West 
36th  Street,  New  York. 

The  reviewer  highly  recommends  this  little  vol- 
ume to  all  who  treat  syphilis.  Salvarsan  is  past 
the  experimental  stage.  We  know  that  in  most 
cases,  if  the  injections  are  repeated  often  enough 
and  controlled  by  the  Wassermann  test,  it  is  cer- 
tainly a specific  for  the  treponema  pallidum.  This 
book  describes  in  plain  language  and  in  full  detail 
all  the  diagnostic  laboratory  tests  and  reactions 
used  in  the  study  of  syphilis.  It  cites  cases  as 
illustrations  of  the  use  of  salvarsan  in  the  various 
complications  where  special  organs  are  attacked. 
It  is  a book  which  belongs  in  the  library  of  every 
physician,  as  it  will  enable  him  to  understand 
much  better  the  control  of  syphilitic  infections. 

Peacock. 


The  Pocket  Formulary.  For  the  Treatment  of 
Diseases  in  Children.  By  Ludwig  Freyberger, 
J.  P.,  M.  D.,  Vienna;  M.  R.  C.  S.  England,  Bar 
rister-at-Law,  Toxicologist  and  Pathologist. 
Fourth  Revised  and  Enlarged  Edition,  Adapted 
to  the  British  Pharmacopoeia.  Price,  $2.00  net. 
260  pp.  Rebman  Company,  New  York. 

This  little  volume  is  designed  to  furnish  to  that 
object  of  so  much  solicitude  on  the  part  of  the 
author,  the  busy  practitioner,  in  a concise  and 
handy  form,  all  the  information  one  is  likely  to 
need  as  regards  the  treatment  of  the  diseases  of 
children  by  drugs.  It  is  neatly  gotten  up  and  the 
matter  so  arranged  as  to  facilitate  rapid  reference. 
The  drugs,  their  properties,  use,  therapeutics,  in- 
compatibles, dose,  correction  of  their  taste,  sam- 
ple formulae,  their  antagonists  and  antidotes  are 
briefly  but,  for  most  purposes,  adequately  dis- 
cussed. That  this  book  fills  a want  is  attested  by 
the  fact  that  this  is  the  fourth  edition  and  that 
previous  to  its  appearance  it  had  been  out  of  print 
for  some  time.  Durand. 
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ORIGINAL  CONTRIBUTIONS 

THE  REPAIR  OF  BONE  DEFECTS  BY 
THE  USE  OF  AUTOGENOUS 
GRAFTS* 

By  D.  B.  Phemister,  M.  D. 

CHICAGO,  ILL. 

From  the  Surgical  Clinic  Rush  Medical  College. 

The  free  transplantation  of  tissues  has  been 
possible,  except  to  a very  limited  extent,  only 
since  the  introduction  of  aseptic  surgery.  Ad- 
vances during  the  early  part  of  the  aseptic  era 
consisted  largely  in  new  and  improved  methods 
for  the  removal  of  diseased  conditions;  later  more 
attention  was  paid  to  the  repair  of  defects  left 
by  disease-  injury  or  operation  which  led  rapidly 
to  an  interest  in  the  free  transplantation  of  tissue. 
During  the  past  ten  or  twelve  years  no  subject  in 
the  realm  of  operative  surgery  has  been  more  thor- 
oughly investigated  or  more  rapidly  advanced. 
While  the  facts  as  to  what  happens  to  transplanted 
tissues  are  fairly  well  worked  out,  the  extent  of  the 
clinical  application  of  transplantation  of  many 
tissues  is  as  yet  undetermined  because  of  the  few- 
ness of  the  cases  operated  on  and  of  the  possible 
conditions  in  which  it  has  been  used,  and  the  in- 
sufficient time  elapsed  in  which  to  observe  end- 

*Read  before  the  Twentieth  Annual  Meeting  of  Utah  State 
Medical  Association,  Salt  Lake  City,  Utah,  Sept.  29-30,  1914. 


results.  The  results  of  investigations  have  shown 
the  importance  of  certain  factors  which,  with  their 
special  application  to  bone,  may  be  considered 
under  the  following  heads: 

1.  The  source  of  material  or  the  animal  from 
which  the  transplant  is  obtained. 

Autoplastic  grafts,  that  is,  grafts  taken  from  the 
same  animal,  give  the  most  uniform  and  satisfactory 
results.  Autoplastic  transplantation  of  all  except 
the  most  highly  specialized  tissues,  as  nerve,  muscle 
and  certain  glands,  can  be  accomplished. 

Homoplastic  grafts,  or  grafts  from  another  ani- 
mal of  the  same  species,  are  much  less  suited  for 
transplantation,  successful  results  being  obtained 
only  with  the  simplest  types  of  tissues. 

Heteroplastic  grafts,  or  those  derived  from  an 
animal  of  another  species,  always  undergo  complete 
necrosis,  regardless  of  the  nature  of  tissue. 

Bone  is  best  transplanted  in  the  form  of  auto- 
plastic grafts  but  the  experiments  of  Axhausen 
show  that  homoplastic  transplants  can  be  success- 
fully used,  although  the  number  of  surviving  cells  is 
fewer  and  proliferation  from  them  is  less  extensive. 
Bone  from  an  animal  of  a different  species  behaves 
in  the  same  manner  as  dead  bone  or  ivory. 

2.  The  nature  of  the  cells  comprising  the  trans- 
plant. 

The  more  highly  specialized  a tissue  the  less 
marked  are  its  regenerative  powers,  and  the  more 
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marked  the  degenerative  changes  when  its  nutrition 
is  interferred  with,  such  as  results  in  free  trans- 
plantation. Every  type  of  cell  in  bony  tissue, 
which  belongs  to  the  lowest  or  connective  tissue 
group,  is  capable  of  surviving  if  it  is  so  situated 
as  to  receive  sufficient  nutrition  by  the  permeating 
serum  and  to  obtain  a rapid  restoration  of  the 
blood-vascular  circulation.  But  that  the  great  bulk 
of  all  of  the  transplant  does  not  live  and  its 
ossified  cells  undergo  necrosis  will  be  shown 
later  on. 

3.  The  indication  for  the  transplantation. 

When  tissue  is  transplanted  into  a defect  in  the 

course  of  similar  tissue,  where  there  is  a function 
to  be  performed,  it  undergoes  proliferative  and 
transformative  changes,  become  united  with  the 
ends,  and  does  the  work  of  the  missing  portion. 
If  transplanted  into  a foreign  tissue  in  a useless 
location  its  vitality  may  be  preserved  but,  since 
there  is  no  function  to  be  performed,  it  undergoes 
atrophy  of  disuse  and  is  slowly  absorbed.  This 
is  in  obeyance  of  Roux’s  law  of  functional  adapta- 
tion which,  as  I have  pointed  out  in  a previous 
article,  is  applicable  to  transplanted  tissues  as  well 
as  to  those  in  which  there  has  never  been  any  dis- 
turbance in  position  or  circulation.  This  ru'e  holds 
particularly  well  for  bone  which,  when  placed 
into  a bony  defect,  unites  in  position  and  performs 
the  function  of  the  missing  portion ; but  when 
placed  into  the  soft  parts  undergoes  very  little 
proliferation  and  is  slowly  absorbed. 

4.  The  technic  of  the  transplantation. 

Asepsis  is  essential  for  uniformly  good  results, 

although  bone  transplantation  may  be  successful  in 
the  presence  of  a mild  infection  which,  without 
killing  all  the  cells  of  the  graft,  sets  up  in  it  a 
mild  osteomyelitis.  Good  hemostasis  is  essential 
for  the  rapid  reestablishment  of  circulation.  A 
hematoma  interferes  with  the  early  nutrition  of  the 
graft  by  permeating  serum  and  with  the  ingrowth 
of  capillaries  from  the  surrounding  parts,  with 
which  it  cannot  come  in  perfect  apposition.  Bone 
transplanted  into  a bony  cavity,  the  walls  of  which 
cannot  collapse  and  come  in  contact  with  it,  be- 
comes surrounded  by  a blood-clot  and  undergoes 
necrosis.  This  will  be  further  discussed  under  the 
treatment  of  myeloid  sarcoma.  Good  approxima- 
tion and  fixation  of  the  ends  of  the  transplant  and 
of  the  tissues  containing  the  defect  are  essential 
because  the  better  the  approximation  the  more  rapid 
the  union,  and  the  more  perfect  the  fixation  the 
sooner  the  part  can  resume  its  function.  A suc- 
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cessful  clinical  result  does  not  imply  that  ail  of  the 
transplant  lived,  for  a variable  amount  of  every 
transplant,  bone  included,  undergoes  necrosis  and 
substitution. 

When  bone  is  transplanted  into  a bony  defect 
nature  is  confronted  with  three  tasks  to  perform, 
namely : 

1.  The  preservation  of  nutrition  and  reestab- 
lishment of  circulation  in  the  transplant. 

2.  The  union  of  the  ends  of  the  transplant 
with  the  surrounding  bone. 

3.  The  transformation  of  the  transplant  into 
a duplicate  of  the  normal  bone  whose  place  it  fills. 

An  analysis  of  a series  of  experiments  which  I 
have  performed  in  order  to  determine  these  factors 
leads  to  the  following  conclusions: 

1.  As  to  the  preservation  of  nutrition  and  re- 
establishment of  the  circulation  of  the  transplant. 

The  unossified  portions,  i.  e..  the  periosteum 
and  endosteum,  being  soft  and  easily  permeable 
tissues  and  located  about  the  surface  of  the  trans- 
plant where  penetration  by  serum  and  ingrowth 
of  capillaries  from  the  surrounding  parts  readily 
occurs,  survive  the  transplantation.  Some  of  the 
superficial  bone  cells  and  fibrous  contents  of  the 
Haversian  canals  also  remain  alive.  The  great 
bulk  of  the  bone  cells  being  inaccessible  to  nutri- 
tion gradually  undergo  necrosis  and  absorption. 
The  bone  marrow,  i.  e.,  the  hemopoetic  cells, 
probably  because  of  their  greater  degree  of  special- 
ization, gradually  undergoes  necrosis. 

2.  Union  of  the  ends  of  the  transplant  with  the 
ends  of  the  shaft. 

The  process  is  analogous  to  the  healing  of  two 
fractures  and  is  accomplished  by  proliferative 
changes  leading  to  callus  formation,  not  only 
from  the  tissues  of  the  ends  of  the  shaft  but  also 
from  those  tissues  of  the  ends  of  the  transplant 
which  survive  the  transplantation.  The  chief  dif- 
ferences between  the  healing  of  the  defect  between 
a transplant  and  shaft  and  the  healing  of  a simple 
fracture  are  that  callus  formation  from  the  end  of 
the  transplant  is  not  so  great  as  from  the  end  of 
the  shaft,  and  that  bony  union  requires  a much 
longer  time  in  which  to  occur.  These  differences 
are  due  chiefly  to  the  fact  that  the  surviving  cells 
of  the  transplant  suffer  nutritional  disturbances 
which  are  sufficient  to  diminish  their  osteogenetic 
properties. 

The  periosteum  and  endosteum  of  the  ends  of 
both  fragment  and  transplant  proliferate  and  form 
a periosteal,  a medullary  and,  bv  extention  into  the 
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fracture  line,  an  intermediary  callus  which  goes 
through  three  periods  of  transformation,  namely, 
the  period  of  fibrous  callus  formation,  the  period 
of  ossification  and  the  period  of  reduction  and  con- 
solidation. The  ossification  of  the  callus  formed 
from  the  transplant  and  fragment  begins  separately 
on  the  bony  surface  of  each  and  proceeds  to  the 
intermediary  callus  from  either  end.  It  requires 
from  weeks  to  months  for  bony  union  to  occur, 
which  is  always  slower  at  the  end  nearest  the  mid- 
dle of  the  shaft  where  the  cortex  is  thickest,  the 
medullary  cavity  smallest  and  immobilization  poor- 
est. If  periosteum  be  removed,  peripheral  callus 
formation  is  much  slower  and  union  requires  a 
greater  time  in  which  to  occur.  If  both  periosteum 
and  endosteum  are  removed,  so  that  the  transplant 
consists  only  of  compact  cortex,  callus  formation 
from  the  surviving  bony  cells  at  its  ends  is  very 
slight  and  union  is  seriously  delayed,  because  almost 
all  of  the  task  has  to  be  performed  bv  proliferation 
of  the  cells  of  the  end  of  the  shaft. 

3.  Transformation  of  the  transplant  into  a 
duplicate  of  the  normal  bone  whose  place  it  fills. 

This  is  a purely  compensatory  change.  The 
transplant  is  called  upon  to  perform  the  function 
of  the  missing  bone,  which  it  will  do  more  nearly 
if  its  form,  size,  and  structure  are  changed  to  those 
of  the  missing  portion.  In  case  the  defect  is  filled 
in  by  the  unaltered  excised  portion,  (as  in  some  of 
the  experiments  shown),  no  alteration  in  form 
will  be  necessary  except  that  demanded  by 
any  malposition  of  fragments;  but,  where  a trans- 
plant of  different  size  and  shape  is  used,  trans- 
formation will  be  called  for  in  proportion  to  the 
degree  of  variation.  An  internal  transformation 
in  the  compact  bone  is  also  brought  about  by  the 
nutritional  disturbances,  resulting  in  death  of 
nearly  all  of  the  bone-cells.  The  living  cells  of 
the  transplant  proliferate  and  form  new  bone  which 
gradually  takes  the  place  of  the  dead  portions. 
Blood  vessels  and  osteogenetic  cells  from  the  sur- 
viving peripheral  portions  gradually  grow  into  and 
dilate  the  Haversian  canals,  depositing  circum- 
ferential lamellae  of  new  bone  as  the  old  is  ab- 
sorbed. This  is  the  so-called  “creeping  substitu- 
tion” of  old  bone  by  the  new,  which  process  con- 
tinues until  all  of  the  dead  cortex  is  replaced,  re- 
quiring from  three  months  to  a year  or  more  for 
completion,  depending  upon  the  size  and  density 
of  the  transplant.  The  surviving  superficial  por- 
tions which  bring  about  this  transformation  are 


the  periosteum,  endosteum,  and  some  of  the  bone- 
cells. 

Where  only  a part  of  the  circumference  of  the 
cortex  is  used  as  the  transplant  marked  prolifera- 
tion and  reconstruction  extending  over  a consider- 
able time  is  necessary  before  it  reaches  the  size 
and  shape  of  the  missing  portion.  This  always  re- 
quires a number  of  years,  except  in  case  of  the 
smaller  bones  of  the  extremities. 

If  periosteum  and  endosteum  are  left  on  the 
transplant  proliferation  is  greatest.  When  they  are 
removed  the  number  of  surviving  osteogenetic  cells 
is  few  and  the  transformation  is  very  slow  in 
occurring. 

CLINICAL  APPLICATION  OF  TRANSPLANTED  BONE. 

From  the  experimental  observations  it  is  obvious 
that  the  best  form  of  transplant  is  one  consisting 
of  autoplastic  bone  with  periosteum  and  endosteum 
intact.  Bone  devoid  of  these  structures  can  be 
used  but  the  repair  is  very  much  slower  than  where 
they  are  present.  The  region  from  which  the 
transplant  is  taken  is  ordinarily  the  shaft  of  the 
tibia,  but  it  varies  according  to  the  kind  of  bone 
desired  for  the  defect.  A slightly  curved  incision 
with  its  concavity  mesialwards  is  made  over  the 
tibia  down  to  the  periosteum,  exposing  its  crest 
and  inner  surface.  The  transplant,  which  may 
be  of  any  desired  size  or  shape,  is  then  outlined  by 
incising  the  periosteum  and  retracting  it  from  the 
immediate  surrounding  bone.  This  gives  a free 
surface  for  the  cutting  instrument,  so  that  the 
transplant  may  be  removed  without  tearing  away 
its  periosteum.  There  are  two  methods  of  excising 
the  transplant,  namely,  the  circle  saw  and  the 
chisel.  Ordinarily  a right-angled  chisel  is  used 
with  which  a groove  is  made  about  the  transplant. 
The  deeper  portions  and  ends  may  then  be  severed 
with  a straight  chisel. 

Transplantation  may  be  done  for  any  one  of  the 
following  conditions,  which  as  far  as  possible  are 
illustrated  by  cases  operated  on  by  Drs.  Bevan, 
Lewis  and  myself  in  the  surgical  clinic  of  Rush 
Medical  College:  Defects  in  the  course  of  long 

bones,  the  result  of  tumors,  traumatism,  bone 
cysts  and  osteomyelitis  which  may  be  repaired,  pro- 
vided the  conditions  necessary  for  a successful 
transplantation  are  present.  In  case  of  compound 
fractures  with  sequestra  or  infection,  wait  until 
the  wound  is  clean  before  transplantation. 

Tumors.  Myeloid  sarcomata  are  the  most 
favorable  ones  for  local  removal  and  repair  by 
means  of  a transplant.  If  small  and  slow  growing, 


REPAIR  OF  BONE  DEFECTS PHEMISTER. 


38 


Fig.  1.  Fig.  2. 

Fig.  1. — Encliondrosarcoma  of  fifth  metacarpal  bone. 

Fig.  2. — Six  weeks  after  curetting. 

they  may  be  freely  exposed  and  removed  by  thor- 
ough curretage.  The  proper  treatment  of  the  re- 
maining cavity  is  as  yet  an  unsettled  question.  It 
may  be  drained,  filled  with  soft  parts  or  allowed 
to  fill  with  a blood-clot.  The  regeneration  of  the 
shaft  is  then  intrusted  to  the  remaining  shell  of 
cortex  and  periosteum  which  it  slowly  accom- 
plishes in  the  great  majority  of  cases.  Fig.  1,  is 
of  a very  slow  growing  chondro-fibroma  or  pos- 
sibly sarcoma  of  the  fifth  metacarpal  bone  of  five 
years’  standing.  At  operation  the  tumor  was  very 
scrupulously  curretted  away.  The  remaining  space 
was  partly  filled  along  the  shaft  by  the  infolding 
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of  muscle,  but  that  of  the  epiphysis  was  left  to  fill 
with  a blood  clot.  Wound  healing  was  prompt 
and  the  regeneration  of  the  shaft  is  being  accom- 
plished by  the  remaining  cortex*  (Fig.  2). 

Bloodgood  advocates  filling  the  cavity  in  such 
cases  with  a bony  transplant  in  order  first  to 
obliterate  the  dead  space  and  second  that  it  may 
aid  in  the  restoration  of  the  missing  portion.  Be- 
cause of  the  poor  conditions  for  nutrition  in  such 
a rigid  walled  cavity  the  transplant  becomes  sur- 
rounded by  a blood-clot  and  undergoes  necrosis  in 
the  great  majority  of  cases;  consequently  it  does 
not  take  part  in  the  regeneration  of  the  shaft.  The 
dead  transplant  frequently  leads  to  the  formation 
of  a fistula  and  gradually  undergoes  absorption,  be- 
having in  the  same  detrimental  manner  as  a se- 
questrum in  chronic  osteomyelitis.  Removal  is 
frequently  necessary  as  illustrated  by  the  follow- 
ing cases : 

Case  1.  VI.  K.  38  years  old.  Myeloid  sarcoma 
of  the  lower  end  of  the  femur,  four  and  one-half 
yearn  duration.  Operated  on  by  Dr.  Dean  Lewis. 
A window  was  excised,  the  entire  tumor  mass 
curretted  out  and  several  pieces  of  bone  from 
tibia  transplanted  into  the  large  defect.  Remainder 
of  the  cavity  filled  with  blood  clot ; fistula  forma- 
tion resulted  shortly  afterwards.  During  the  next 
few  months  there  was  rapid  regeneration  of  the 
shaft  from  the  remaining  shell  of  cortical  bone 
but  none  from  the  transplant.  Manipulation  re- 

*Four  months  later  regeneration  almost  completed. 


Fig.  3. — Myeloid  sarcoma  of  tibia. 


Fig.  i. — After  operation  with  transplant 

in  cavity. 


Tig.  5. — Ten  months  later.  Shows  necrosis 
and  absorption  of  transplant  and  re- 
generation of  shaft  from  cortical  shell. 
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suited  in  fracture  of  the  shell  which  also  seemed 
to  hasten  the  new  bone  formation.  Because  of  the 
persistent  fistula  the  transplants  were  removed  at 
the  end  of  thirteen  months  and  were  all  found  to 
be  dead.  There  has  been  no  recurrence  of  the 
tumor  and  the  space  is  largely  filled  with  new 
bone  at  the  end  of  eighteen  months.  (At  correcture 
remaining  cavity  curetted  at  end  of  two  years  and 
microscopic  examination  shows  recurrence  of 
tumor) . 

Case  2.  G.  K.  18  years  old.  Myeloid  sarcoma 
of  the  upper  end  of  the  tibia  of  one  year’s  stand- 
ing. (Fig.  3).  Tumor  thoroughly  removed  by 
curretage  through  a window  in  the  cortex.  Cavity 
swabbed  out  with  carbolic  acid  and  partly  filled 
by  a long  but  narrow  transplant  taken  from  the 
crest  of  jhe  tibia.  (Fig.  4).  Wound  healed  by 
primary  intention  but  subsequent  fistula  forma- 
tion occurred.  Rapid  regeneration  and  filling  in 
of  the  defect  from  the  cortical  shell.  No  regenera- 
tion from  the  transplant  which  showed  evidences 
of  necrosis.  (Fig.  5).  Fistula  persisted  and  trans- 
plant was  removed  at  the  end  of  the  ten  months. 
Examination  showed  it  to  be  necrotic  and  worm- 
eaten. 

In  these  two  cases  the  transplant  was  not  only 
of  no  service  but  did  some  harm  in  that  it  kept 
up  a fistula  simulating  a sequestrum  in  osteomye- 
litis. 

If  a myeloid  sarcoma  be  more  malignant  or 
extensive  and  has  destroyed  most  of  the  bony 
cortex  and  perhaps  broken  into  the  soft  parts, 
resection  of  the  entire  end  of  the  bone  with  trans- 
plantation into  the  defect  is  indicated.  This  is 
illustrated  by  the  following  case: 

Case  3.  C.  M.  29  years  old.  Myeloid  sarcoma 
of  the  lower  end  of  the  ulna  of  six  months’  stand- 
ing. (Fig.  6).  An  incision  eight  inches  long  was 
made  over  the  radial  side  of  the  forearm  and  hand, 
extending  upward  from  the  metacarpo-phalangeal 
joint  of  the  thumb.  Skin  flaps  were  dissected  up 
both  anteriorly  and  posteriorly,  exposing  the  ten- 
dons on  both  sides  of  the  wrist  joint.  Each  tendon 
sheath  was  split  open  longitudinally  and  the  ten- 
dons lifted  from  their  beds,  leaving  the  sheaths  in 
contact  with  the  tumor.  The  tendons  were  pulled 
aside  and  a midcarpal  disarticulation  performed, 
leaving  the  scaphoid  and  semilunar  bones  attached 
to  the  radius.  The  hand  and  tendons  were  then 
luxated  to  the  ulnar  side  and  the  connections  be- 
tween radius  and  ulna  severed  to  a point  one  inch 
above  the  tumor.  The  radius  was  then  sawed  off 
and  tumor  removed  without  its  capsule  having 
been  opened.  A transplant,  shaped  somewhat  like 
the  missing  portion  of  radius,  was  taken  from  the 
tibia,  placed  into  the  defect  and  united  to  the 
lower  end  of  the  radial  fragment  by  two  silver 
wires.  (Fig.  7).  Hand  and  tendons  then  re- 
placed and  wound  sutured. 

From  the  extensive  undermining  of  the  flaps  a 
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Fig.  6. — Myeloid  sarcoma  of  lower  end  of  radius  of  six 
months’  standing 

Fig.  7. — After  resection  and  transplantation. 

Fig.  S. — Twenty  months  after  operation. 


dollar-sized  area  of  gangrene  of  the  skin  developed 
over  the  lower  end  of  the  transplant  which  led  to 
necrosis  and  necessitated  the  removal  of  three- 
quarters  of  an  inch  at  the  end  of  two  months.  The 
silver  wires  were  removed  at  the  end  of  three 
months  because  of  fistula  formation.  Bony  union 
between  transplant  and  fragment  was  complete  at 
the  end  of  four  months.  Mobility  of  the  wrist 
joint  and  of  the  flexor  and  extensor  tendons  have 
gradually  improved  until,  at  the  end  of  twenty 
months,  the  patient  has  considerable  use  of  the 
hand.  (Fig.  8). 

Myeloid  sarcoma  rarely  affects  the  shafts  of  the 
long  bones,  but  such  cases  when  advanced  should 
be  treated  by  a resection  of  the  involved  area  with 
transplantation  into  the  defect,  the  ends  of  the 
transplant  being  inserted  into  the  medullary  cavity 
of  the  fragments. 

Periosteal  sarcomas  are  rarely  favorable  for  re- 
section and  transplantation  because  of  the  early 
and  somewhat  diffuse  involvement  of  soft  parts 
which  occurs.  Amputation  is  nearly  always  the 
operation  of  choice.  Early  diagnosis  would  render 
possible  conservative  treatment  by  resection  and 
transplantation,  in  a greater  percentage  of  cases. 

Fractures.  Bone  transplantation  in  the  treat- 
ment of  both  fresh  and  older  ununited  fractures 
is  being  employed  too  much  at  the  present  time. 
Surgeons  enthused  by  their  ability  to  effect  per- 
fect coaptation  and  internal  fixation  of  fractures 
by  the  open  operation  have  neglected  the  older 
conservative,  bloodless  methods  of  reduction  and 
fixation.  They  have  not  only  lost  skill  in  the  re- 
duction and  dressing  of  fractures  but  also  their 
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patience.  If  a fracture  be  not  united  at  the  end 
of  three  or  four  months,  and  if  misguided  by  the 
x-ray  which  shows  an  incompletely  ossified  in- 
termediary callus,  they  regard  the  case  as  one  of 
non-union  instead  of  delayed  union  and  resort  to 
operation.  Many  fractures  that  would  heal  in 
two  or  three  months’  time  are  operated  on  and 
plated  or  splinted,  after  which  from  two  to  six 
months’  time  elapses  before  bony  union  occurs.  All 
these  things  are  to  be  considered  aside  from  the 
immediate  operative  mortality  and  the  secondary 
operations,  the  result  of  infection,  as  amputations 
and  the  removal  of  plates,  necrotic  bone  and  trans- 
plants. 

When  after  months  or  years  a fracture,  accom- 
panied by  little  displacement  of  fragments,  has  not 
united  and  shows  little  or  no  tendency  to  unite, 
operative  treatment  by  means  of  transplanted  bone 
is  indicated.  The  ends  of  the  fragments  may 
possess  little  tendency  to  callus  production,  or  a 
normal  amount  of  callus  may  form  but  it  does  not 
possess  the  power  of  ossification.  In  such  cases  the 
transplant,  taken  from  another  healthy  bone  and 
possessing  surviving,  healthy,  osteogenetic  cells,  will 
aid  in  the  production  of  union,  not  only  by  the 
mechanical  support  which  it  renders  but  also  by 
the  formation  of  a healthy  callus.  This  osteo- 
genetic power  is  one  of  the  main  advantages  of  a 
transplant  over  a Lane  plate  in  the  treatment  of 
ununited  fractures. 

The  best  means  of  using  the  transplant  is  as  a 
medullary  splint,  a method  which  has  been  so  well 
worked  out  and  extensively  employed  by  Dr.  Mur- 
phy. The  ends  of  the  fragments  are  freed  and 
matched.  Any  excessive  callus  is  removed  and 
the  ends  of  the  medullary  canals  are  reamed  out  by 
means  of  a Murphy  bit.  A transplant  is  cut  from 
the  tibia  and  its  ends  fitted  to  the  medullary 
cavities.  The  transplant  should  be  from  one  to  two 
inches  longer  than  the  defect.  One  end  is  inserted 
into  the  medullary  cavity  of  a fragment  and  driven 
in  sufficiently  far  tp  allow  of  the  insertion  of  the 
other  end  into  the  medullary  cavity  of  the  other 
fragment.  The  transplant  is  then  grasped  with 
bone-holding  forceps  and  hammered  backward  until 
the  transplant  is  equally  distributed  in  the  ends  of 
the  two  fragments.  It  should  fit  snugly  and  thereby 
accomplish  as  much  internal  fixation  as  possible. 

The  two  fragments  may  be  morticed  and  a trans- 
plant inserted  into  the  opposing  cortical  defects. 
It  should  be  held  in  place  by  a band  of  silver  wire 
about  either  end.  The  following  case  which  pre- 
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sents  many  interesting  features  will  serve  as  an 
illustration : 

Case  4.  B.  W.  12  years  old.  Born  with  a 
congenital  fracture  of  the  lower  third  of  the  tibia. 
It  led  to  a congenital  pseudoarthrosis.  He  was 
operated  on  three  times  by  Dr.  Bevan  by  freshen- 


Fig;.  9. — Congenital  pseudoarthrosis  repaired  by  means  of  a 
transplant  which  fractured  at  seat  of  pseudoarthrosis. 


Fig.  10. — Transplant  nine  months  old  showing  substitution 
of  cortex,  which  died,  by  new  bone  from  the  cells  which  survived. 

ing  and  morticing  the  ends  of  the  fragments  but 
always  with  a recurrence.  In  April,  1911,  a Lane 
plate  was  applied  with  a similar  result.  In  April, 
1912,  the  ends  of  the  fragments  were  pared,  a 
portion  of  the  cortex  of  each  excised  and  a trans- 
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plant  which  was  held  in  position  by  two  encircling 
silver  wires  was  inserted  into  the  defect.  Union 
between  transplant  and  upper  fragment  was  bony, 
but  that  between  it  and  the  lower  fragment  was 
fibrous.  After  six  months  a fracture  through  the 
transplant  occurred  and  the  pseudoarthrosis  re- 
turned. One  year  later  the  operation  was  re- 
peated, the  transplant  being  taken  from  the  same 
region  on  the  other  tibia  where  in  the  meantime 
the  shaft  had  been  completely  regenerated.  Again 
union  between  transplant  and  fragments  was  bony 
above  and  fibrous  below  and  a fracture  of  the 
transplant  occurred.  (Fig.  9).  Nine  months  later 
amputation  was  decided  on  and  performed. 

Microscopic  examination  shows  almost  complete 
bony  reconstruction  of  the  upper  portion  of  the 
transplant  united  with  the  upper  fragment.  The 
necrotic  pprtion  of  the  transplant  has  been  largely 
replaced  by  irregular  trabecullae  of  new  bone. 
(Fig.  10).  The  lower  portion  of  the  transplant 
shows  marked  osteoporosis  and  very  little  new  bone 
formation.  The  reason  for  this  is  that  it  projected 
into  the  soft  parts,  was  only  loosely  attached  to 
the  shaft  and  had  no  function  to  perform ; con- 
sequently it  was  gradually  being  absorbed. 

Every  tj'pe  of  operative  treatment  for  congenital 
pseudoarthrosis  is  apt  to  be  unsuccessful.  Fresh- 
ening the  ends,  morticing,  wiring  and  plating  all 
result  in  failure.  Bone  transplantation  in  such 
cases  has  given  successful  results  in  the  hands  of 
Coadivilli,  Reichel,  Froelich,  Murphy  and  others. 
Perhaps  the  best  technic  is  the  resection  of  the 
osteogenetically  sterile  fragment  ends,  and  the  in- 
sertion of  a long  transplant,  the  ends  of  which  are 
implanted  into  the  medullary  cavities  of  the  ends 
of  the  fragments.  This  plan  of  operation  has 
proved  successful  in  some  of  Dr.  Murphy’s  cases. 

Albee  has  used  the  inlay  method  of  inserting 
the  transplant  in  ununited  fractures.  A strip  of 
cortex  is  cut  from  both  upper  and  lower  frag- 
ments and  a snugly-fitting  transplant  is  laid  into 
the  defect. 

Intracapsular  fracture  of  the  neck  of  the  femur, 
leaving  the  head  with  no  other  attachment  than 
the  ligamentum  teres,  is  practically  never  fol- 
lowed by  bony  union.  This  has  been  shown  by 
the  extensive  studies  of  F.  C.  Cotton,  of  Boston. 
Nailing  with  steel  or  ivory  nails  has  nearly  always 
proven  useless.  Attempts  were  first  made  by  Lexer 
to  use  a transplant  for  fixation  in  these  cases.  Sev- 
eral similar  attempts  have  recently  been  made  in 
this  country.  The  upper  end  of  the  femur  is  ex- 
posed anteriorly  and  laterally.  A hole  is  bored 
through  the  trochanter  and  neck  into  the  head  and 
a large  transplant  is  driven  into  the  cavity.  The 
idea  is  to  hold  the  head  firmly  against  the  neck 


while  healing  of  the  fracture  occurs  by  callus 
formation  from  fragment  ends  and  transplant. 
Unfortunately  the  results  have  been  disappointing 
as  the  procedure  is  technically  a difficult  one  to 
carry  out. 

I operated  on  a case  one  year  ago  but  have 
been  unable  to  trace  the  result  as  the  patient  was 
lost  track  of  after  leaving  the  hospital.  Six  months 
ago  Dr.  Lewis  operated  on  a sixteen  year  old 
boy  and  examination  at  the  present  time  shows 
the  result  to  be  a failure.  The  transplant  grad- 
ually became  dislodged  from  the  head  and  the 
protruding  portion  absorbed.  The  push  and  pull 
x-rays  made  recently  show  non-union  of  the  frac- 
ture. The  case  was  a favorable  one  in  so  tar  as 
the  upper  fragment  was  concerned,  as  microscopic 
examination  of  a piece  chipped  off  of  the  head 
at  the  time  of  operation  showed  its  bone  cells  to 
be  alive,  which  is  not  the  case  in  similar  fractures 
in  old  people. 

Arthrodesis,  or  the  production  of  a stiff  joint, 
has  been  attempted  by  means  of  the  transplant. 
Lexer  first  used  the  method  to  ankylose  the  ankle 
joint  at  a right  angle  in  cases  of  drop  foot.  He 
bored  a hole  through  the  os  calsis,  astragulus,  and 
into  the  lower  end  of  the  tibia,  after  which  a 
transplant  taken  from  the  tibia  was  driven  into 
the  cavity.  Schewendin  has  analyzed  the  results 
obtained  by  this  operation  in  Bier’s  clinic,  and 
reports  fracture  of  the  transplant  with  recurrence 
of  the  deformity  in  nearly  all  of  the  cases. 
Kanavel  has  attempted  to  produce  ankylosis  of  the 
knee  in  Charcot’s  joint  by  resection  of  the  end  of 
the  bone  and  implantation  of  a medullary  graft. 
The  cases  have  been  operated  on  too  recently  to 
know  about  the  final  result. 

Defects  of  the  skull  bones  are  best  repaired 
after  carefully  freshening  the  edges  by  free  trans- 
plantation of  a suitable  piece  of  tabula  externa 
taken  from  the  parietal  region.  The  tabula  ex- 
terna is  very  apt  to  splinter  during  its  removal, 
but  this  matters  little,  as  the  fragments  are  held 
together  bv  the  overlying  pericranium.  Fig.  1 1 
shows  a congenital  defect  one  and  one-half  inches 
in  diameter  in  the  right  frontal  region  which  was 
operated  on  by  Dr.  Schrager  and  myself  two 
months  ago.  The  graft  was  outlined  from  a gutta 
percha  pattern  of  the  defect  and  was  satisfactorily 
removed  except  on  the  thin  temporal  side,  where 
the  entire  thickness  of  the  skull  was  taken  from 
an  area  the  size  of  a quarter  of  a dollar.  This 
could  have  been  avoided  by  going  nearer  to  the 
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Fig.  11. — Congenital  deficit  of  skull. 

middle  line  of  the  skull,  where  the  bone  is  thicker. 
The  transplant  closes  the  defect  .admirably  and  is 
firmly  united  in  position.  (Fig.  12). 

In  trifacial  neuralgia  Kanavel  has  performed 
osteoplastic  closure  of  the  foramena  of  exit  after 
extraction  of  the  second  and  third  divisions  of  the 
fifth  cranial  nerve.  I have  recently  operated  on 
a case  where  the  third  division  alone  was  involved. 
Through  a skin  incision  the  mental  foramen  was 
exposed  and  the  nerve  extracted.  The  canal  was 
enlarged  by  chiselling  away  its  bony  walls  and  a 
transplant  cut  from  the  neighboring  bone  was 
driven  into  the  defect.  (Fig.  13).  The  patient 
has  been  entirely  relieved  by  the  operation  but  the 
time  of  four  months  is  too  short  in  wThich  to  say 
whether  the  result  will  be  lasting.  An  objection 
to  this  form  of  treatment  is  that,  although  an 
osteoplastic  closure  of  the  foramen  is  obtained, 
thereby  preventing  a regrowth  of  the  nerve  to  the 
skin,  the  other  terminal  fibers  of  the  fifth  nerve 
supplying  the  teeth  and  gums  and  coming  off  be- 
fore its  exit  from  the  foramen  may  cause  a con- 
tinuance of  the  neuralgia.  Consequently  Kanavel 
advised  plugging  the  foramen  of  entrance  in  the 
ramus  with  the  excised  overlying  window  turned 
at  right  angles  to  its  normal  position. 

The  Albee  operation  for  tuberculosis  of  the 
spine  consists  in  placing  a transplant  into  the  split 
spinus  processes  of  four  or  five  vertebrae  in  the 
region  of  the  diseased  focus.  The  idea  is  to  pro- 


Fig. 12. — Closed  by  free  transplant  of  tabula  externa  from 
parietal  region. 

duce  a bony  ankylosis  between  these  vertebrae, 
thereby  immobilizing  the  spine  and  preventing  the 
development  of  a deformity.  My  own  experience 
of  four  cases  with  the  method  has  been  too 
limited  to  allow  me  to  speak  with  authority  of  its 
value,  but  the  experience  of  Albee  and  others  is 
sufficient  to  show  that  the  bony  connection  remains 


Fig  13. — Closure  of  inframental  foramen  (b)  by  transplant 
from  (a). 

permanent.  The  clinical  results  are  favorable 
enough  to  give  the  operation  a recognized  place 
in  the  treatment  of  tuberculosis  of  the  spine. 

The  Albee  operation  may  also  be  performed  on 
patients  with  fracture-dislocation  of  the  fifth 
cervical  vertebra,  where  a flail-neck  has  resulted 
and  the  head  has  to  be  supported  either  by  the 
hand  or  by  a brace  applied  about  the  neck.  De- 
Quervain  has  operated  on  such  cases  by  the  trans- 
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plantation  of  bone  into  the  spinus  processes  with 
favorable  results. 

122  S.  Michigan  Ave. 

DISCUSSION. 

Dr.  Tryee:  In  a place  surrounded  by  mines  and 

smelters  most  of  our  bony  cases  are  traumatic. 
In  that  respect  our  experience  in  bone  operations 
necessarily  differs  a good  deal  from  the  line  of 
work  which  Dr.  Phemister  is  doing.  We  run  across 
many  cases  of  bony  defects,  especially  in  the  ex- 
tremities and  in  the  skull,  where  something  has 
to  be  done.  We  have  to  get  a leg  for  the  patient 
that  he  can  walk  on  in  as  short  a period  of  time 
as  is  consistent  with  good  surgery.  For  that  reason 
I have  been  led  in  the  last  three  years  to  employ 
the  bone  operating  method  in  the  treatment  of  a 
good  many  kinds  of  fractures.  I am  rather  sur- 
prised to  heaf  Dr.  Phemister  speak  so  much  about 
sinus  formation  and  necrosis  of  the  bone  in  his 
transplants.  I do  not  see  why  a transplanted  piece 
of  bone  should  form  a sequestrum.  In  the  last 
year  and  a half  I have  three  times  implanted  ivory 
in  compound  fractures  of  the  forearm.  I have  al- 
lowed the  compound  portions  of  the  fractures  to 
heal,  and  then  adopted  the  open  method,  cut  ivory 
plates  about  three  inches  long,  about  the  size  of 
a lead  pencil,  and  inserted  them.  Those  cases  have 
all  gotten  well.  In  one  case  I transplanted  from  the 
tibia  into  both  the  ulna  and  radius.  I am  sure  the 
fragments  were  completely  restored,  because  it  has 
been  a year  ago  and  I have  had  no  complaint. 
There  was  no  sign  of  necrosis  nor  sinus  formation. 
I have  never  seen  a sinus  formation  following  a 
Lane  plate  except  in  one  case  where  during  the 
night  the  patient  took  off  the  dressings  and  got 
infection.  I had  a poor  result  in  a defect  of  the 
skull  where  the  man  had  been  hit  on  the  forehead 
by  a large  rock  and  an  area  of  the  right  frontal 
bone  about  an  inch  and  a half  in  diameter,  includ- 
ing the  superior  portion  of  the  orbit,  had  been 
removed  by  another  doctor.  About  a month  after 
the  bone  had  entirely  healed  I dissected  a horse- 
shoe flap  over  the  area  of  fracture,  chiseled  small 
pieces  from  the  anterior  part  of  the  tibia  and 
morticed  them  into  the  bone.  Three  months  later 
it  looked  fine.  Six  months  after  there  was  a de- 
cided absorption  of  the  transplant.  About  a month 
ago  I had  a letter  from  the  patient  saying  he  thinks 
the  entire  bony  transplant  has  been  absorbed. 

Dr.  Baldwin:  Dr.  Phemister  seems  to  consider 

the  periosteum  neccessary  to  the  formation  of  the 
union  between  transplant  and  bone.  I believe  with 
McCune  that  the  periosteum  is  simply  a limiting 
membrane.  My  experience  in  operations  on  bony 
tissue  has  led  me  to  believe  that  the  formation  of 
bone  comes  from  the  bone  itself  and  not  the  peri- 
osteum which  is  very  largely  a protective  mem- 
brane. Where  the  periosteum  has  been  removed 
the  bone  is  much  more  likely  to  die  than  where  it 
remains.  On  that  theory,  where  I have  had  to  ex- 
pose bone  and  there  was  no  periosteum  to  cover 
it,  I have  resorted  to  a covering  of  rubber  tissue 


which  partially  helps  to  take  the  place  of  the  peri- 
osteum as  a protective  membrane.  Nearly  twenty 
years  ago  I called  the  attention  of  some  of  my 
colleagues  to  the  fact  that  bone  was  reproduced 
without  the  presence  of  periosteum.  I am  now 
more  convinced  than  ever  that  I was  right  and  that 
reproduction  of  bone  takes  place  from  the  ends  of 
the  bone  which  are  left.  I have  repeatedly  operated 
on  cases  where  I have  removed  all  of  a certain 
part  of  the  bone,  with  all  of  the  periosteum  as  far 
as  I could  tell. 

Dr.  J.  A.  Hosmer:  The  work  of  Dr.  Phemister, 

combined  with  a good  many  others,  has  proven 
conclusively  that  the  transplant  reproduces  bone 
without  the  assistance  of  the  shafts;  also  that 
periosteum  and  endosteum  are  of  value  in  the  re- 
production of  bone  which  grows  much  better  when 
ir  contact  with  them.  I believe  McCune  is  right 
that  periosteum  sometimes  produces  or  reproduces 
bone  but  only  after  it  has  been  inoculated  from  the 
solid  shaft  or  from  the  bone  itself.  Periosteum,  con- 
taining a vascular  nutritious  substance  on  its  inner 
layer,  becomes  impregnated  with  bone-cells  and  as 
scon  as  they  begin  to  be  reproduced  then  the  peri- 
osteum is  slipped  off.  McCune  does  not  say  that 
the  periosteum  is  simply  a limiting  membrane.  I do 
not  like  the  use  of  silver  wire  in  holding  the  ends 
of  the  transplants  together.  A piece  of  hone  from 
the  body  of  the  individual  is  much  better  because 
it  contains  osteogenetic  power  which  is  not  true  of 
silver  wire,  a nail,  screw  or  any  other  foreign 
body. 

Dr.  Phemister,  in  closing:  I agree  with  Dr. 

Hosmer  about  the  avoidance  of  silver  wire 
wherever  possible.  I believe  in  the  fixation  of  the 
transplant  by  implantation  into  the  medullary 
cavity.  When  a fragment  and  transplant  are 
brought  into  apposition,  a callous  formation  occurs. 
There  is  a periosteal,  an  endosteal  and  an  inter- 
mediary callus.  Anybody  who  has  studied  his- 
tologically the  union  between  a transplant  and  a 
fragment  becomes  convinced  that  periosteum,  or 
the  cells  outside  of  the  bone  between  it  and  the 
cuter  fibrous  layer  proliferate  and  form  the  callus. 
In  the  ossification  of  that  callus  these  fibrous  cells 
themselves  change  into  bone  cells.  Therefore,  the 
unossified  inner  portion  of  the  periosteum  can  form 
bone.  I think  McCune  has  made  his  assertions 
without  making  careful  histologic  examinations. 
There  are  thousands  of  experiments  which  confirm 
the  stand  which  I take.  Not  only  the  periosteum 
but  also  the  contents  of  the  medullary  canal  pro- 
liferate and  form  a fibrous  callus  which  changes 
into  bone,  so  that  both  periosteum  and  endosteum 
can  form  a new  bone  where  there  is  a stimulus  for 
their  transformation  into  bone-cells. 

As  to  the  formation  of  fistula,  this  always  means 
infection.  If  the  graft,  dead  bone  or  ivory  be  put 
into  a cavity  without  infection,  fistula  formation 
woes  not  occur.  A piece  of  ivory  or  dead  bone  is 
gradually  substituted  by  the  ingrowth  of  new  bone 
from  the  surrounding  living  bone. 
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SUMMARY  OF  RECENT  ADVANCES  IN 
ORTHOPEDIC  SURGERY.* 

By  Edward  A.  Rich,  M.  D. 

TACOMA,  WASH. 

AND 

Charles  R.  McClure,  M.  D. 

PORTLAND,  ORE. 

We  are  living  in  an  age  marked  for  its  notable 
advances  in  all  the  arts  and  sciences.  The  busi- 
ness man  makes  a regular  practice  of  taking  stock, 
of  ascertaining  just  where  and  how  he  stands  in 
a business  sense.  Likewise  we  should  occasionally 
stop  and  take  an  inventory  of  what  we  have  ac- 
complished, reviewing  the  progress  that  has  been 
made  from  year  to  year. 

Orthopedic  surgery,  as  a specialty,  has  no  ex- 
cuses to  offer  for  its  existence.  Being  numbered 
among  the  younger  of  the  specialties  it  has  de- 
veloped a field  of  wide  usefulness  in  the  range  of 
conditions  pertaining  to  it.  And  so  we  feel  that 
this  would  be  a propitious  time  for  directing  your 
attention  to  the  possibilities  of  accomplishment 
along  our  special  line  of  endeavor.  Several  factors 
have  contributed  to  put  the  orthopedic  specialty  on 
its  present  foundation.  The  fundamental  incentive 
has  been  a desire  to  solve  some  of  the  problems 
presented  by  chronic  disease.  Consequently,  he 
who  espouses  this  line  of  practice  must  be  com- 
petent technically  as  a surgeon  and  must  possess 
the  temperment  for  handling  the  chronic  case  as 
well  as  considerable  appreciation  of  mechanical 
problems.  It  will  be  impossible,  naturally,  in  the 
time  allotted  us  to  discuss  all  orthopedic  conditions, 
but  we  shall  attempt  to  mention  those  subjects  of 
greatest  interest  and  those  undergoing  evolutionary 
changes. 

BONE  AND  JOINT  TUBERCULOSIS. 

Etiologically  we  are  practically  agreed  as  to  the 
nature  of  the  tubercle  bacillus  in  joint  tuberculosis, 
particularly  in  childhood.  The  predominating 
presence  of  the  bovine  type,  as  the  infective  agent, 
probably  explains  the  great  prevalence  of  the  dis- 
ease during  the  first  decade  of  life.  Milk  being  the 
agent  of  infection,  so  prophylaxis  is  the  greatest 
step  in  way  of  cure. 

In  speaking  of  diagnosis,  Robert  Jones  assumes 
that  vague  history  and  insidious  onset  are  first 
characteristic;  next  there  is  a sub-normal  tempera- 
ture of  97.5°  F.  or  less,  with  an  evening  tem- 
perature of  99°  F.  in  the  typical  cases.  A higher 
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temperature  suggests  either  a septic  infection  pure 
and  simple  or  some  complication.  If  the  evening 
temperature  be  not  high  enough  to  suggest  a septic 
infection  and  the  morning  temperature  not  sub- 
normal, then  the  case  is  probably  the  result  of 
trauma  or  contusion  of  the  involved  joint. 

In  treatment  we  rely,  first,  on  complete  rest; 
second,  on  good  nourishing  food,  especial  im- 
portance being  attached  to  butter,  “drippings,” 
jam  and  sugar,  with  an  unlimited  allowance  of 
good  milk;  third,  on  fresh  air  and  sunshine.  To 
attain  the  measure  of  physiologic  rest  necessary  we 
make  use  of  the  Bradford  frame,  plaster  of  Paris 
beds,  splints  and  casts.  Some  cases  demand  sur- 
gery to  attain  fixation. 

The  use  of  tuberculin  as  a therapeutic  measure 
in  joint  involvements  may  be  conservatively  stated 
as  follows:  The  use  of  tuberculin  is  of  doubtful 

benefit ; its  use  is  unnecessary  for  recovery,  at 
least  in  children.  After  extensive  inquiry  we  be- 
lieve that  favorable  reports  are  becoming  scarcer 
from  the  men  seeing  most  cases.  The  use  of 
tuberculin  in  surgical  tuberculosis,  for  the  most 
part,  is  in  the  hands  of  the  so-called  tuberculosis 
expert  who  commercializes  its  use,  leaving  the  most 
important  factor  of  treatment,  the  care  of  the  local 
condition,  in  the  hands  of  the  non-medical  brace- 
maker. 

Heliotherapy  is  a therapeutic  measure  of  con- 
siderable importance  in  those  regions  where  there 
is  an  abundance  of  sunshine.  Its  value  as  an 
adjuvant  treatment  is  unquestionably  good. 

The  operative  treatment  of  osseous  tuberculosis 
was  slow  in  coming  to  the  front.  The  conservative 
measures  have  appealed  more  to  the  orthopedist 
because  of  the  prevalence  of  the  disease  in  child- 
hood or  at  an  age  when  the  chance  of  interference 
with  the  development  of  the  growing  joint  and 
epiphyses  had  to  be  considered.  However,  with 
newer  diagnostic  aides  the  time  has  arrived  when 
it  is  reasonable  to  expect  surgery  to  supplement  the 
older  methods  to  a degree. 

There  are  at  least  three  conditions  that  are 
uniformly  considered  surgical  in  this  field.  First, 
in  tuberculous  abscesses,  where  the  pressure  of  the 
contained  pus  demands  partial  aspiration  for  the 
relief  of  extreme  pain ; second,  the  enucleation  of 
areas  where  the  tuberculous  process  is  still  focal 
and  before  extension  has  occurred,  as  the  eradica- 
tion of  early  foci  near  joints;  and,  third,  to  save 
time  in  obtaining  a result  which  is  sure  to  follow, 
or  to  obtain  a more  perfect  result  in  ankylosis. 
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There  are  many  conditions  in  which  ankylosis  as 
an  end  result  is  inevitable  or  in  which  a stiff  joint 
with  imperfect  ankylosis  is  expected.  In  such  cases 
it  is  wisdom  to  remove  the  joint  at  once  as  a time 
saver.  Probably  the  most  noticeable  advance  along 
this  line  has  been  that  of  Albee  and  Hibbs,  of  New 
York,  each  of  whom  has  developed  a method  of 
operating  on  the  vertebrae,  the  idea  having  been 
to  obtain  a natural  bony  splint  across  the  vertebrae 
involved  and  thus  lessen  the  time  of  wearing  ex- 
ternal support  that  would  otherwise  fix  the  verte- 
brae. While  the  results  are  favorable  to  a degree, 
there  are  only  now  and  then  cases  that  are  suitable 
for  this  added  surgical  measure.  The  time  factor 
here  is  the  main  reason  for  the  Albee  procedure. 

CHRONIC  NON-TUBERCULOUS  JOINT  DISEASES. 

The  chronic  non-tuberculous  joint  troubles  have 
been  the  bugbear  of  the  profession.  Their  etiology 
little  understood  and  a satisfactory  therapy  lack- 
ing, their  course  has  been  most  chronic  and  crip- 
pling and  the  suffering  victims  had  little  to  look 
forward  to.  Their  classification  has  been  myriad 
and  scarcely  any  two  observers  looked  upon  the 
same  pathologic  condition  under  the  same  name. 
But,  thanks  to  the  patient  labors  of  the  clinician 
and  the  research  man,  light  is  being  shed  on  the 
etiology  and  pathology  of  these  disabling  affections 
and  discouragement  is  giving  way  to  hope.  It  is 
established  without  dispute  that  chronic  septic  and 
infectious  arthritis,  the  cases  formerly  bundled  up 
under  the  term  “rheumatism.”  are  infective  dis- 
eases having  foci  in  distant  parts  of  the  body.  And 
the  further  we  continue  the  study  the  further  is 
our  faith  strengthened.  In  many  cases  of  chronic 
joint  disease  a distinct  source  of  infection  has  been 
found,  and  in  some  the  removal  of  the  source  has 
been  followed  by  an  improvement  or  cure  of  the 
joint  disease.  The  more  careful  the  search  for  the 
focus  of  infection  the  more  frequently  it  will  be 
found,  a diseased  tonsil,  a suppurating  gum, 
ethmoid  cavity,  or  a history  of  an  old  forgotten 
chancre.  The  influence  of  trauma  has  probably 
been  overrated,  yet  in  some  instances  the  sequence 
is  hard  to  deny. 

Treatment  concerns  itself  in  the  removal  of  the 
infective  cause,  rest,  massage,  the  administration 
of  autogenous  vaccines,  etc.  These  are  followed 
by  orthopedic  measures  aimed  at  the  deformities 
that  have  arisen.  For  instance,  the  large  solitary 
lipomata  and  the  chronic  fibrous  villi  and  the  joint 
mice  must  be  removed  and  arthroplasties  performed 
upon  the  stiffened  joints. 


SCOLIOSIS  AND  ITS  TREATMENT. 

At  the  1913  meeting  of  the  American  Ortho- 
pedic Association,  in  Washington,  the  most  im- 
portant line  of  study  was  the  symposium  on  lateral 
curvature.  In  introduction  to  the  subject  Ansel 
G.  Cook,  of  Hartford,  presented  the  novel  idea  that 
the  lumbar  spine  is  the  centre  of  motion  of  the 
human  body.  Not  only  that  but  “the  lumbar 
spine  is  the  centre  of  gravity  and  centre  of  stress 
of  the  whole  body.  Torticollis,  flat-foot,  club- 
foot, ingrowing  toe-nail,  unilateral  knock-knee,  in- 
juries to  or  abnormalities  of  the  ankle,  knee,  hip 
or  sacroiliac  joints,  a pendulous  abdomen,  in  fact 
anything  that  affects  the  balance  of  the  body, 
affects  the  curve  of  the  lumbar  spine.”  Cook 
maintained  that  the  lumbar  curve,  which  is  usually 
looked  upon  as  compensatory,  was  in  reality  the 
primary  source  of  rotation  and  made  the  statement 
most  emphatically  that,  “if  you  can  once  reverse 
the  lumbar  curve  and  hold  it,  you  can  count  your 
cure.”  We  think  the  suggestion  is  very  important 
for  we  know  that,  in  cases  where  we  can  remedy 
an  anatomic  defect  and  effect  correction  of  the 
lumbar  spine,  the  results  are  always  better  and 
more  permanent  than  in  the  cases  where  this  can- 
not be  done. 

Dr.  Abbott,  of  Portland,  Maine,  father  of  the 
flexion  method  of  treating  scoliosis,  discussed  the 
“Movements  and  Positions  of  the  Normal  Spine 
and  their  Relations  to  Lateral  Curvature.”  His 
paper  was  didactic,  the  results  of  x-ray  findings  in 
human  bodies  flexed,  extended  and  rotated.  He 
concluded  that  “the  position  of  scoliosis  is  a normal 
physiologic  active  position  that  can  be  assumed  at 
will  frequently  during  ordinary  every-day  activi- 
ties.” He  did  not  attempt  to  prove  why  an  in- 
dividual perverted  an  active  function  into  a passive 
or  pathologic  condition,  but  adds  that  the  “position 
which  at  first  is  active,  i.  e.  due  to  muscular  effort, 
soon  becomes  passive  and  the  habitual  assumption 
of  it  seems  to  develop  a typical  scoliosis.” 

The  treatment  ot  scoliosis  is  a subject  paramount 
in  interest.  Until  very  recently  the  routine  treat- 
ment consisted  in  extending  the  patient  in  a Sayre’s 
suspension,  forcing  some  degree  of  correction  and 
applying  a cast  to  retain  that  bettered  posture.  Two 
years  ago  our  attention  was  called  to  the  fact  that 
scoliosis  was  contracted  not  in  an  extended  posi- 
tion but  in  the  flexed  posture  and  hence  the  un- 
winding of  the  curvature  was  best  facilitated  in 
flexion.  We  believe  that  the  solution  of  the 
scoliosis  problem  lies  in  forcible  correction  with  the 
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patient  in  this  flexed  posture,  either  laterally  sus- 
pended or  prone  on  his  back,  but  believe  that  the 
method  of  obtaining  correction  has  not  yet  been 
devised.  At  the  present  writing  it  is  conceded 
that  the  Abbott  method,  while  somewhat  compli- 
cated and  not  adaptable  in  the  hands  of  all,  is 
nevertheless  the  best  method  to  attain  correction. 
By  it  the  milder  cases  can  be  improved.  No 
method  gives  us  satisfactory  results  in  the  bad 
static  curves. 

Bradford  has  pointed  out  that  a check  brace 
must  be  employed  to  maintain  any  correction  that 
has  resulted  from  forcible  casts.  He  insists  also 
on  forcible  exercises  in  apparatus  as  an  adjunct  of 
after  treatment. 

TREATMENT  OF  PARALYSIS. 

The  only  epidemic  of  poliomyelitis  that  has  in- 
vaded the  west  during  the  past  year  was  that 
involving  Los  Angeles  and  southern  California. 
While  the  epidemic  was  small  in  numbers,  it  was 
exceedingly  severe  and  the  mortality  was  high.  In 
one  registration  district,  the  Parish  of  Morehouse, 
with  sixty  cases  there  was  a 25  per  cent,  death 
rate. 

Rosenau,  of  the  Massachusetts  Board  of  Health, 
has  reported  the  results  of  the  board’s  investiga- 
tions in  regard  to  the  role  played  by  the  stable 
fly  in  the  transmission  of  the  disease.  Sawyer 
and  Herman  were  able  to  transmit  the  disease 
from  one  monkey  to  another  in  seven  cases  by 
means  of  the  fly.  They  believe,  however,  that  this 
is  not  the  usual  mode  of  virus  transmission. 

Flexner  and  Noguchi  have  done  more  experi- 
mental work  with  the  virus  of  poliomyelitis  than 
all  others  of  late.  They  have  found  a culture 
medium  and  have  successfully  incubated  virus 
growths.  This  culture  medium  is  sterile  rabbit 
kidney  in  a human  ascitic  fluid,  covered  with  a 
layer  of  paraffin  oil  to  render  it  anaerobic.  The 
specific  microorganisms  thus  grown  are  globoid 
bodies,  about  1-6  to  1-10  the  size  of  the  ordinary 
cocci.  Typical  poliomyelitis  has  been  produced 
experimentally  by  these  observers  by  injecting  the 
artificially  grown  virus. 

Regarding  treatment,  probably  no  branch  of 
surgery  has  made  more  notable  strides  recently 
than  has  the  surgery  of  paralytic  conditions.  Much 
has  been  accomplished  by  the  use  of  osteotomies, 
by  tendon  transplantations  directly  into  the 
periosteum  of  bone  or  better  into  the  bone  itself 
at  a site  more  mechanically  advantageous,  by  the 
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use  of  arthrodesis  or  the  artificial  ankylosis  of 
flail  joints,  by  the  use  of  Lange’s  silk  used  intra- 
articularly  or  across  joint  surfaces  to  limit  motion 
or  provide  stability.  In  fact,  so  potent  are  the 
properly  advised  measures  when  skillfully,  or  bet- 
ter, mechanically  applied  that  almost  all  paralytic 
deficiencies  can  today  be  compensated  and  the 
brace  is  almost  a thing  of  the  past. 

Considerable  difference  of  opinion  has  arisen 
regarding  the  use  of  the  silk  ligament.  It  would 


Fig.  1. — Strips  of  fascia  lata  femoris  for  autoplastic  trans- 
plantation (after  Kirschncr). 


Fit?;.  2. — Use  of  the  fascia  lata  to  prevent  adhesions  in 
plastic  procedures  on  tendons  (after  Kirschner). 


seem  that  it  is  a permanent  institution,  doing  a 
most  important  service  in  cases  heretofore  needing 
arthrodesis.  One  of  us  is  of  the  opinion  that 
there  still  is  a need  for  arthrodesis  in  some  joints, 
particularly  the  ankle  joint,  where  stability  is  im- 
perative and  motion  can  partially  be  compensated 
by  the  neighboring  tarsal  joints. 
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Pis  3. — Return  in  habitual  shoulder  luxation  with  fascia 
strip  (after  Kirschner).  A,  Deltoid  muscle;  B,  Fascia  strip. 


Fig.  5. — Support  of  ptosed  lid  (after  Kirschner). 
frontalis;  B,  tarsus  superior. 


A,  muscle 


Fig.  4. — Illustrating  the  use  of  transplanted  fascia  in  re- 
straining tendons  habitually  jumping  their  channels  (after 
Kirschner). 

when  properly  placed  it  will  restrain  weak  or 
flail  joints,  will  compensate  deficient  muscles,  or 
support  an  external  or  internal  ptosis.  Kirsch- 
ner’s  work  is  of  as  much  interest  to  the  general 
surgeon  as  to  the  orthopedist. 

Briefly,  strips  of  the  fascia  lata  femoris  are  re- 
moved from  the  leg  in  the  required  form.  These 
can  be  from  one  to  twelve  inches  long,  from  one- 


Fig.  6. — Use  in  facial  paralysis. 

In  orthopedics  it  is  used  to  prevent  adhesions 
about  tendons,  that  are  being  altered,  (fig.  2),  to 
check  flail  joints  as  we  have  been  doing  with 
Lange’s  silk  to  restrain  joints  that  habitually  dis- 
locate, (fig.  3),  to  check  tendons  that  continually 
jump  their  channels  (fig.  4),  to  check  the  various 
ptoses  (fig.  5),  and  support  the  cheek  structures 


THE  FREE  AUTOPLASTIC  FASCIA  TRASPLANTA- 
TION. 

The  greatest  orthopedic  novelty  that  has  been 
presented  during  the  last  two  years  is  the  epoch 
making  work  of  Kirschner  with  the  autoplastic 
transplantation  of  fascia.  The  measure  aims  at 
providing  a strong,  elastic  material,  derived  from 
the  patient’s  own  body  that  can  be  used  so  that 


half  to  five  or  six  inches  wide  (fig.  1.)  This 
strong  aseptic,  living,  low-grade  connective  tis- 
sue is  transplanted  in  toto  to  the  place  needing 
support.  It  is  a strong,  living  guy-rope  or  ham- 
mock that  at  once  supports  other  structures  and 
derives  its  own  life  from  the  tissues  adjacent. 
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in  facial  palsies  (fig.  6).  In  general  work  it  is 
successfully  used  as  a subcutaneous  sling  for  ab- 
dominal ptosis  (fig.  7),  to  plug  belly  and  chest 
wall  defects  to  strengthen  hernia  openings  (fig.  8), 
and  seems  most  particularly  serviceable  in  provid- 
ing a permanent  sling  for  the  kidney  in  cases 
needing  nephropexy  (fig.  9).  In  all  cases  it  re- 
moves the  necessity  of  implanting  foreign  ma- 
terial. 

One  of  us  has  done  considerable  experimental 
work  during  the  past  four  years  with  animal 
tendon  sheaths  instead  of  the  fascia  lata.  We 
have  succeeded  less  often  in  obtaining  our  results 
because  of  the  lower  vitality  of  the  tendenous 
structures. 

For  the  technic  of  fascia  transplantation  we 
refer  you  to  Kleinschmidt’s  article  in  the  current 
number  of  Ergebnisse  der  Chirurgie  und  Ortho- 
padie. 


Equino-varus  occurs  three  times  as  often  as  all 
other  forms  of  club-foot,  hence  we  mention  the 
treatment  of  the  common  variety.  Eikenbary  has 
well  called  attention  to  the  imperfect  nature  of 
the  term  “equino-varus,”  as  adduction  of  the  foot 
at  the  midtarsal  joint  is  a most  important  and 
least  often  corrected  part  of  the  deformity.  With 
a fair  knowledge  of  the  pathology  there  is  today 
no  excuse  for  failure  to  correct  this  awful  de- 
formity. Success  involves  early  treatment,  per- 
sistence in  our  manipulative  efforts,  surgical 
measures  free  and  extensive  enough  to  secure  over- 
correction, and  maintenance  in  plaster  long 
enough  into  the  walking  period  to  insure  reshaping 
and  remoulding  of  the  tarsals.  The  criterion  of 
cure  is  a steady  maintenance  of  the  foot  to  the 
front  in  all  positions,  whether  standing,  sitting, 
lying  or  walking. 

In  passing  the  static  conditions  of  the  feet,  let 
us  say  that  it  is  surprising  how  often  some  me- 
chanical defect  in  the  foot,  like  a shortened  tendon 
or  a relaxed  plantar  fascia,  causes  pain  in  the 
calf,  thigh  or  even  in  the  lower  back.  In  treating 
the  foot  deficiencies  we  practically  never  advise 
arch  supports  because  they  in  no  way  correct  the 
underlying  condition.  The  point  in  treatment  is 
a restoration  of  normal  relations. 


Fig.  7. — Kirschner  s fascia  strips  interlaced  in  the  abdominal 
muscles  in  muscular  delects  after  resection  of  long-standing 
tumors. 


Fig.  8. — Fasciaplastv  after  Kirschner  in  lax  and  atrophic 
inguinal  hernial  deficiencies. 


Fi ;.  1). — I’se  of  fascia  lata  strips  in  nepnropexy. 


Finally  the  orthopedist  deserves  the  credit  for 
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solving  some  of  the  causes  of  those  chronic  painful 
conditions  located  in  the  lower  back,  those  that 
have  so  long  been  suspected  as  due  to  kidney 
troubles  by  the  laity,  and  as  lumbago  and  sciatica 
by  the  profession.  As  a result  of  extensive  ortho- 
pedic research  we  have  reached  a new  view-point 
regarding  the  back  conditions.  The  sacroiliac 
joint  was  first  proven  to  be  a real  joint,  subjected 
at  times  to  even  exceptional  stress.  Its  pathology7 
has  been  well  described. 

The  advent  of  the  x-ray  has  been  responsible 
for  clearing  up  some  of  the  rarer  conditions,  such 
as  abnormalities  of  the  last  lumbar  vertebra,  de- 
fects of  the  sacrum,  dislocations  of  the  fifth  lum- 
bar vertebra  on  the  sacrum,  osteoarthritic  or 
periosteal  changes.  As  our  means  of  diagnosis 
have  improved,  the  more  success  we  have  obtained 
in  our  efforts  to  relieve.  These  methods  comprise 
the  following:  removal  of  the  pathologic  defects, 

fixation  continued  long  enough  to  ensure  anatomic 
repair,  the  injection  of  sacroiliac  joints  with  iodin 
or  other  irritants  to  accomplish  a firm  union  and 
abolish  the  joint,  and  then  a suitable  follow-up 
treatment  that  upbuilds  and  reestablishes  bodily 
balance  and  poise. 

In  concluding  this  paper  we  can  do  no  better 
than  pass  on  to  you  Goldthwait’s  latest  opinion 
concerning  abdominal  visceroptosis  and  chronic  in- 
testinal sepsis.  He  believes  that  the  ultimate  out- 
come of  Lane’s  operation  of  short  circuiting  is  not 
so  encouraging  that  it  could  be  generally  or  con- 
scientiously advised ; further,  only  the  most  ad- 
venturous of  patients  would  consent  to  the  opera- 
tion. Furthermore,  Goldthwait  believes  that  the 
internist  can  be  more  greatly  helped  by  the  ortho- 
pedist by  applying  orthopedic  principles  in  treating 
viceroptosis  and  kindred  ailments  than  by  any 
other  mode  of  assistance.  Associated  with  these 
conditions  are  constantly  found  most  extreme  cases 
of  faulty  posture  and  frequently  chronic  joint  de- 
rangements. He  is  convinced  that,  by  the  re- 
modeling of  the  body  bv  means  of  positional  bed 
treatment,  apparatus  and  supports,  the  faulty  pos- 
ture can  be  corrected,  the  ptosis  improved  and, 
what  is  most  important,  the  general  health  of  the 
body  and  mind  immensely  changed  for  the  better. 
Frequently  the  chronic  joint  symptoms  disappear 
and,  while  abnormalities  may  still  condition  to 
some  extent  the  patient’s  complete  return  to  robust 
health,  these  individuals  may  still  be  enabled  to 
lead  active  and  useful  lives. 


A RED  EYE* 

By  A.  Ray  Irvine,  M.  D. 

SALT  LAKE  CITY,  UTAH. 

To  those  who  follow  general  practice  come  not 
infrequently  patients  on  whom  the  diagnosis  of 
a cold  in  the  eye,  or  a “red  eye,”  is  made  and  a 
prescription  for  boric  acid  or  argyrol  is  given. 
Some  go  away  and  recovery  ensues,  while  a rather 
large  percentage  return  unimproved  or  with  symp- 
toms more  exaggerated.  It  is  on  account  of  those 
who  are  unimproved,  in  whom  much  damage  often 
results,  and  to  whom  relief  from  suffering  and 
permanent  impairment  of  function  could  be  given 
were  more  attention  given  to  details  at  the  first 
examination,  that  I desire  to  emphasize  the  im- 
portance of  a careful  and  painstaking  examination 
at  the  first  office  visit. 

It  is  estimated  by  various  observers  that  from  40 
to  60  per  cent,  of  the  infections  of  the  eye  come 
under  the  head  of  conjunctivitis,  of  which  there 
are  many  forms.  For  my  purpose,  however,  let 
us  examine  only  the  commoner  forms  which  pro- 
duce a red  eye.  The  history  of  every  case  present- 
ing itself  is  of  great  importance.  Mechanical, 
thermal  and  chemical,  as  well  as  infectious  agents, 
may  be  etiologic  factors.  A sudden  onset,  with  a 
feeling  that  something  scratches  the  eyeball  or  lids, 
will  give  us  the  suspicion  of  a foreign  body.  With 
or  without  such  a history  we  should  always  closely 
examine  the  cornea  and  both  palpebral  and  bulbar 
conjunctivae.  Occupation  and  environment  may 
disclose  some  thermal  or  chemical  irritant,  but  it  is 
likely,  however,  that  two-thirds  of  the  inflamma- 
tions in  the  conjunctivae  are  due  to  bacterial  in- 
fection. It  must  also  be  remembered  that  the  same 
organism  does  not  always  produce  the  same  clinical 
picture  in  every  conjunctiva.  The  severity,  symp- 
toms, complications  and  course  will  depend  upon 
the  individual.  Ordinarily,  the  history  of  some 
itching  and  burning,  increased  lacrymation,  in- 
creasing photophobia,  occasionally  some  pain  or 
headaches,  with  redness  of  scleral  coat  and  swelling 
or  stiffness  of  the  lids  will  lead  us  to  the  diagnosis 
of  conjunctivitis. 

As  we  examine  the  eye  we  see  that  the  redness 
is  uniform  or  deeper  red  toward  the  fornices.  We 
can  move  the  conjunctivae  and  see  the  vessels  move 
also.  There  is  no  discoloration  of  the  iris  and  the 
pupil  reacts  readily.  In  some  forms  of  conjunc- 

*Read  before  the  Twentieth  Annual  Meeting-  of  Utah 
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tivitis  there  are  considerable  asthenopic  symptoms, 
notably  in  the  infection  by  the  bacillus.  In  this 
infection  we  frequently  see  most  of  the  infection 
in  the  palpebral  conjunctivae,  while  the  bulbar  por- 
tion of  the  membrane  is  only  slightly  red.  Yet 
the  patient  complains  of  headaches,  eyestrain  and 
frequent  redness  of  the  eyes,  especially  toward 
evening. 

Of  course,  it  goes  without  saying  that  wherever 
it  is  possible  we  should  make  a culture  or  at  least 
a smear  or  bacteriologic  examination  in  order  to 
confirm  the  diagnosis.  Having  our  pathologist,  Dr. 
Snow,  always  near,  I infringe  frequently  on  his 
time,  skill  and  good  nature  in  making  smears, 
cultures  and  stains  for  the  infective  organism, 
which  has  proven  of  inestimable  value  to  me,  well- 
worth  the  time  and  trouble  in  every  case.  Many 
cases  of  deeper  inflammation  of  the  eyes,  such  as 
iritis  or  iridocyclitis,  may  escape  us  when  these 
red  eyes  present  themselves,  especially  when  we  do 
not  give  attention  to  details  at  our  examination. 

At  the  beginning  of  the  history  of  discomfort, 
lacrvmation  and  photophobia  may  be  the  same,  but 
we  usually  find  that  such  cases  have  neuralgic  pain 
in  and  about  the  infected  eye  or  eyes,  especially  at 
night.  Blurred  vision  is  frequent  and  tenderness 
of  eyeballs  present.  Upon  examination  we  find  a 
deep  circumcorneal  infection.  There  is  often  the 
appearance  of  a salmon  patch  which  does  not  move 
as  we  move  the  conjunctivae.  The  iris,  when  com- 
pared with  the  normal  eye,  will  be  found  to  be 
slightly  discolored  or  thickened  and  it  does  not 
react  to  light  freely,  or  it  may  be  mixed.  Tender- 
ness over  the  ciliary  body  is  marked.  A drop  of 
atropin  will  determine  if  synechia  be  present,  and 
thus  the  irregular  pupil  will  make  the  diagnosis 
comparatively  easy. 

Poorly  nourished,  anemic  children  often  come 
to  us  with  red  eyes,  with  a history  of  more  or  less 
chronicity.  Upon  examination  we  find  the  con- 
junctiva somewhat  infected,  vessels  movable  and 
the  history  that  the  lids  stick  together  in  the  morn- 
ing. The  redness  is  not  as  even  as  we  expect  in 
cases  of  catarrhal  cases  of  the  disease.  Upon  close 
examination  near  the  limbus,  we  may  discover  one 
or  more  slight,  whitish  elevations,  phlyctenule,  to 
which  one  or  more  small  blood  vessels  of  the  con- 
junctiva converge.  Sometimes  these  little  patients 
complain  of  pain,  burning  and  photophobia,  and  we 
can  see  in  place  of  a phlyctenule  a small  ulcer 
creeping  toward  the  cornea,  sometimes  well  ad- 
vanced on  the  corneal  tissue  with  a tail  of 
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capillaries  out  into  the  conjunctiva.  Now  we  have 
to  deal  with  a phlyctenule,  or  sometimes  called 
eczematous  conjunctivitis,  with  or  without  ulcera- 
tion. The  conjunctiva  on  the  ball  may  be  greatly 
infected  and  the  eye  have  an  angry,  red  appearance. 
The  disease  may  be  associated  with  the  deeper  in- 
flammation, in  which  case  a correct  diagnosis  may 
be  more  difficult. 

At  the  same  site  of  a phlyctenule  we  find  occa- 
sionally a nodule  of  a deeper  red  or  violet  color, 
rather  circumscribed  but  painful.  Over  it  we  can 
move  the  conjunctiva  and  we  see  that  the  scleral 
tissue  bulges.  Now  we  have  a redness  in  the  eye 
of  deeper  origin  and  more  difficult  to  deal  with. 
It  may  be  an  episcleritis  or  scleritis.  Here  the  his- 
tory of  the  patient  is  noted,  as  rheumatism,  syphilis, 
gout,  malnutrition  with  swelling,  redness,  pain  and 
tenderness  over  ciliary  region  of  the  ball.  This 
condition  is  often  associated  with  cyclitis  or  iritis, 
and  we  must  always  examine  carefully  for  these 
conditions. 

All  or  any  of  these  conditions  which  I have 
mentioned  that  make  a red  eye  may  merge  into  one 
another,  or  be  associated  one  or  more  together  in 
the  same  eye,  but  by  care,  as  I have  stated,  we  can 
usually,  without  much  difficulty,  make  a diagnosis 
and  institute  a proper  treatment. 

For  the  conjunctivitis,  boric  acid,  1-10000  bi- 
chlorid  of  mercury,  ice-cold  applications,  and  later 
some  astringent,  such  as  zinc  sulphate,  gr.  1 to  oz. 
1,  will  usually  suffice.  If  much  secretion  be 
present,  silver  nitrate  to  the  lids  once  a day,  in 
connection  with  some  collyrium  and  frequent 
irrigations  with  a non-irritating  solution.  Atropin 
is  not  indicated,  although  dark  glasses  or  a pad  to 
protect  the  eyes  are  frequently  advised.  Poultices 
are  universally  forbidden.  For  a case  in  which  we 
find  the  iris  or  ciliary  body  involved,  atropin  must 
be  given  till  the  pupil  is  well  dilated. 

Dionin  solution,  or  even  the  powder,  is  very 
useful  to  allay  the  pain  and  produce  a very  useful 
artificial  hyperemia.  Sweats,  hot  packs,  constitu- 
tional treatment,  mercury,  salicylates,  or  iodids  are 
indicated  according  to  the  determined  etiology  of 
the  case. 

The  care  of  phlyctenular  eyes  is  largely  consti- 
tutional, although  atropin  and  yellow  oxide  of  mer- 
cury ointment  locally,  protection  of  the  eyes  from 
light  or  much  movement,  will  do  much  to  cut  short 
the  disease.  In  these  cases  I have  had  good  success 
with  calomel  powder  dusted  into  the  cul-de-sac,  also 
with  dionin  solution  instilled  two  or  three  times  a 
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day  and  frequent  hot  packs  applied  during  the  day. 

For  the  episcleritis  and  scleritis  heat,  dionin  and 
atropin,  with  frequent  massage  and  yellow  oxide 
ointment,  along  with  constitutional  treatment  will 
bring  about  a cure  but  usually  not  a speedy  one.  In 
all  inflammations  about  the  eye  we  should  make  a 
careful  refraction  but,  of  course,  this  work  is  care- 
fully done  by  a competent  oculist. 

I have  only  touched  upon  these  subjects,  hoping 
to  bring  out  some  discussion  which  will  be  of 
greater  interest  and  benefit  than  a prolonged  paper 
about  any  one  of  the  conditions  I have  mentioned. 

DISCUSSION. 

Dr.  Fred  Stauffer:  There  are  a few  points,  to 

which  I wish  to  draw  particular  attention,  that 
were  not  brought  out.  Referring  to  the  anatomy 
of  the  eye,  the  conjunctiva  is  the  mucous  membrane 
lining  the  inner  surface  of  the  lids  and  the  an- 
terior portion  of  the  eyeball.  This  is  firmly  at- 
tached to  the  tarsal  part  of  the  lid  and  is  very 
thin.  The  fold  that  goes  over  between  the  lid 
and  the  eyeball  is  very  loose.  The  blood  vessels 
that  form  the  majority  of  the  conjunctival  vessels 
come  from  the  lid  through  the  fold  or  cul-de-sac 
and  come  down  to  the  margin  of  the  cornea.  We 
also  get  a supply  of  blood  to  the  conjunctiva  from 
the  anterior  ciliary  vessels.  Those  come  forward 
in  the  recti  muscles  and  other  vessels  dip  deep 
down  and  anastamose  with  these  vessels.  For  the 
purpose  of  diagnosis  it  is  very  important  to  keep 
the  blood  supply  in  mind.  The  conjunctiva  as  it 
passes  over  the  eyeball  is  very  loosely  attached 
and  any  inflammation  of  the  conjunctiva  of  the 
eyeball  will  cause  a congestion  or  engorgement  ot 
those  superficial  vessels.  They  are  easily  movable 
but  the  deeper  vessels,  those  that  come  through 
the  muscles  and  form  a system  or  border  surround- 
ing the  whole  cornea,  are  deep  in  the  eye  and 
when  they  become  inflamed  they  only  give  a pur- 
plish or  rose-colored  hue,  so  that,  in  making  differ- 
ential diagnoses  of  deep-seated  diseases,  we  de- 
pend largely  upon  this  particular  blood  supply. 

Dr.  R.  R.  Hampton:  Granting  that  you  have  a 

patient  without  conjunctivitis  who  comes  to  you 
with  an  inflamed  eye  of  three  to  five  days’  dura- 
tion, be  very  careful  in  the  use  of  atropin,  because 
you  don’t  know  how  much  of  that  iris  is  adhered 
to  the  lense.  It  is  well  to  use  rather  a strong  so- 
lution of  cocain  to  start  a dilatation,  to  be  on  the 
safe  side  and  then  if  necessary,  we  can  counteract 
it  with  something  else  but  with  atropin  you  cannot 
do  this. 

Dr.  Clarence  Snow:  In  making  a differential 

diagnosis  between  conjunctivitis  and  a deep-seated 
inflammation  the  main  points  have  been  brought 
out  but  there  is  one  other  that  was  not  mentioned. 
In  a conjunctivitis  and  superficial  engorgement  of 
the  parts  you  will  find  the  vessels  are  more  or  less 
tortuous  and  move  very  easily  by  pressing  on  the 


upper  lid.  The  deep-seated  vessels  are  more  ra- 
diating from  the  cornea  and  are  a little  different 
in  color,  which  is  of  quite  a little  importance  in 
making  a differential  diagnosis. 

Regarding  the  use  of  atropin,  we  must  always 
bear  in  mind  the  possibility  of  a glaucoma  as  dis- 
tinguished from  iritis  and  I would  be  very  careful 
in  putting  atropin  in  the  eye  unless  the  tension  is 
raised.  A large  proportion  of  cases  of  conjunc- 
tivitis and  red  eye  are  due  to  refractive  errors  and 
eyestrain.  A slight  irritant,  as  a little  dust  in  the 
eye  or  foreign  body  will  bring  on  inflammation. 

Dr.  Stookey:  If  one  can  make  the  right  diag- 

nosis, the  treatment  generally  comes  more  or  less 
automatically.  In  a case  of  red  eye  a mistaken 
diagnosis  may  in  certain  cases  be  of  not  much  con- 
sequence. In  others  it  may  be  very  serious.  For 
instance,  Dr.  Snow  just  said  that  to  diagnose  a 
glaucoma  as  iritis  absolutely  the  wrong  treatment 
will  follow.  There  are  other  conditions  that  may 
be  mistaken  for  red  eye.  I have  seen  a number  of 
children  where  the  lachrymal  duct  has  failed  to 
open,  in  whose  eyes  were  used  argyrol  and  boric 
acid  for  six  months.  I have  also  seen  two  or  three 
individuals  with  sinusitis  discharging  into  the  eye 
over  months  of  time,  who  had  been  treated  for  eye 
disease.  The  paper  and  discussion  call  to  mind  the 
necessity,  in  whatever  field  of  medicine  we  feel 
ourselves  competent,  to  be  able  to  make  a diag- 
nosis that  is  correct.  In  London  last  year  an  old 
gentleman  called  on  quite  a well-known  doctor 
concerning  some  eye  trouble.  The  doctor  turned 
the  lids  up  and  said,  “I  would  call  that  a damned  bad 
case  of  sore  eyes.”  I think  too  often  that  kind  of 
a diagnosis  is  made. 

CASES  OF  BLINDNESS.* 

By  Le  Roy  Purgmire,  M.  D. 

OGDEN,  UTAH. 

There  is  nothing  new  connected  with  these 
cases,  either  in  the  way  of  pathology  or  treatment. 
On  the  other  hand,  they  are  familiar  pictures  both 
to  specialist  and  general  practitioner.  When  we 
look  at  these  children  and  think  that  every  foot- 
step must  be  guided  by  some  one,  that  their  very 
existence  is  dependent  on  another,  that  they  will 
go  through  life  in  darkness,  there  is  not  a doctor 
in  the  state  who  would  not  willingly  give  his  ser- 
vices to  restore  sight  to  these  eyes,  and  yet  we 
have  in  the  first  class  of  cases  a sad  example  of 
neglected  opportunity,  of  some  physician  failing 
to  use  his  influence  for  the  betterment  of  these 
children. 

They  have  all  been  committed  to  the  blind 
school  and  in  nearly  every  case  there  has  never 
been  an  attempt  to  help  them,  not  even  a con- 
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sultation  with  some  competent  eye  surgeon.  These 
are  cases  where  something  might  be  done  to  help 
the  child  if  attended  to  early.  We  have  this  con- 
solation, that  we  have  nothing  to  lose  and  every- 
thing to  gain,  and  yet  these  patients  are  never 
given  the  chance.  There  is  not  a physician  who 
could  not  tell  you  that  these  children  are  suffer- 
ing from  congenital  cataract. 

We  have  here  two  out  of  a family  of  five. 
Three  are  suffering  from  this  trouble.  The 
father,  grandfather  and  father’s  brother  are  all 
suffering  from  congenital  cataract.  There  has 
never  been  but  a very  futile  attempt  to  do  anything 
for  any  of  them  and  that  at  an  age  when  success 
was  almost  hopeless.  These  cases  come  from  all 
parts  of  the  state,  so  that  one  section  seems 
equally  as  careless  as  another.  It  costs  the  state 
$4,800  for  each  blind  child,  so  in  this  one  family 
some  one  is  responsible  for  a cost  to  the  state  of 
$14,400. 

These  cases  should  be  operated  on  the  latter 
part  of  the  first  year  of  life  or  as  soon  after  that 
as  possible.  As  so  many  of  these  cases  are  heredi- 
tary, as  well  as  of  other  eye  conditions  even  more 
serious,  treatment  offers  no  help.  Some  regula- 
tion of  marriage  ought  to  be  adopted,  especially 
when  we  see  this  condition  for  three  generations. 

Here  are  two  cases  representing  a much  larger 
and  more  important  group,  important  because  they 
are  easily  prevented,  and  only  carelessness  and 
neglect  are  responsible  for  such  conditions.  These 
are  due  to  ophthalmia  neonatorum.  I need  not  go 
into  any  discussion  of  these  cases,  because  you  are 
familiar  with  them  but  I would  emphasize  the 
obligation  resting  with  every  practitioner  to  pre- 
vent such  conditions  occurring  in  his  own  prac- 
tice. It  may  not  be  necessary  in  every  case  to 
use  silver  nitrate  or  some  other  preparation  in  all 
eves  but,  in  order  to  avoid  missing  the  infected 
cases,  it  is  better  to  treat  all  at  time  of  birth  and 
then  the  obligation  is  fulfilled.  No  other  treat- 
ment suffices.  There  is  perhaps  no  condition  con- 
fronting the  medical  man  where  prophylactic 
treatment  gives  better  results  than  this  condition 
of  ophthalmia  neonatorum. 

We  have  reduced  the  precentage  of  blindness 
due  to  this  cause  very  materially  since  the  cam- 
paign for  intelligent  prophylaxis  was  inaugurated, 
and  it  is  still  declining.  In  1910  the  percentage 
of  all  blindness  in  twenty  blind  schools  of  the 
United  States,  due  to  ophthalmia  neonatorum, 
was  24  per  cent.  For  1913  and  1914  the  same 
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states  gave  a percentage  of  20  per  cent.  Some 
states,  as  for  instance  California,  still  have  a very 
high  percentage,  in  that  state  reaching  57.1  per 
cent,  in  1914.  In  Utah,  in  1913  and  1914,  there 
were  no  cases  of  blindness  due  to  this  cause  re- 
ported. The  only  other  states  with  a similar 
record  are  Idaho  and  Alabama. 

This  paper  has  been  made  brief,  as  I am  anxious 
to  hear  some  of  the  eye  men  give  their  views 
as  to  the  treatment  that  should  now  be  carried 
out  in  these  cases  of  congenital  cataract,  where 
nothing  has  ever  been  done.  Their  ages  are  from 
about  seven  to  twenty  years. 

DISCUSSION. 

Dr.  Stauffer:  The  treatment  in  such  cases  of 

congenital  cataract  is  essentially  different  from 
what  it  would  be  when  the  child  was  very  young. 
When  children  arrive  at  the  age  of  ten  and  older, 
and  from  that  to  twenty,  some  of  the  lenses  have 
degenerated  and  the  capsules  have  become  very 
hard  and  fibrous,  so  that  they  do  not  respond  so 
readily  to  operation  as  in  the  younger  child.  When 
a child  is  young  you  can  very  frequently  remove 
the  whole  lens  and  its  capsule  by  making  a corneal 
inc.sion. 

Dr.  Stookey:  The  important  thing  for  the  medical 
profession  is  prevention.  I believe  the  time  will  come 
within  a few  years  when  we  will  not  see  several  mem- 
bers of  a family  afflicted  as  these  children  are.  Where 
we  cannot  prevent  it,  children  should  be  operated 
on  at  the  earliest  date  and,  even  though  the  result 
is  not  as  good  as  it  might  be  in  some  other  cataract 
cases,  it  is  surely  worth  the  effort.  As  the  reader 
of  the  paper  remarked,  some  attention  should  be 
given  to  these  children  because,  if  this  trouble  oc- 
curs in  a far-off  district,  we  may  never  see  them 
until  they  are  in  a blind  school. 

Dr.  Snow:  I have  had  a few  cases  of  operations 

for  congenital  cataract,  the  majority  being  per- 
formed on  comparatively  young  children.  I oper- 
ated on  one  child  about  ten  years  old  and  had  a 
fairly  good  result.  The  child  was  practically  blind 
before  the  operation  but  is  now  able  to  attend 
school.  Another  one,  a double  case,  was  a young 
man  of  twrenty-one  years,  for  whom  I operated  on 
one  eye.  We  got  a pretty  good  result,  better  than 
usual  where  a child  has  gone  for  any  length  of 
time.  I generally  operate  from  two  to  four  times 
in  cases  of  this  kind. 

Dr.  Gemmell:  I would  like  to  ask  whether  any 

provision  is  made  in  blind  institutions  for  the 
medical  or  surgical  care  of  these  children.  Their 
parents,  of  course,-  do  not  know  what  treatment 
they  should  have. 

Dr.  Pugmire:  In  reply  to  Dr.  Gemmel,  last  year 

in  this  institution  an  eye,  ear,  nose  and  throat 
specialist  was  added  to  the  general  staff  and  these 
children  have  not  been  treated  on  account  of  hav- 
ing returned  to  school  the  first  of  this  September. 
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THE  EXTRAOCULAR  MUSCLES* 

By  Stephen  D.  Brazeau,  M.  D. 

SPOKANE,  WASH. 

The  ocular  muscles,  possibly  much  more  often 
than  any  other  group  of  muscles  of  the  body,  are 
affected  by  local  and  systemic  diseases.  As  the 
sense  of  sight  is  dependent  upon  a perfect  func- 
tionating of  each  individual  muscle  and  single 
binocular  vision  upon  the  perfect  coordination  of 
the  different  muscle  groups,  the  importance  to  the 
practitioner  of  medicine  of  a general  knowledge 
of  this  subject  is  apparent.  Many  of  the  cases 
of  amblyopia  due  to  a motor  anomaly  could  have 
been  averted  if  the  latter  had  been  corrected  at 
an  early  age.  The  importance  of  an  early  cor- 
rection is  not  sufficiently  emphasized  upon  the 
parents,  with  the  result  that  there  is  such  a de- 
crease in  visual  power  that  the  patient  loses  en- 
tirely the  sight  in  one  eye  or  the  vision  is  so 
reduced  that  single  binocular  vision  is  impossible. 

The  eyes  normally  or  within  a few  months  after 
birth  are  in  a state  of  perfect  muscular  balance, 
a state  which  is  termed  orthophoria.  Any  ten- 
dency toward  a deviation  from  this  condition  is 
termed  a heterophoria,  and  any  manifest  deviation 
from  this  condition  is  termed  a heterotropia  or 
squint.  Either  the  heterophoria  or  heterotropia 
may  be  a deviation  in  any  direction  and  either  a 
single  muscle  or  a group  may  be  involved.  The 
condition  frequently  overlooked  is  a heterophoria, 
for  this  condition  can  only  be  determined  by  an 
actual  and  accurate  measurement  of  the  muscle 
strength. 

Squint  is  a manifest  condition  and  diag- 
nosed by  the  patient  himself.  In  heterophoria 
a superficial  examination  might  reveal  a perfectly 
normal  motility.  It  is  natural  to  presume  that 
there  is  no  affection.  Even  in  strabismus,  where 
the  muscle  condition  is  apparent,  the  laity  are 
possessed  with  the  erroneous  idea  that  they  will 
outgrow  their  crosseyes  and  do  not  seek  medical 
advice  or  relief. 

ACTION  OF  MUSCLES. 

In  considering  the  normal  action  of  the  ocular 
muscles  there  are  three  factors  which  must  be  con- 
sidered, namely:  the  action  of  a single  muscle,  the 
action  of  a muscle  group  and  the  muscular  action 
of  the  two  eyes  together  in  coordinate  movements. 
The  extraocular  muscles  comprise  the  four  recti 
and  the  two  obliques.  The  four  recti  take  their 

*Rea<l  before  Spokane  County  Medical  Society,  Spokane, 
Wash.,  Feb.  13.  1914. 


origin  near  the  optic  foramen  and  run  forward  to 
their  respective  insertions  upon  the  sclera,  anterior 
to  the  vertical  meridian  of  the  eye-ball.  The 
action  of  the  internal  and  external  recti  are  very 
simple,  being  that  of  adduction  and  abduction  re- 
spectively. The  action  of  the  superior  rectus  is 
more  complicated,  as  it  runs  slightly  outward,  as 
well  as  forward  and,  therefore,  acts  as  an  adductor 
and  an  inward  rotator  as  well  as  an  elevator.  Its 
power  increases  as  the  eye  turns  out.  The  action 
of  the  inferior  rectus  is  also  complicated,  as  it 
pursues  an  outward  and  forward  course  to  its 
insertion.  Besides  its  main  action  as  a depressor, 
it  adducts  the  eye  and  rotates  the  ball  outward. 
As  a depressor  its  action  increases  as  the  eye  is 
turned  out,  for  its  pull  is  along  the  sagittal  axis 
of  the  eye-ball. 

The  superior  oblique,  acting  through  the  trochlea 
which  may  be  considered  its  real  origin  as  far  as 
its  action  is  concerned,  is  not  only  a depressor  but 
an  abductor  and  inward  rotator.  The  inferior 
oblique  arises  from  the  lower  margin  of  the  orbit 
near  its  inner  extremity,  runs  upward  and  outward 
and  is  inserted  into  the  outer  sides  of  the  sclera 
behind  the  equator;  hence  the  direction  of  its  pull 
makes  it  an  elevator  and  abductor  and  an  outward 
rotator. 

ACTION  OF  EYE  MUSCLES  IN  MONOCULAR  MOVE- 
MENTS. 

It  is  plain,  when  the  two  eyes  act  together,  a 
group  of  muscles  must  be  called  into  play.  The 
eyes  in  every  movement  must  be  so  placed  that 
the  rays  of  light  fall  upon  corresponding  parts  of 
the  two  retinae  to  maintain  perfectly  clear  and 
single  binocular  vision.  This  is  a very  complex 
act  and  when  the  eyes  are  normal  we  accomplish 
this  without  effort  and  unconsciously.  When 
there  is  a disturbance  of  motility  the  patient  is 
greatly  annoyed  and  makes  every  effort  to  get 
relief. 

ACTION  OF  THE  MUSCLES  IN  COORDINATE  MOVE- 
MENTS. 

The  details  of  the  muscular  action  here  depicted 
may  not  be  of  great  interest  to  those  who  are  not 
especially  concerned  with  the  eye  but  the  subject 
of  every  motor  disturbance  in  general  should  be 
of  some  value  to  every  practitioner.  Any  muscu- 
lar weakness,  any  tendency  toward  a squint  or 
any  muscular  imbalance  products  a chain  of  symp- 
toms which  can  never  be  relieved  except  by  proper 
treatment  of  the  underlying  cause.  Many  of  these 


54 


EXTRAOCULAR  MUSCLES BRAZEAU. 


patients  are  classed  among  the  neurasthenics  and 
consult  one  doctor  after  another  without  relief  and 
finallj"  resign  themselves  to  a life  of  chronic  in- 
validism and  the  belief  that  they  have  an  obscure, 
incurable  disease.  A large  precentage  of  these 
exist  among  women  who  are  often  operated  upon 
or  treated  for  pelvic  diseases  without  any  thought 
of  an  ocular  disturbance  as  a possible  cause  of  their 
symptoms. 

The  patient  with  a heterophoria  complains  of 
the  eyes  becoming  tired  after  prolonged  use  and 
especially  by  artificial  light,  of  his  vision  blurring 
or  growing  dim  for  near  work,  of  the  letters 
jumping  or  running  together,  of  the  feeling  that 
one  eye  is  turned  inward  or  outward,  and  of 
occasionally  seeing  double.  He  also  complains  of 
innumerable  nervous  and  reflex  symptoms,  among 
which  are  headache,  dizziness,  nausea,  vomiting 
and  fainting.  He  says  everything  grows  dark  in 
front  of  his  eyes  and  he  fears  sudden  blindness. 
Another  symptom  is  an  occasional  tilting  of  the 
head  to  overcome  the  action  of  the  affected  muscles, 
which  may  be  mistaken  for  beginning  Pott’s  dis- 
ease. This  is  a mistake  that  is  made  by  the  in- 
experienced orthopedist.  Owing  to  the  patient 
being  unable  to  use  his  eyes  and  keeping  his  mind 
healthfully  occupied,  he  develops  all  kinds  of 
neurasthenic  symptoms  for,  as  Shakespeare  has 
aptly  said,  “When  the  mind  is  free  the  body  is 
delicate.” 

INNERVATION. 

The  movements  of  the  ocular  muscles  are  also 
dependent  upon  a proper  stimulus  from  the  higher 
nervous  centers.  The  ocular  motor  nerve  supplies 
all  the  eye-muscles  except  the  external  rectus  which 
derives  its  innervation  from  the  abducens,  and  the 
superior  oblique  which  is  supplied  by  the  trochlear 
or  fourth  cranial  nerve.  The  nuclei  for  all  the 
nerves  lie  upon  the  floor  of  the  fourth  ventricle 
and  beneath  the  aqueduct  of  Sylvius.  Some  con- 
stitutional diseases  appear  to  have  a peculiarly  se- 
lective action  upon  these  nerve  centers  and  often 
the  first  evidence  of  disease  becorrfes  manifest  by 
a disturbance  of  ocular  motility  or  paralysis. 

ETIOLOGY. 

The  cause  of  a heterophoria  may  be  either 
organic  or  functional.  In  the  former  it  is  some- 
times due  to  a congenital  absence  or  weakness  of 
the  muscle,  a muscle  of  small  size,  a faulty  posi- 
tion of  insertion,  an  eve-ball  of  abnormal  size, 
such  as  is  found  in  myopia  of  high  degree,  exhaust- 
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ing  diseases,  orbital  tumors,  disease  of  the  acces- 
sory sinuses  and  brain  tumors. 

Among  the  most  common  functional  causes  is 
an  abnormal  innervation  due  to  refractive  errors. 
With  a hypermetropia  in  one  eye,  an  increased 
nerve  impulse  is  required  to  the  ciliary  muscles  to 
properly  focus  the  image  upon  the  retina.  Ac- 
commodation and  convergence  is  a simultaneous 
act  and  any  disturbance  of  the  former  may  cause  a 
disturbance  of  the  latter  and,  if  convergence  does 
not  adapt  itself  to  the  altered  condition,  the  nor- 
mal ratio  of  adduction  to  abduction  is  disturbed 
and  heterophoria  results. 

In  heterophorias  of  low  degree  there  may  be  no 
symptoms  whatever,  but  in  the  higher  degrees 
there  ultimately  develops  muscular  asthenopia  or 
the  heterophoria  passes  into  a squint.  Asthenopia 
develops  in  all  cases  of  convergence,  insufficiency 
or  divergence  excess,  for  it  becomes  difficult  for  the 
individual  to  do  close  work.  He  is  called  upon  for 
too  great  a nerve  impulse  to  counteract  his  muscu- 
lar imbalance  and  his  vision  blurs,  objects  become 
indistinct  and  he  actually  becomes  nauseated. 

A heterophoria  is  much  more  distressing  to  the 
patient  than  a deviation  or  squint,  for  in  the  latter 
case  the  patient  ignores  the  vision  in  one  eye  (if 
it  still  retains  vision)  and  does  all  of  his  work  with 
the  fixing  eye.  The  strabismic  patient  has  monocu- 
lar vision  and  does  not  even  attempt  binocular 
vision  at  all.  In  a case  of  heterophoria  on  the 
other  hand,  the  patient  is  attempting  to  maintain 
binocular  vision  and,  if  he  can  not  do  so  or  only 
with  great  difficulty,  he  is  greatly  annoyed  and 
gives  up  the  use  of  his  eyes  for  near  work  entirely. 
A squint  is  simply  a greater  degree  of  muscular 
disturbance.  The  patient  finds  that  he  can  no 
longer  use  both  eyes  and  preserve  good  vision,  so 
he  suppresses  the  image  in  the  poor  eye  and  finally 
ignores  it  all  together.  The  poor  eye  may  then 
turn  in  or  out  and  a strabismus  alterans  becomes 
a constant  squint. 

Schweiger  advocated  or  promulgated  the  theory 
that  most  cases  of  squint  are  due  to  congenital 
amblyopia,  while  Donders,  on  the  other  hand,  be- 
lieved that  the  amblyopia  is  a result  and  not  a 
cause  of  squint.  I have  seen  a number  of  cases  of 
squint  with  associated  amblyopia  in  the  squinting 
eye,  and  I have  also  seen  patients  with  one  am- 
blyopic eye  who  showed  no  evidence  of  strabismus, 
so  I am  not  in  a position  to  judge  which  is  the 
cause  and  which  is  the  effect. 
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I wish  to  emphasize  the  importance  of  the  treat- 
ment of  squint  at  an  early  age.  Many  of  these 
cases  are  due  to  high  refractive  errors  which,  if 
properly  corrected  and  treated,  will  cure  the  condi- 
tion and  the  patient  develop  his  fusion  faculty  with- 
out serious  trouble.  The  laity  have  an  erroneous 
idea  that  the  child  will  outgrow  the  crosseye  and 
as  a result  they  defer  treatment  until  it  is  too  late, 
for  a permanent  amblyopia  in  most  cases  has  de- 
veloped. This  may  seem  unnecessary  ro  mention 
to  a body  of  medical  men  but  as  recently  as  last 
September  I saw  the  son  of  a successful  specialist  in 
gynecology  with  a constant  convergent  squint,  and 
no  treatment  for  the  condition  had  ever  been  in- 
stituted though  he  is  now  past  eight  years  of  age. 
He  first  developed  the  squint  at  the  age  of  two. 
I have  also  seen  a number  of  cases  where  the 
family  physician  has  even  advised  the  parent  not  to 
allow  glasses  to  be  put  on  the  child  for  fear  that 
he  would  always  have  to  wear  them  or  that  the 
eyes  would  be  ruined  and  the  vision  completely 
lost. 

Paralysis  of  the  extraocular  muscles  does  not 
occur  nearly  so  often  as  a heterophoria  or  squint 
but  a paralysis  is  not  infrequent  from  traumatism, 
orbital  disease  such  as  cellulitus,  tumors,  periostitis, 
carcinomatous  nodules  from  metastasis  and  an  af- 
fection of  the  sinuses.  Paralysis  of  an  eye-muscle 
occasionally  follows  diabetes,  rheumatism,  gout, 
whooping-cough  and  poisoning  wTith  toxic  agents. 
Paralysis  also  follows  cerebral  hemorrhage,  men- 
ingitis, brain  abscess  of  otitic  origin,  etc. 
Paralysis  due  to  syphilis  occurs  very  often,  some 
authors  saying  that  it  occurs  in  even  59  per  cent, 
of  all  cases  of  ocular  paralysis. 

The  purpose  of  this  paper  is  not  to  enlighten  any 
member  of  the  society  upon  this  subject,  for  I have 
presented  nothing  new  but  it  is  my  aim  rather  to 
emphasize  the  frequency  of  disturbance  of  ocular 
motility  and  the  importance  of  a familiarity  with 
the  train  of  symptoms  due  to  such  disorders  as  a 
possible  aid  in  diagnosis.  Some  of  the  cases  relegated 
to  the  class  of  the  incurable  or  to  the  indescribable 
disease  known  as  neurasthenia  can  be  relieved  or 
cured  if  this  condition  be  not  overlooked.  I wish 
to  impress  two  things  upon  you  before  closing: 

First,  the  possibility  of  oculomotor  disturbances 
as  an  etiologic  factor  in  various  disorders  and, 

Second,  the  importance  of  an  examination  of  the 
eyes  as  an  aid  in  the  diagnosis  of  remote  diseases. 
The  eye  offers  occasionally  the  first  evidence  of 
grave  disease,  while  a clinical  examination  does  not 
reveal  anything  tangible. 


IRRITABILITY  OF  THE  BLADDER  IN 
WOMEN* 

By  H.  W.  Howard,  M.  D. 

PORTLAND,  ORE. 

The  term  irritable  bladder  is  applied  to  the 
condition  of  that  organ  in  which  are  displayed  the 
signs  and  symptoms  of  a cystitis  but  whose  urine 
content  is  free  from  the  morphologic  elements,  i.  e. 
the  urine  is  normal.  The  symptomatology  of  this 
and  cystitis  are  only  parallel  as  concerns  the 
subacute  and  chronic  state  of  the  latter.  The 
irritable  bladder,  so  far  as  I know,  simulates  an 
acute  cystitis  only  in  part.  The  complaint  may 
be  as  great  but  the  duration  is  short. 

From  a therapeutic  standpoint  it  is  advantageous 
to  distinguish  the  true  or  intrinsic  from  the  false 
or  extrinsic  irritable  bladder.  In  the  latter  the 
bladder  is  really  not  in  a state  of  irritability  but  is 
adjacent  to  some  organ  which  is  irritable  and, 
when  the  bladder  by  reason  of  its  increasing  con- 
tent presses  upon  the  same,  the  patient  in  order  to 
relieve  herself  of  the  discomfort  thus  engendered 
causes  the  bladder  to  void.  In  the  extrinsically 
irritable  bladder,  the  point  of  irritability  is  not  in 
the  bladder  itself.  The  patient  is  usually  able  to 
make  it  very  clear  where  the  point  of  irritability 
may  be. 

I desire  to  confine  my  remarks  to  the  in- 
trinsically irritable  bladder  and  to  the  urethra 
only,  as  the  seat  of  the  irritable  point.  Lesions 
about  the  neck  of  the  bladder  and  upon  the  trigone 
frequently  produce  an  irritable  bladder.  These 
are  usually  quickly  and  easily  noted  and  their  dis- 
cussion can  add  little  more  to  the  understanding 
of  the  irritable  bladder.  But  lesions  of  the  urethra 
are  more  frequently  the  cause  and  are  nearly 
always  overlooked. 

Irritableness  of  the  bladder  may  be  said,  for 
purpose  of  discussion  at  least,  always  to  inhere 
and  to  be  the  sensory  portion  of  the  mechanism 
of  micturition.  There  would,  therefore,  be  a 
normal  and  an  abnormal  state  of  irritability.  The 
normal  would  obtain  when  micturition  is  undis- 
turbed, the  abnormal  when  the  same  is  disturbed. 
The  abnormal  may  be  more  or  less  than  the 
normal,  designated  hyper-  and  hypoirritability. 

Vesical  irritability  or  sensibility  is  the  first  por- 
tion of  that  physiologic  phenomenon  called  micturi- 
tion, the  last  of  which  is  the  muscular  action  of 
extension,  connecting  them  and  completing  the 
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physiologic  unit  in  the  nervous  system  of  the 
afferent  and  efferent  conduction.  There  has  been 
much  speculation  concerning  the  exact  seat  of  the 
perceptive  sense  which  initiates  the  phenomenon 
of  micturition.  Some  attempt  to  place  it  in  the 
musculature  of  the  bladder  and  impute  to  it  the 
power  to  cause  evacuation  when  a certain  degree 
of  distention  occurs.  This  is  fallacious,  because 
in  the  same  bladder  under  the  same  conditions  of 
the  musculature  vastly  differing  amounts  of  urine 
may  be  well  tolerated.  I believe  that  vesicle  sensi- 
bility resides  in  the  mucosa  of  the  bladder  and 
may  be  increased  by  any  irritant,  such  as  bacterial 
products,  chemicals,  foreign  bodies,  pressure,  etc., 
and  lessened  by  any  sedative,  narcotic  or  analgesic. 
The  increase  brings  about  hypersensibility  or  irri- 
tability and  the  lessening  brings  in  hyposensibility. 

Sensibility  of  the  bladder  cannot  be  dissociated 
from  its  motility.  The  complement  of  sensibility 
is  motility.  They  cannot  be  conceived  separately. 
Without  intervention  of  the  will,  aroused  sensi- 
bility provokes  motility  and  motility  without  ante- 
cedent aroused  sensibility  cannot  be.  Motility  of 
the  bladder  is  composite ; in  one  part  there  is  con- 
traction and  in  the  other  relaxation.  The  former 
obtains  in  the  wall  of  the  bladder  and  the  latter 
in  the  sphincter.  But  each  is  a part  of  the  whole 
which  is  the  end  result  of  vesicle  irritation  or  of 
volition. 

In  women  the  bladder  and  urethra  constitute  a 
single  anatomic  unit,  i.  e.,  the  muscular  layers  of 
the  bladder  are  by  continuation  those  of  the  urethra 
(wi  th  an  exception  of  no  consequence.)  The 
mucosa  of  the  urethra  is  coextensive  with  that  of 
the  bladder.  It  is  believed  that  the  law  of  Hilton 
with  respect  to  joints,  (which  is  that  the  nerve 
which  supplies  a joint  also  supplies  the  muscles 
which  move  it)  applies  to  the  bladder.  From 

this  we  deduce  that  the  mucosa  and  musculature 
of  the  bladder  and  urethra  have  an  identical  nerve 
supply  and  that  a stimulus  received  by  the  sensory 
filaments  in  the  mucosa  travels  to  the  center  in 
the  cord  and  thence  back  to  the  musculature  in 
the  form  of  a motor  impulse  and,  unless  over- 
ruled by  the  will,  micturition  occurs. 

I am  aware  that  the  essence  of  this  generaliza- 
tion we  have  appreciated  with  respect  to  the  blad- 
der, but  I believe  we  have  forgotten  at  times  the 
fact  that  the  urethra  is  a part  anatomically  and 
physiologically  of  the  bladder  and  that  peripheral 
sensory  impulses  originating  here  may  cause  the 
bladder  to  react  in  the  same  manner  as  if  the  same 
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were  located  in  the  bladder  itself.  It  is  a fact 
that  nearly  always,  when  the  cause  of  vesicle 
irritability  has  been  sought  for  in  vain  within  and 
without  the  bladder,  urethral  examination  will  be 
found  to  have  been  omitted.  The  reason  for  this 
is  that  the  urethra  is  silent  while  the  bladder  com- 
plains. The  patient  does  not  tell  you  that  when 
she  urinates  there  is  burning;  she  tells  you  she 
experiences  a frequency  and  a feeling  of  incomple- 
tion and,  on  account  of  the  association  of  these 
respective  complaints  with  urethritis  on  the  one 
hand  and  cystitis  on  the  other  without  exception, 
we  proceed  to  find  the  causative  lesion  in  the  blad- 
der and  find  it  not. 

The  lesions  of  the  urethra  thus  found  are  prob- 
ably of  bacterial  origin  and  are  predisposed  to  by 
all  circumstances  which  tend  to  produce  a passive 
congestion  of  its  mucosa,  such  as  endocervicitis, 
metritis,  salpingitis,  tumors  of  the  ovaries,  uterus, 
etc.,  displacement  of  the  uterus.  But  it  must  be 
emphasized  that  these  latter  do  not  cause  the 
urethritis  but  merely  predispose  thereto.  The  in- 
fection enters  by  way  of  the  meatus,  takes  up  its 
residence  in  one  or  more  of  the  urethral  mucosa 
glands,  and  proceeds  thence  to  develop  the  various 
phenomena  of  a chronic  inflammation.  There  may 
be  a broad  red  area,  of  which  the  gland  is  the 
center.  It  will  be  rough  and  bleed  easily;  it  may 
even  support  villi.  Histologically  we  would  prob- 
ably find  a predominating  hyperplasia  of  the 
epithelium  and  some  round-celled  infiltration  of 
the  submucosa.  The  villi  would  be  new  vascular 
loops  covered  with  epithelium.  On  account  of 
the  thickening  of  the  mucosa  the  effected  area  ap- 
pears, in  the  vicinity  of  the  sphincter  rim  like  a 
small  tumor  projecting  into  the  lumen. 

The  diagnosis  is  made  by  means  of  the  urethro- 
scope. The  air-urethroscope,  in  the  knee-chest 
position,  does  very  well  but  the  water  dilating  in- 
strument used  in  the  lithotomy  position,  by  reason 
of  its  magnifying  lens-system,  greatly  aids  by  bring- 
ing to  view  the  details  of  the  anatomic  changes. 
Urine  voided  by  such  a patient  after  a thorough 
cleansing  of  the  vulva,  will  be  rather  cloudy, 
with  mucosa  and  squamous  epithelium  and  possibly 
an  occasional  pus-cell  but  the  same  drawn  with  a 
catheter  will  be  normal.  The  morphologic  ele- 
ments in  the  voided  urine  are  derived  from  the 
urethra  and  not  from  the  vulva,  as  we  have  been 
wont  to  assume  on  account  of  a lack  of  a better 
explanation. 
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The  treatment  consists  of  two  parts.  ( 1 ) The 
destruction  of  the  infected  glands  and  (2)  the 
reduction  of  the  thickened  mucosa.  The  destruc- 
tion of  the  glands  is  accomplished  by  fulguration 
and  the  reduction  of  the  mucosa  by  application  of 
strong  solutions  of  silver  nitrate  on  cotton  swabs. 
Both  measures  are  applied  through  the  air 
endoscope  with  the  patient  in  the  knee  chest  posi- 
tion. 

If  there  be  a morbid  state  in  the  gynecologic 
field,  which  might  be  acting  as  a predisposing  cause, 
the  same  should  be  rectified.  But  it  sould  be  re- 
membered that  a rectification  in  the  gynecologic 
field  without  a cure  of  the  urethritis  will  not  avail. 

Conclusion : When  confronted  with  a case  of 

vesicle  irritability,  do  not  overlook  the  urethra  as 
the  seat  of  the  cause.  Statistics  show  that  most 
of  the  surgical  attempts  in  the  gynecologic  field  for 
irritable  bladder  have  failed  in  their  purpose.  It 
is  assumed  that  in  these  cases  the  bladder  has  been 
thoroughly  searched  for  the  cause  and  it  may  have 
been  that  it  was  in  the  urethra  and  overlooked. 


EARLY-DAY  CASES  OF  OBSTETRICS* 
By  A.  C.  Ewing,  M.  D. 

SALT  LAKE  CITY,  UTAH. 

The  first  case  I had  of  any  interest  was  in 
1887,  a year  after  I came  here.  I was  called  to 
see  a Mrs.  Dignan  on  Second  West  St.  The 
pains  were  regular  but  not  severe.  After  waiting 
around  all  the  afternoon  until  about  midnight 
and  doing  nothing,  I sent  for  Dr.  Standart,  well 
and  favorably  known  by  the  older  practitioners. 
He  advised  the  use  of  instruments  and  gave  the 
anesthetic,  while  I applied  the  “tongs.”  Very 
soon  a fine  boy  was  born  into  the  world.  There 
being  no  effort  of  nature  to  expel  the  placenta, 
the  doctor  advised  the  removal  by  manual  ex- 
traction, remarking  that  it  surely  was  a big  one. 
Upon  introducing  my  hand  for  that  purpose,  it 
came  in  contact  with  a bulging  amniotic  sack,  the 
bursting  of  which  revealed  the  head  of  another 
babe.  I immediately  picked  up  the  instruments 
from  the  bed — not  the  floor — and  very  soon 
landed  another  boy.  The  doctor  then  told  me  to 
get  the  after-birth  pretty  quick  as  the  patient  was 
getting  weak  from  loss  of  blood.  Just  then  the 
patient  came  to  and,  when  told  that  she  had  two 
fine  boys,  she  groaned  aloud  and  said  it  was  dis- 
graceful and  that  everybody  would  talk  about  it. 

•Read  before  Salt  Lake  County  Medical  Society,  Salt  Lake 
City.  Ctah,  Sept.  8.  1914. 
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As  the  doctor  gave  her  a few  whiffs  of  chloroform 
I introduced  my  hand,  when  it  came  in  contact 
with  another  head.  Upon  telling  the  doctor  there 
was  another  one  and  to  please  pass  me  the  instru- 
ments, he  remarked,  “Oh,  what  are  you  giving 
us,”  and  began  to  use  the  Crede  method  most 
vigorously.  Seeing  that  he  made  no  progress  he 
reluctantly  handed  me  the  instruments  from  the 
sofa,  and  I soon  had  the  other  boy  along  side  of 
his  brothers.  Unfortunately  he  was  dead. 

Next  day  the  mother  told  me  she  had  named 
the  babies  after  me.  “After  me,”  I said,  “all 
of  them  after  me?”  “Yes,”  she  replied,  “you  see 
your  name  is  Alexander  Creswell  Ewing,  so  I 
have  named  one  Alexander,  one  Creswell  and  the 
last  one  Ewing.”  Just  why  she  named  the  dead 
one  Ewing,  I felt  too  self-important  then  to  un- 
derstand. But  two  years  afterwards,  when  I 
learned  that  Dr.  Bascom  had  delivered  her  of 
twins,  it  suddenly  dawned  upon  me  that  evi- 
dently she  thought  I was  a dead  one.  Ewing  was 
buried  under  an  apple  tree  in  the  back  yard  and 
about  two  weeks  afterwards  I was  called  to  see 
Alexander  and  found  him  dead.  From  the  scaly 
appearance  of  the  skin  I decided  he  had  died  of 
scarlet  fever.  In  course  of  time  she  moved  to 
California  and  about  fifteen  years  ago  I saw  a 
notice,  copied  from  a Los  Angeles  paper,  of  the 
death  of  Creswell  Dignan,  aged  twelve  years,  the 
last  of  the  trio.  I will  state  that  the  three  at 
birth  weighed  24 V*  pounds. 

I remember  being  called  one  night  years  ago 
by  an  old  doctor  by  the  name  of  Hadley  who 
said  he  was  “stuck.”  I found  the  hips  presenting, 
in  fact,  they  were  wedged  within  the  vulvae,  pre- 
senting a much  bruised  and  blackened  appearance 
from  the  efforts  of  the  doctor.  Even  the  mother 
when  I arrived  was  frantically  trying  to  deliver 
herself  with  her  own  hands.  I soon  dislodged  the 
hips  but  the  oncoming  head  gave  me  considerable 
trouble.  Upon  its  final  delivery,  seeing  it  was 
black  and  showing  no  signs  of  life,  I cut  the  cord 
without  tying,  used  a few  artificial  respiratory 
movements,  the  old  doctor  being  too  tired  out  to 
be  of  any  assistance.  But  on  seeing  a sudden  river 
of  blood  coming  from  the  mother  and  believing 
that  the  baby  was  beyond  resuscitation,  I dumped 
it  into  the  slop  bucket  and  went  to  the  mother’s 
relief. 

A short  time  afterwards,  when  the  doctor  and 
I were  partaking  of  some  bread  and  coffee  pre- 
pared by  the  old  grandmother,  I thought  I heard 
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the  baby  gasping,  so  jumped  up,  pulled  it  out  of 
the  bucket  and  examined  it  but  could  see  no  signs 
of  life.  I did,  however,  wrap  it  in  an  old  petticoat 
and  place  it  on  a chair  near  the  kitchen  stove.  A 
few  moments  after  this  we  were  both  startled  by 
a distinct  baby  cry  and,  as  we  reached  the  kitchen, 
saw  the  old  lady  emptying  the  last  few  drops  of 
a tablespoonful  of  castor  oil  down  the  baby’s 
throat.  It  lived  happily  ever  afterwards. 

A number  of  years  ago  I was  called  in  a hurry 
to  see  a case,  and  when  I arrived  found  it  in 
charge  of  an  old  midwife.  The  arm,  bruised  and 
bleeding,  was  hanging  out  of  the  vagina  and  the 
old  woman  pulling  on  it  to  beat  the  band.  I tried 
to  push  it  back  into  the  uterus  but,  after  working 
some  time  with  negative  result,  sent  for  Dr. 
Plummer,  a new  arrival  who  supposedly  was  in 
possession  of  all  the  modern  technic  in  the  man- 
agement of  such  cases.  He  made  a few  ineffectual 
efforts  and  then  advised  that  we  take  her  to  St. 
Mark’s  hospital.  There  we  renewed  our  efforts, 
and  called  in  a number  of  the  staff  to  assist  us. 
There  was  present  a physician  from  New  York, 
visiting  the  hospital  at  the  time  who,  after  wit- 
nessing our  futile  efforts,  remarked  that  he  knew 
he  could  get  it.  So  he  rolled  up  his  sleeves  and 
began  to  work  and  work,  the  sweat  pouring  off 
him.  He,  too,  finally  gave  it  up  as  useless.  Then 
Dr.  Plummer,  with  the  consent  of  all  present, 
severed  the  arm  from  the  shoulder,  but  not  until 
after  he  did  a trephining  of  the  skull  did  he  suc- 
ceed in  getting  the  baby  or  what  was  left  of  it. 
He  passed  it  to  Dr.  A.  C.  Behle  who  was  an 
interne  at  the  hospital  at  the  time.  The  young, 
inexperienced,  though  generally  reliable  interne, 
seeing  that  it  was  practically  headless  and  armless, 
asked  no  questions  and  threw  the  whole  thing  in 
the  furnace. 

After  awaking  from  the  anesthetic  the  mother 
and  her  husband  asked  to  see  the  baby.  When 
they  were  told  it  had  been  incinerated  they  were 
furious.  Of  course  we  blamed  it  all  on  poor 
Behle  and  for  years,  it  was  said,  he  suffered  from 
remorse  of  conscience.  The  woman  made  a good 
recovery  and  left  the  hospital  without  giving  it 
or  us  a cent.  Some  months  afterwards  Dr.  Plum- 
mer and  I got  a notice  from  a shyster  lawyer  that 
a malpractice  suit  was  being  instituted  against  us. 
One  of  the  accusations  was  that  the  woman  was 
left  in  such  a multilated  condition  that  she  could 
never  bear  more  children.  The  attorney  s pro- 
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fessional  informant  was  a notorious  quack  doctor 
by  the  name  of  Dogge,  whose  name  should  have 
been  dog.  We  both  employed  our  attorneys  and 
were  waiting  for  the  trial  to  be  set,  when,  lo 
and  behold,  the  suit  was  suddenly  dropped,  the 
woman  had  another  baby. 

About  sixteen  years  ago  I delivered  a baby  that 
had  two  long  lower  incisor  teeth.  Acting  upon  the 
impulse  of  the  moment  I took  hold  of  them  with 
a pair  of  needle  forceps  and  jerked  them  out.  The 
mother  was  fearful,  as  well  as  I,  whether  others 
would  replace  them  but  they  did. 

About  twenty-five  years  ago  I was  engaged  by 
a man  named  Amos  to  wait  on  his  wife.  He  lived 
out  on  10th  North  st.,  near  the  Jorden  river. 
Of  course  I was  called  at  night  and  I shall  never 
forget  that  drive.  The  mud  was  about  up  to  my 
horse’s  belly.  The  pains  were  terrific  when  I 
got  there.  Making  an  examination  and  finding 
the  os  but  little  dilated,  and  concluding  it  unwise 
to  give  chloroform  so  early,  I waited,  occasionally 
assisting  in  the  dilatation  as  best  I could,  the 
patient  in  the  mean  time  calling  out  that  she 
was  dying,  “murder,  kill  me,  police,”  etc.,  while 
the  husband  was  running  back  and  forward  de- 
manding that  I “do  something  for  God’s  sake.” 
After  assuring  myself  that  the  os  was  at  least 
dilatable,  I gave  chloroform  and,  on  examining 
the  parts  more  closely,  it  suddenly  dawned  on  me 
that  I was  having  my  first  case  of  central  placenta- 
previa.  In  desperation  I pushed  an  opening 
through  it  with  my  fingers,  following  quickly 
with  the  hand.  The  hemorrhage  became  terrific 
and  I held  my  clenched  fist  within  the  cervix, 
while  it  seemed  a mighty  long  time  before  it 
stopped  sufficiently  for  me  to  proceed.  By  this 
time  she  came  from  under  the  anesthetic  and  be- 
gan to  make  the  woods  ring  again  with  her  yell- 
ing. There  was  no  time  to  give  more  chloroform, 
so  I boldly  went  after  the  feet  and  in  a short 
time  the  babe  and  the  placenta  both  came  together. 
Mr.  Amos  had  at  that  time  considerable  land 
which  is  called  even  today  the  Amos  addition.  He 
induced  me  to  buy  two  lots  from  him  for  $500, 
less  $50  for  the  confinement  case.  The  lots  now 
are  valued  at  $20  and  I have  been  paying  taxes 
on  them  for  twenty-five  years. 


Blood  Vessel  Repairs.  L.  Eloesser,  San  Francisco 
(Jour.  A.  M.  A.,  Jan.  30,  1915),  refers  to  a case  in 
which  hemorrhage  of  the  femoral  vein  was  stopped 
by  tacking  over  the  opening  in  the  vein  a piece  of 
fatty  tissue  removed  from  the  groin. 
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WASHINGTON  MEDICAL  LEGISLA- 
TION. 

A bill  has  been  introduced  in  the  Senate  for 
the  appointment  of  an  examining  board  for  drug- 
less healers,  empowering  them  to  license  this  form 
of  practitioners.  The  fact  of  introducing  such  a 
bill  implies  that  its  promoters  recognize  that  the 
function  of  a medical  practice  act  is  to  protect  the 
public  against  incompetent  and  ill-qualified  prac- 
titioners, and,  therefore,  this  bill  provides  for  ex- 
amining candidates  in  the  fundamental  branches 
of  medical  knowledge.  The  latter  are  practically 
the  same  as  those  required  in  the  existing  medical 
act,  which  makes  provision  for  examination  of 
these  as  well  as  every  other  kind  of  practitioner 
who  desires  a license.  Why,  then,  should  a spe- 
cial board  be  provided  for  this  kind  of  practition- 
ers? Every  privilege  which  this  bill  calls  for  can 
be  obtained  with  justice  under  the  existing  medical 
practice  act.  It  is  to  be  hoped,  therefore,  that 
such  a superfluous  bill  may  meet  a just  and  ade- 
quate death. 

Senator  Ghent  has  introduced  an  amendment  to 
the  medical  practice  act  for  further  definition  of 
unprofessional  conduct,  specifying  “the  encourag- 
ing of  or  conspiring  with  a patient  to  bring  a 
suit  for  malpractice  against  another  licensed  prac- 
titioner of  a like  or  different  name  or  agreeing  in 
any  manner  with  the  plaintiff  in  any  such  suit  for 
a division  of  the  amount  of  recovery.”  The 
doctor’s  personal  experience  along  the  line  herein 
suggested  furnishes  the  ground  for  such  an  amend- 
ment. It  would  be  well  to  provide  for  such  pro- 
tection of  the  profession  at  large. 

The  first  aid  provision  for  the  Industrial  In- 
surance Act  is  provided  for  by  bills  both  from  the 
industrial  commission  and  the  employers’  associa- 
tion. The  principle,  about  which  the  most  heated 
discussion  has  centered,  concerns  the  surgeons  to 
be  employed  to  care  for  the  injured  workman. 
Both  these  bills  in  substance  provide  for  contract 
practice.  As  one  will  probably  be  enacted  into  law 
in  some  modified  form,  it  appears  that  the  body 
of  the  profession  is  not  likely  to  attain  the  desired 


non-contract  form  of  practice.  Their  opponents 
have  had  the  advantage  of  concrete  organization 
with  specific  demands  for  legislation,  which  the 
general  profession  has  failed  to  prepare  with  equal 
force.  The  outcome  of  this  controversy  will  be 
awaited  with  much  interest. 

The  State  Board  of  Health  has  introduced  the 
bill  which  was  before  the  last  session  of  the  legisla- 
ture, empowering  the  board  to  control  the  sources 
of  water  supply  for  the  cities  of  the  state  and  to 
provide  for  their  sewage  disposal.  While  this  bill 
delegates  to  the  board  a power  which  some  critics 
consider  excessive  and  unreasonable,  yet  the  sani- 
tary experts  of  the  country  have  unqualifiedly 
indorsed  it  as  presenting  most  desirable  and 
up-to-date  provisions  for  the  future  health  and 
welfare  of  the  citizens  at  large.  The  practical 
application  of  the  provision  of  this  bill  would 
undoubtedly  meet  with  popular  favor  when  once 
established.  Another  desirable  bill  provides  for 
districting  the  state  by  the  combination  of  certain 
counties  which  are  to  be  under  the  care  of  health 
officers  who  are  to  be  chosen  on  competitive  ex- 
amination. These  men  are  to  devote  their  whole 
time  to  this  health  work,  thus  eliminating  the  pres- 
ent system  of  county  health  officers  who  generally 
devote  to  it  such  time  as  is  left  over  from  private 
practice.  This  seems  a measure  in  accordance 
with  economy  and  efficiency  and  its  passage  un- 
doubtedly would  be  a benefit  to  the  state. 


MEDICAL  LEGISLATION  IN  IDAHO. 

Dr.  G.  G.  Fitz,  of  the  Senate,  has  introduced 
an  amendment  to  the  Medical  Practice  Act,  pro- 
viding that  the  governor  in  making  appointments 
to  the  Examining  Board  shall  make  such  from  a 
list  of  names  recommended  by  the  State  Medical 
Association,  that  no  one  shall  be  so  recommended 
or  appointed  who  has  not  been  in  active  practice 
in  the  state  for  at  least  eight  years.  It  is  to  be 
hoped  that  this  amendment  may  be  passed  as  its 
provisions  would  undoubtedly  much  increase  the 
efficiency  of  the  Examining  Board. 

Senator  Whitcomb  has  introduced  two  bills 
affecting  medical  practice,  both  of  which  are  ob- 
jectionable and  presumably  will  be  throttled  in 
the  committee  which  contains  three  physicians. 
One  provides  for  indiscriminate  reciprocity  with 
all  states,  which  will  throw  down  the  bars  com- 
pletely in  Idaho.  Probably  an  amendment  will 
be  passed,  however,  providing  for  more  liberal 
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reciprocity  features.  The  other  bill  provides  that 
“a  physician  or  surgeon  cannot,  without  the  con- 
sent of  the  patient,  be  examined  in  a civil  action 
as  to  any  information  acquired  in  attending  the 
patient,  which  was  necessary  to  enable  him  to  act 
for  the  patient,  provided  that  this  exception  and 
privilege  shall  be  considered  waived  by  any  such  pa- 
tient offering  himself  as  a witness  or  permitting 
such  privileged  facts  to  be  disclosed  by  any  such 
physician  or  surgeon.”  If  any  one  after  reading 
these  provisions  can  fathom  the  meaning  of  its  au- 
thor, he  will  be  much  wiser  than  the  ordinary 
reader.  The  Idaho  legislature  will  also  consider 
the  passage  of  some  form  of  workman’s  compen- 
sation act,  the  exact  features  of  which  have  not 
been  disclosed. 


ANTIVACCINATION  ACTIVITY  IN 
OREGON. 

It  is  a strange  phenomenon  which  excites  con- 
stant astonishment  that  intelligent  people  in  these 
days  can  be  so  blinded  to  the  truths  of  science  that 
they  will  not  only  refuse  to  recognize  proven  facts 
but  will  strenuously  exert  themselves  to  dissipate 
and  annul  the  beneficent  results  of  scientific  ef- 
forts. An  example  of  this  kind  is  presented  in 
Oregon,  where  Senator  Mosier,  of  Portland,  has 
introduced  a bill  into  the  Legislature  making  it 
a misdemeanor  for  any  health  officer  to  use  vac- 
cine virus  or  diphtheria  antitoxin,  or  to  introduce 
any  of  the  so-called  preventative  or  curative  prep- 
arations into  the  body  of  any  person  for  the 
alleged  prevention  or  cure  of  contagious  diseases, 
or  to  make  vaccination  or  administration  of  serum 
a condition  of  school  attendance  or  employment. 
The  bill  provides  a penalty  of  from  $50  to  $500 
for  each  offense  or  a year’s  imprisonment  in  the 
penitentiary  or  both.  Not  only  has  the  bill  been 
introduced  but  a considerable  lobby  is  urging  its 
passage.  In  this  day  of  progress  such  a procedure 
is  a disgrace,  reflecting  on  the  mental  caliber  and 
sane  reasoning  of  any  legislator  who  will  father 
such  a bill.  It  seems  as  if  the  medical  men  or  the 
legislature  might  be  trusted  to  effectually  smother 
this  pernicious  measure. 


FEDERAL  CONTROL  OF  THE  SALE  OF 
NARCOTICS. 

According  to  a bill  which  passed  Congress  in 
December,  the  United  States  Government  aims 
to  control  and  reduce  the  indiscriminate  con- 
sumption of  derivatives  of  opium  and  cocam.  Ac- 
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cording  to  this  bill,  after  the  first  of  next  March, 
every  person  who  sells,  gives  away  or  uses  any 
form  of  these  drugs  must  first  obtain  a license 
from  the  Commissioner  of  Internal  Revenue  at 
the  cost  of  $1.00  per  annum.  This  means  that 
every  physician  must  in  this  manner  be  registered 
with  the  United  States  officials  before  he  can  dis- 
pense these  drugs  or  administer  them  to  his 
patients.  The  bill  requires  that  every  physician 
writing  prescriptions  containing  these  drugs  must 
retain  copies  of  the  same  in  his  office  for  a period 
of  two  years,  which  must  be  ready  at  any  time 
for  inspection  by  the  government  officials.  This 
license  must  be  renewed  every  year  on  or  before 
July  1st.  Any  person  violating  the  requirements 
of  this  act  is  subject  to  a fine  of  not  more  than 
$2,000  or  imprisonment  for  not  more  than  five 
years  or  both.  The  attention  of  all  our  readers 
is  called  to  this  act  and  the  necessity  of  imme- 
diate compliance  with  it. 


MODIFIED  INCOME  TAX  REQUIRE- 
MENTS. 

Last  year,  when  returns  were  required  for  the 
national  income  tax,  there  was  much  more  confu- 
sion and  uncertainty  regarding  the  provision  that 
incomes  subject  to  taxation  included  all  sums 
which  were  credited  on  one’s  books,  whether  col- 
lected or  not.  It  provided  that  one  could  only 
deduct  accounts  which  were  proven  to  be  abso- 
lutely uncollectable.  In  reply  to  a letter  of  in- 
quiry directed  to  the  Internal  Revenue  Service 
of  the  District  of  Washington,  it  is  stated  that, 
according  to  the  present  ruling,  returnable  and 
taxable  income  is  that  actually  realized  during  the 
year  which  is  evidenced  by  the  receipt  of  cash  or 
its  equivalent.  This  revised  provision  will  greatly 
simplify  the  income  statement  turned  in  by  the 
average  physician,  as  well  as  materially  reduce 
the  number  of  taxable  incomes. 


MEETING  OF  THE  NATIONAL  TUBER- 
CULOSIS ASSOCIATION. 

The  eleventh  annual  meeting  of  the  National 
Association  for  the  Study  and  Prevention  of  Tu- 
berculosis will  be  held  in  Seattle.  June  14-16. 
Th  is  is  the  most  comprehensive  organization  in 
our  country  for  the  study  of  all  phases  of  the 
tuberculosis  problem.  It  includes  a large  num- 
ber of  the  most  prominent  men  interested  in  this 
subject  who  at  this  time  will  present  papers  and 
discussions  dealing  with  all  the  important  aspects 
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of  the  study.  Meetings  will  be  held  under  three 
sections,  pathological,  clinical  and  sociological. 
The  national  association  has  heretofore  always  met 
in  the  city  of  Washington,  with  the  exception  of 
two  previous  meetings.  This  year  it  will  be  the 
guest  of  the  Washington  Association  for  the  Pre- 
vention and  Relief  of  Tuberculosis.  A large  at- 
tendance is  anticipated,  not  only  of  physicians  but 
of  interested  laymen  who  will  visit  the  West, 
both  for  this  meeting  and  to  attend  the  San  Fran- 
cisco exposition.  This  will  offer  a special  oppor- 
tunity for  the  tuberculosis  students  of  the  North- 
west to  come  in  personal  contact  with  the  leading 
workers  of  thfe  country. 


SOMETHING  NEW  IN  MEDICAL 
JOURNALISM. 

The  latest  aspirant  for  literary  medical  favor 
is  the  Medical  Pickwick,  edited  by  Dr.  Samuel 
Brickner  and  published  at  Saranac  Lake,  New 
York.  While  the  patronage  of  this  journal  will 
lie  chiefly  among  physicians,  . its  characteristics, 
makeup  and  aims  vary  widely  from  those  of  the 
traditional  medical  journal.  Throughout  it  car- 
ries a vein  of  humor,  hilarity  and  literary  flavor 
which  aims  to  divert  the  reader  from  the  routine 
of  medical  practice  and  to  entertain  him  in  a 
manner  that  will  relieve  him  from  the  distressing 
impressions  of  daily  practice.  As  stated  in  the 
foreword,  this  is  a journal,  devoted  to  the  humor- 
ous and  human  side  of  our  profession  “for  in  nine- 
tenths  of  medical  practice  a fund  of  sanity  and 
humor,  the  sign  or  symbol  of  large-minded  effect- 
iveness, is  of  vastly  greater  moment  than  the 
pedantic,  machine-made  efficiency  which  is  the 
word  of  ambition  at  the  present  hour.”  The 
editor  further  states  that  “to  cultivate  this  genial, 
humorous  spirit  in  our  profession,  to  consider 
medicine  in  a Pickwickian  sense,  is  the  object  of 
this  journal.”  The  editor’s  aim,  it  is  stated,  will 
be  to  make  it  exclusively  an  organ  of  the  literary 
and  cultural  side  of  our  profession.  “Pure  sci- 
ence, intensive  research  in  medical  history,  dry 
discussion  of  technical  matters  will  find  no  place 
here.”  The  contents  of  the  first  number  will 
testify  to  the  expressed  purpose  of  the  editor.  We 
find  poetry,  medical  biography,  pleasing  historical 
references  and  many  humorous  quotations,  as  well 
as  an  article  on  nut-raising  for  doctors.  Taken 
as  a whole  this  is  a most  pleasing  enterprise  in 
the  medical  line,  which  is  well  worth  the  pat- 
ronage of  the  profession. 


MEDICAL  NOTES 

OREGON. 

January  Session  of  the  Examining  Board.  At  this 
meeting  fifty  applicants  appeared  for  examination, 
of  whom  thirty-three  were  successful.  Of  the  ap- 
plicants for  medical  license  three  were  women,  all 
of  whom  were  successful.  There  were  two  Japan- 
ese, one  of  whom  knew  little  English  but  was  well 
posted  in  medicine  and  was  successful.  The  other, 
strange  to  say,  knew  little  Japanese  and,  being 
equally  deficient  in  medical  knowledge,  accordingly 
failed.  Eight  of  the  applicants  applied  for  osteo- 
pathic licenses,  all  of  whom  were  successful,  five 
being  men  and  three  women.  The  Oregon  act  pro- 
vides that,  if  an  applicant  passes  any  subject  with 
a percentage  of  75,  he  need  not  be  re-examined  on 
this  subject.  Fifteen  applicants  for  medical  li- 
censes were  re-examined  on  certain  subjects,  having 
applied  one  or  more  times  in  the  past  two  years, 
eight  of  whom  were  successful.  Four  osteopaths 
were  re-examined,  all  of  whom  were  successful. 
The  list  of  successful  applicants  is  as  follows: 
Vv.  R.  Adams,  R.  B.  Craver,  J.  L.  Edmonson,  R.  L. 
Edwards,  H.  C.  Fortner,  C.  O.  Getty,  C.  R.  Glenn, 
W.  T.  Gullion,  P.  F.  Gunster,  N.  C.  Hampton,  F.  G. 
Haas,  Tokuji  Hirata,  A.  H.  Huycke,  A.  E.  Kidd,  J.  I. 
McKelway,  H.  E.  Moore,  E.  R.  Norris,  H.  H.  Parsons, 
C.  D.  Piasccki,  V.  L.  Roche,  E.  P.  Shefrill,  R.  L. 
Smith,  M.  Throne,  C.  C.  Vinton,  E.  R.  Wickstrom. 
The  following  were  the  successful  osteopaths:  H. 

L.  Barrett,  M.  S.  Howells,  M.  C.  Lindahl,  L.  R. 
Purkey,  F.  L.  Ralston,  L.  D.  Scott,  M.  D.  Simonson, 
C.  L.  Whitney. 

State  Board  of  Health.  The  following  new  mem- 
bers of  the  State  Board  of  Health  have  been  ap- 
pointed by  Governor  Withy  combe:  Drs.  M.  B. 

Marcellus,  A.  C.  Seely  and  A.  C.  Smith.  Drs.  W. 
B.  Morse,  E.  B.  Pickle  and  E.  B.  Pierce  have  still 
two  years  to  serve.  The  appointment  of  Dr.  Mar- 
cellus, who  is  health  officer  of  Portland,  is  for 
the  especial  purpose  of  securing  harmonious  co- 
operation between  state  and  city  health  organiza- 
tions. 

Rabies  is  still  prevalent  throughout  eastern  Ore- 
gon, and  in  several  counties  is  said  to  be  on  the 
increase,  having  been  found  in  coyotes  as  well  as 
in  domestic  animals.  Baker  County  is  greatly 
agitated  over  the  abolishment  of  the  office  of 
county  veterinary,  as  there  have  been  three  hun- 
dred head  of  cattle  lost  within  the  past  few  months 
on  account  of  bites  of  rabid  dogs  and  coyotes,  and 
the  services  of  a veterinary  are  especially  nec- 
essary at  present. 

The  White  Shield  of  Portland,  is  the  name  of 
a maternity  hospital  for  unfortunate  and  wayward 
girls  which  has  been  provided  for  in  the  will  of 
E.  H.  Wemme.  The  property  which  will  provide 
an  endowment  for  the  institution  is  said  to  be 
worth  $100,000. 

Smallpox  epidemic.  A slight  epidemic  of  small- 
pox was  reported  from  Douglas  county,  there  be- 
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ing  21  cases  at  the  last  report.  The  disease  is 
rather  virulent  and  is  apparently  more  serious  than 
other  outbreaks  that  have  occurred  in  the  state. 

Tri-County  Medical  Association.  The  following 
officers  for  the  ensuing  year  were  elected  at  the 
last  meeting  of  the  Tri-County  Medical  Association 
which  comprises  Marion,  Polk  and  Yamhill  coun- 
ties. Dr.  Otis  Butler,  president;  Dr.  J.  C.  Evans, 
vice-president;  Dr.  W.  L.  Wood,  second  vice-presi- 
dent; Dr.  H.  J.  Clement,  secretary-treasurer. 

Baker  County  Medical  Society.  At  the  annual 
meeting  of  the  Baker  County  Medical  Society,  Dr. 
C.  E.  Borton  was  elected  president;  Dr.  T.  J. 
Higgins,  vice-president,  and  Dr.  T.  J.  Higgins, 
vice-president,  and  Dr.  C.  M.  Pearce,  secretary- 
treasurer. 

Professional  Mei'  in  the  Legislature.  In  the  Ore- 
gon legislature  are  A.  0.  Smith,  of  Portland;  J.  C. 
Smith,  of  Grant’s  Pass,  and  W.  D.  Wood,  of  Hills- 
boro; and  Dr.  T.  L.  Perkins,  dentist,  of  Portland. 

Custodian  at  Panama.  Dr.  H.  C.  Dunsmore,  of 
Independence,  has  been  appointed  by  the  county 
court  as  custodian  of  Polk  County  exhibit  at  the 
Panama  Exposition.  A compensation  of  $1,000  has 
been  supplied  for  the  ten  months’  service. 

The  Grant  County  Hospital  has  been  formally 
opened  at  Prairie  City. 

Dr.  H.  A.  Leininger,  of  Albany,  has  been  op- 
erated on  for  appendicitis  and  has  recovered  nice- 
ly- 

Dr.  J.  W.  Harris,  of  Eugene,  has  been  operated 
on  for  appendicitis  and  has  now  returned  to  work. 

Dr.  F.  F.  Fellows  has  located  in  McMinnville. 

Dr.  L.  I.  Condit,  who  has  recently  arrived  from 
the  east,  has  located  in  Eugene. 

Dr.  Virgil  Isin,  formerly  of  Baker,  has  tempo- 
rarily located  in  Haines. 

Dr.  R.  C.  McDaniel  and  Mrs.  Ida  M.  Hunziker 
were  married  on  Jan.  5 in  Portland. 


WASHINGTON. 

The  State  Board  of  Medical  Examiners  held  its 
winter  session  last  month  at  Walla  Walla,  passing 
42  out  of  the  45  applicants  who  presented  them- 
selves. Many  charges  against  practising  physi- 
cians were  investigated  and  several  licenses  re- 
voked. Several  doctors  were  found  guilty  of  ille- 
gal advertising  and  warned  to  discontinue  the 
practice  under  penalty  of  like  punishment.  R.  P. 
Smith  was  re-elected  president;  J’.  A.  McBachlan, 
vice-president;  J.  E.  Hodgson,  treasurer,  Dr.  C.  M. 
Suttner  still  having  two  years  to  serve  as  secre- 
tary. 

The  following  is  the  list  of  successful  applicants 
for  medical  licenses  with  their  addresses:  L.  B. 

Baldwin,  Seattle;  C.  J.  Bartlett,  Fort  Worden;  W.  R. 
Blankenship,  Dixie;  J.  C.  Burgman,  Sprague;  T.  W. 
Cox,  Edwall;  H.  T.  D’Arc,  Coalhurst,  Alberta; 
F.  W.  Evans,  Seattle;  A.  A.  Foote,  Broughton,  Kan.; 
C.  W.  Hall,  Seattle;  W.  L.  Holt,  Tacoma;  I.  N. 
Gates,  Seattle;  C.  P.  Getzlaff,  College  Place;  N.  R. 
Gregg,  Coulee  City;  W.  W.  Inkrote,  Coalhurst,  Al- 
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berta;  H.  Kurata,  Seattle;  L.  A.  Laventure,  Mis- 
soula, Mont.;  M.  K.  Maguire,  North  Yakima;  A.  F. 
Mattice,  Anacortes;  R.  C.  Mayo,  Pasco;  F.  G.  Mey- 
ers, Spokane;  W.  A.  Millington,  Olympia;  R.  C. 
Parr,  Wenatchee;  K.  L.  Partlow,  Olympia;  P.  C. 
Ridpath,  Spokare;  S.  B.  Ross,  Seattle;  G.  C. 
Schwartz,  Seattle;  A.  Shaw.  Seattle;  J.  Shiguma, 
Seattle;  G.  Shorkley,  Mount  Vernon;  I.  J.  Shuler, 
Seattle;  W.  E.  Steele,  Olympia;  J.  R.  Stegall,  Co- 
burg, Ore.;  F.  C.  Turnbull,  Spokane;  J.  E.  Vander- 
pool.  Freewater,  Ore.;  C.  E.  Wiseman,  Goshen, 
Ind. 

The  following  is  the  list  of  seven  osteopaths  ap- 
plying for  licenses,  all  of  whom  were  successful: 
W.  E.  Abegglen,  Colfax;  W.  R.  Deware.  Belling- 
ham; W.  L.  Holt,  Tacoma;  R.  C.  G.  Mayo,  Pasco; 
.1  G.  McMath,  Walla  Walla;  J.  F.  Poynter,  Tacoma; 
C W.  Strance,  Anacortes. 

Chehalis  County  Medical  Society.  At  the  annual 
banquet  of  the  Chehalis  County  Medical  Society 
the  following  officers  were  elected:  J.  B.  Kinnie, 

piesident;  G.  I.  Hurley,  vice-president;  W.  Y.  Crox- 
all,  secretary.  Dr.  E.  R.  Kelly  was  the  guest  of 
honor  and  addressed  the  society  upon  Public  Sani 
tation,  explaining  especially  the  bill  for  re-orga- 
nizing the  Public  Health  Service  of  the  state. 

Spokane  County  Society.  The  following  officers 
of  the  Spokane  Medical  Society  were  elected  at 
the  annual  meeting.  C.  F.  Eikenbary,  president; 
P.  D.  McCornack,  first  vice-president;  C.  H. 
Weisman,  second  vice-president;  R.  M.  Hamblen, 
re-elected  secretary;  A.  R.  Lundgren,  treasurer. 

Pierce  County  Tuberculosis  Sanatorium.  The  new 
Mountain  View  Sanatorium,  which  is  to  take  care 
of  Pierce  County’s  tuberculous  patients,  was  op- 
ened last  month,  over  500  people  taking  advantage 
of  the  opening  to  inspect  the  institution.  The 
sanatorium  has  a capacity  of  about  100  patients 
and  it  is  expected  that  there  will  soon  be  a wait- 
ing list. 

Transfer  of  Patients.  Since  the  opening  of  the 
Northern  Hospital  for  the  Insane,  at  Sedro-Woolley, 
nearly  200  patients  have  been  transferred  from 
Steilacoom,  thus  relieving  the  crowded  condition 
which  has  greatly  hampered  the  latter  institution 
for  some  time. 

King  County  Hospital.  The  new  plan  of  orga- 
nization of  the  King  County  Hospital  separates 
the  business  administration  from  the  medical. 
The  superintendent  is  a layman,  while  the  medical 
staff  is  under  the  direction  of  Dr.  J.  H.  Lyons. 
The  staff  of  physicians  who  serve  under  the  medi- 
cal director  will  change  every  three  months  and 
serve  without  compensation. 

Health  Commissioner  Resigns.  Dr.  Eugene  R. 
Kelly  has  resigned  as  State  Commissioner  of  Health 
to  accept  appointment  in  charge  of  the  Department 
of  Communicable  Diseases  under  the  Massachu- 
setts Board  of  Health.  The  Washington  Board  of 
Health  has  selected  Dr.  Tuttle,  of  Montana,  to  fill 
the  vacancy,  for  several  years  secretary  of  the 
Board  of  Health  of  that  state. 
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Typhoid  Epidemic.  The  slight  epidemic  of  ty- 
phoid fever  which  has  appeared  in  Waitsburg  has 
been  investigated  by  Dr.  R.  W.  Smith,  county 
health  officer,  and  found  to  have  come  from  the 
contaminated  water  of  the  Touchet  river.  The 
hypochlorite  plant  will  be  installed  and  no  further 
cases  are  expected. 

Home  Nursing.  The  Department  of  Home  Eco- 
nomics, at  the  University  of  Washington,  is  offer- 
ing a course  in  home  nursing.  It  is  not  designed 
to  train  professional  nurses  but  to  teach  the  fun- 
damentals of  home  care  of  the  siick.  It  will 
include  the  planning  and  preparation  of  diets, 
proper  method  of  taking  pulse  and  temperature, 
the  preparation  of  poultices,  hot  packs,  etc.,  venti- 
lation and  fumigation  of  the  sick  room  and  in  gen- 
eral the  intelligent  carrying  out  of  the  physician’s 
orders. 

Automobile  Accidents  in  Seattle.  Dr.  James  B. 
Adair  was  struck  by  an  automobile  and  received 
a fractured  skull.  Dr.  J.  M.  Osborne  received  a 
Oolles  fracture  while  cranking  his  machine.  Dr. 
W.  C.  Kintner’s  machine  was  struck  by  a taxi- 
cab and  driven  into  Dr.  Horton’s  machine,  all  three 
autos  being  damaged  to  some  extent. 

Dr.  A.  E.  Stuht  has  been  appointed  by  the  county 
commissioners  as  county  physician  of  Spokane 
County,  in  place  of  Dr.  G.  G.  Beldin.  Dr.  D.  F. 
Sells  will  continue  as  assistant  and,  in  case  more 
that  one  assistant  is  needed.  Dr.  Beldin  will  be 
retained  as  second  assistant. 

Run  down  by  street  car.  Dr.  R.  J.  Kearns,  of 
Spokane,  narrowly  escaped  death  last  month  when 
his  automobile  was  struck  broadside  by  an  auto- 
mobile. He  sustained  many  cuts  and  bruises. 

Hard  Luck.  Dr.  R.  F.  Hunter,  of  Hoquiam,  lost 
two  positions  at  the  beginning  of  the  year.  The 
new  state  law  doing  away  with  county  coroners, 
deprived  him  of  one,  and  politics  appointed  his 
successor  as  city  health  officer. 

Physicians  in  the  Legislature.  In  the  Washington 
Senate  is  J.  A.  Ghent,  of  Seattle.  In  the  House  are 
V.  J.  Capron,  of  Friday  Harbor,  and  C.  G.  Black, 
of  Pomeroy.  Also  in  the  Senate  is  P.  H.  Carlyon, 
dentist,  of  Olympia. 

Rabies.  Two  cases  of  rabies  in  dogs  have  been 
reported  by  the  pound  master  of  Everett. 

Dr.  C.  A.  Veasey,  of  Spokane,  who  received  a 
fractured  skull  in  an  automobile  accident  some 
time  ago,  is  reported  to  be  out  of  danger. 

Dr.  C.  E.  Rosenow,  of  Chicago,  was  the  guest  of 
honor  at  the  annual  banquet  of  the  King  County 
Medical  Society,  held  in  Seattle  last  month. 

Dr.  W.  Mighell,  of  Colville,  has  left  for  the  east, 
where  he  will  take  postgraduate  work. 

Dr.  J.  C.  Newgord  has  been  reappointed  city 
health  officer  of  Ellensburg. 

Dr.  George  Shorkley,  who  formerly  practised  in 
Maine,  has  located  in  Mount  Vernon. 

Dr.  C.  W.  Bice,  of  Spokane,  was  severely  but  not 
seriously  bruised  when  his  machine  was  upset  sev- 
eral weeks  ago. 


Married.  Dr.  C.  A.  Riemcke,  of  North  Yakima, 
and  Lois  Steen,  of  Spokane,  were  married  at  Spo- 
kane, Dec.  30,  1914. 


IDAHO. 

Bonner  County  Medical  Society  elected  the  fol- 
lowing officers  at  the  annual  meeting.  President, 
O.  F.  Page;  Vice-President,  L.  J.  Stauffer;  Sec- 
retary-Treasurer, C.  P.  Stackhouse.  Censors,  E.  B. 
Patterson,  R.  N.  Jackson  and  M.  McKinnon. 

Physicians  and  Surgeons  Club  of  Boise.  At  the 
December  meeting  L.  P.  McCalla  was  elected  presi- 
dent, O.  H.  Parker,  vice-president,  Ed  E.  Maxey 
secretary.  At  the  January  meeting  Ed  E.  Maxey 
read  a paper  on  “Chronic  Focal  Infections  of  the 
Throat;”  J'.  L.  McDonald  on  “Serum  Therapy,”  and 
F.  A.  Pittenger  gave  a “Report  on  Recent  Ad- 
vances in  Surgery.”  Drs.  Maxey  and  Taylor  were 
appointed  by  the  president  on  the  Business  Men’s 
League  to  work  for  such  legislative  measures  as 
well  benefit  Boise  and  Ada  County. 

Senatorial  doctors.  The  three  physicians  in  the 
Idaho  Legislature,  all  in  the  Senate,  are  G.  G.  Fitz, 
of  Placerville;  Geo.  Proctor,  of  Grand  View;  J.  G. 
Lenz,  of  Milner. 

Smallpox.  A slight  epidemic  of  smallpox  has 
appeared  in  the  Medbury  valley.  Dr.  A.  A.  Atha 
has  been  appointed  health  marshal  and  the  disease 
is  well  under  control. 


OBITUARIES. 

Dr.  E.  M.  Anderson  died  at  Spokane,,  Wash.,  Jan. 
11,  1915.  He  was  taken  suddenly  ill  on  a street 
car  and  died  a few  minutes  later  in  the  Deaconess 
hospital  from  cerebral  apoplexy.  He  graduated 
from  Rush  Medical  College  in  1905  and  began  to 
practise  at  Fergus,  Minn.  Later  he  practised  at 
Baker  and  Sumpter,  Ore.  In  1908  he  moved  to 
Spokane.  Two  years  ago  he  studied  in  Vienna  for 
six  months  and  later  made  a specialty  of  eye,  ear, 
nose  and  throat  work.  During  the  Spanish-Ameri- 
can  war  he  was  lieutenant  in  the  Oregon  volunteers 
and  served  in  the  Philippines. 

Dr.  D.  A.  Schumacher  died  Dec.  26  at  Aberdeen, 
Wash.,  of  abscess  of  the  lungs.  He  was  fifty-six 
years  of  age  and  born  in  Germany,  but  lived  in 
this  country  since  childhood.  He  formerly  prac- 
tised in  Chicago  but  twelve  years  ago  settled  at 
Aberdeen.  He  was  prominent  in  many  organiza- 
tions of  the  city  and  was  formerly  City  Health  Of- 
ficer. 

Dr.  R.  H.  Parker  died  at  Lowell,  Wash.,  Dec.  25, 
of  pulmonary  tuberculosis.  He  had  not  practised 
medicine  for  a number  of  years  but  formerly  had 
a large  practice  in  Lowell  and  Everett. 


Blood  Transfusion.  Richard  Weil,  New  York  (Jour. 
A.  M.  A.,  Jan.  30,  1915),  mentions  the  advantages 
of  sodium  citrate  in  transfusion  of  blood.  Blood  well 
mixed  with  sodium  citrate  in  20  per  cent,  solution 
of  w-ater  in  proportion  of  0.5  c.c.  of  solution  to  100  c.c. 
of  blood  will  keep  in  the  ice  box  for  days  without 
coagulation.  If  the  mixture  is  made  in  the  syringe 
the  transfer  can  be  made  directly  from  donor  to 
donee. 
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REPORTS  OF  SOCIETY  MEETINGS 

OREGON. 

PORTLAND  COUNTY  AND  CITY  MEDICAL 
SOCIETY. 

Pres.,  A.  W.  Moore,  M.  D. ; Sec.,  G.  S.  Whiteside,  M.D. 

The  annual  meeting  of  the  Portland  City  and 
County  Medical  Society  was  held  at  the  University 
Club,  Portland,  Ore.,  Dec.  16,  1914,  President  A.  W. 
Moore  in  the  chair. 

Year’s  reports  of  librarian,  secretary  and  treas- 
urer were  read  and  accepted.  Both  secretary’s  and 
treasurer’s  accounts  show  credit  balance.  Dr. 
Whiteside  speaks  of  the  W.  H.  Saylor  fund  to  buy 
genitourinary  books  for  the  medical  library. 

Dr.  Rockey  reads  report  of  committee  appointed 
to  investigate  a cheaper  meeting  place;  report  ac- 
cepted and  placed  on  file.  Dr.  Else  asks  if  we  go 
the  public  library  if  our  books  would  become 
accessible.  Dr.  Rockey  replies  that  the  public  li- 
brary would  prefer  not  to  have  our  library  or  place 
i'.  in  a single  room  anywhere.  Some  such  thing 
might  be  managed  in  the  future  but  not  now.  Dr. 
Pettit  thinks  it  would  be  a mistake  to  go  to  the 
public  library  and  that  we  should  maintain  our 
own  quarters.  He  prefers  the  Medical  Building. 
Dr.  A.  W.  Smith  thinks  we  are  under  obligations 
to  that  building.  Dr.  A.  W.  Moore  favors  economy. 
Dr.  Sommer  suggests  rooms  might  be  had  in  the 
County  Court  House  and  suggests  that  the  ap- 
pointed committee  be  retained  to  continue  its 
work. 

Address  of  President  A.  W.  Moore,  Elec- 
tion of  officers:  K.  A.  J.  Mackenzie,  presi- 

dent; J.  A.  Pettit,  vice-president;  G.  S.  Whiteside, 
secretary;  K.  C.  Manion,  treasurer.  Councillors 
for  1915-1916:  D.  H.  Rand,  Mae  Cardwell,  J.  D. 

Sternberg,  R.  B.  Dillehunt.  Delegates  to  State 
Association  Meeting:  C.  C.  Moore,  J.  Earl  Else, 

C.  E.  Sears,  C.  J.  McCusker,  J.  C.  O’Day,  E.  A. 
Pierce,  A.  C.  Smith,  R.  W.  Matson,  W.  O.  Spencer 


The  regular  meeting  of  the  society  was  held  Jan. 
6,  1915,  Vice-President  J.  A.  Pettit  in  the  chair. 
Members  present:  Drs.  Pettit,  House,  Else,  A.  H. 

Johnson,  Myers,  Green,  Kelly,  Geary,  Cardwell, 
Rand,  Howard,  Baar,  Williamson,  Watts,  Hetelsater, 
J.  G.  Swennson,  Blatchley,  Barbee,  Flaggs,  A.  W. 
Moore,  Coffman,  Keeney,  Gellert,  Equi,  Rybke,  Par- 
ker, A.  E.  Rockey,  Bodine,  Bilderback,  Streit,  Ewin, 
Tilzer  and  Whiteside.  Visitors:  Karl  Swenson,  J. 

O.  Pitt,  Karl  Von  Kremolin,  Everett,  Wash. 

Proposed  for  membership:  J.  O.  Pitt,  Karl 

Swenson,  W.  G.  Scott,  Karl  Moran. 

Pathoeogic  Specimens. 

Dr.  Else  shows  both  kidneys  from  a case  of  renal 
tumor.  Dr.  House  shows  a brain  with  a tumor  in 
temporal  lobe. 

Paper. 

Irritability  of  the  Bladder  in  Women.  By  Dr. 

H.  W.  Howard.  (See  page  55.) 

In  discussion.  Dr.  Cardwell  thinks  paper  timely 
since  little  can  be  learned  from  literature.  Speaks 
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of  distortions  of  the  bladder  due  to  child-birth. 
About  and  after  the  menopause  there  are  also  often 
symptoms  of  irritable  bladder.  Caruncle  of  the 
urethera  is  persistent. 

Dr.  Whiteside  commends  the  paper.  Dr.  Pettit 
speaks  of  Kelley’s  operation  to  cause  urethral 
stricture  for  enuresis.  Dr.  Baar  speaks  of  the  reflex 
bladder  symptoms  produced  by  renal  conditions. 
Keeney  mentions  reflex  symptoms  of  the  bladder 
caused  by  hemorrhoids.  Dr.  Blatchley  speaks  of 
appendix  and  the  bladder.  Dr.  A.  W.  Moore  men- 
tions cold  sounds  and  silver  nitrate  to  cauterize 
caruncle.  Dr.  Williamson  speaks  of  reflex  and 
mucosis.  Dr.  Bodine  speaks  of  gonorrheal  ure- 
thritis. 

Dr.  Rockey  reports  for  the  committee  on  meeting 
places  and  asks  that  the  committee  be  continued. 

Report  of  Cases. 

Dr.  Green  reports  a case  of  married  female,  age 
23,  with  abdominal  pain  and  symptoms  of  internal 
hemorrhage  and  pelvic  tenderness.  Operation  dis- 
closes ovarian  cyst  which  caused  bleeding  in  the 
broad  ligaments.  There  was  also  retained  placenta 
in  the  uterus. 

Dr.  Barbee  speaks  of  the  reason  for  pharyngitis 
in  cold  east  wind  weather  in  Portland.  Various 
bacteria . can  be  found  but  particularly  staphylo- 
cocci in  pure  culture. 


WASHINGTON. 

KING  COUNTY  MEDICAL  SOCIETY. 

Pres.,  D.  H.  Palmer,  M.  D.;  Sec.,  G.  W.  Swift,  M.  D. 

The  first  semi-monthly  meeting  of  the  King 
County  Medical  Society  was  held  in  the  assembly 
rooms  of  the  Chamber  of  Commerce,  Jan.  4,  1915. 
The  meeting  was  called  to  order  by  the  president, 
Dr.  Don  H.  Palmer,  at  8 P.  M.,  145  members  being 
present.  Minutes  of  last  meeting  were  read  and 
approved. 

The  application  of  Dr.  Roach  was  read.  Doctors 
Ghent  and  Carmichael  were  elected  to  member- 
ship. 

The  retiring  president,  Dr.  Palmer,  presented  an 
address,  reviewing  the  work  of  the  society  for  the 
past  year  and  offering  suggestions  for  the  ensuing 
year. 

The  election  of  officers  followed,  resulting  in  the 
choice  of  the  following  for  1915:  President.  G.  S. 

Peterkin;  vice-president,  P.  V.  von  Phul;  secretary- 
treasurer,  A.  C.  Martin;  trustees,  D.  A.  Nicholson 
and  D.  M.  Stone;  delegates  to  state  association, 
D.  H.  Palmer,  F.  J.  Fassett,  E.  R.  Kelley,  C.  A. 
Smith,  J.  H.  Snively. 


The  second  regular  semi-monthly  meeting  of  the 
society  was  held  Jan.  18.  The  meeting  was  called 
to  order  by  the  president,  Dr.  Peterkin,  at  8 o’clock. 
There  were  about  ninety  members  present.  The 
minutes  of  the  last  meeting  were  read  and  ap- 
proved. 

The  applications  of  Drs.  Tiffin  and  Fleming  were 
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read.  Dr.  L.  S.  Roach  was  unanimously  elected 
to  membership. 

Papers. 

Cardiospasm.  By  Dr.  O.  F.  Lamson.  He  reviewed 
the  history,  symptoms  and  various  forms  of  treat- 
ment. He  recited  the  history  of  a male  patient 
who  had  been  a sufferer  for  fourteen  years,  who 
had  been  greatly  relieved  by  hydrostatic  dilatation. 
Lantern  slides  of  x-ray  plates,  diagrams  and  the 
Plummer  dilator  were  shown. 

Dr.  Plummer  said  the  differential  diagnosis  was 
often  difficult  and  warned  against  the  use  of  high 
pressure  in  dilating,  particularly  at  first. 

Drs.  Winslow  ,and  Snively  discussed  the  sub- 
ject briefly. 

Treatment  of  Tuberculosis.  Dr.  B.  S.  Paschall 
addressed  the  society  on  the  use  of  a substance 
derived  from  the  wax  of  the  tubercle  bacillus.  He 
reviewed  briefly  the  principles  of  immunity  and 
the  chemistry  of  oils,  fats  and  waxes.  He  showed 
that  the  wax  itself  was  highly  toxic  but  modified 
according  to  his  formula  its  toxicity  was  greatly 
reduced.  He  explained  the  method  of  preparation 
of  his  serum,  emphasizing  its  costliness. 

Dr.  B.  J.  Lloyd  stated  that  in  guinea  pig  experi- 
ments the  treatment  apparently  had  an  inhibitory 
effect,  that  in  the  clinical  cases  of  focal  tubercu- 
losis the  results  were  better  than  with  any  other 
present  treatment,  that  he  would  use  this  treatment 
upon  himself  if  the  necessity  arose  and  that  he 
hoped  Dr.  Pachall  would  be  able  to  place  the 
pieparation  in  the  hands  of  other  unbiased  ob- 
servers. 

Patients  of  Drs.  Kidd,  Torland,  Seelye  and 
Snively  were  then  shown,  illustrating  the  curative 
effect  of  this  treatment  in  tuberculosis  of  the  knee, 
skin  and  cornea. 

Dr.  Hooker  said  that  he  had  seen  several  re- 
markable cures  from  this  treatment  and  that  it  would 
probably  be  necessary  to  revise  orthopedic  surgery. 
Dr.  Durand  expressed  appreciation  of  the  remark- 
able research  work  involved  and  states  that  the 
society  should  be  proud  of  its  member. 

Dr.  Paschall  in  closipg  said  that  he  had  selected 
cases,  the  progress  of  which  could  be  watched  and 
that,  although  he  was  treating  many  cases  of  pul- 
monary tuberculosis,  he  was  not  ready  to  report 
upon  these  until  time  had  proven  the  results  of 
his  treatment. 


PIERC^  COUNTY  MEDICAL  SOCIETY. 

Pres.,  W.  N.  Keller,  M.  D. ; Sec.,  E.  O.  Sutton,  M.  D. 

At  the  December  meeting  of  Pierce  County  Medi- 
cal Society,  held  at  Tacoma,  Wash.,  the  following 
officers  were  elected  for  the  ensuing  year:  E.  W. 

Janes,  president;  E.  A.  Rich,  first  vice-president; 
Charles  McCreery,  second  vice-president;  R.  A. 
Gove,  treasurer.  E.  O.  Sutton  has  received  his 
perennial  election  as  secretary.  Charles  James, 
C.  H.  Kinnear  and  J.  B.  McNerthney  are  the  new 
board  of  censors;  B.  H.  Formen,  George  Libbey, 
Z.  K.  Thyng,  J.  F.  Grigg  and  J.  R.  Brown,  board 


of  trustees;  B.  H.  Formen,  C.  S.  Wilson  and  Wil- 
liam McCreery,  state  delegates;  H.  J.  Whitacre, 
Charles  McCreery  and  W.  M.  Karshner,  alternate 
delegates. 


STEVENS  COUNTY  MEDICAL  SOCIETY. 
Pres.,  W.  A.  Olds,  M.  D.;  Sec.,  I.  S.  Clark,  M.  D. 

The  regular  meeting  of  the  Stevens  County  Med- 
ical Society  was  held  in  the  offices  of  Drs.  Clark 
and  Henderson,  Colville,  Wash.,  Jan.  6,  1915,  with 
President  W.  A.  Olds  in  the  chair.  Members  pres- 
ent were  Drs.  Cartwright,  Clark,  Greenwald,  Hen- 
derson, Monroe,  Olds,  McRae  and  Wells. 

Scientific  papers  were  read  by  Drs.  Olds,  Wells 
and  Greenwald. 

The  society  was  unanimous  in  its  opposition  to 
the  contract  system  of  caring  for  injured  employees 
and  a resolution  was  adopted  favoring  a first-aid 
law  giving  the  employee  the  choice  of  licensed  sur- 
gical attendants. 

The  following  officers  were  elected:  President, 

D.  D.  Monroe,  of  Chewelah;  vice-president,  R.  S. 
Wells,  of  Colville;  secretary-treasurer,  I.  S.  Clark, 
of  Colville.  Delegates  to  the  state  association,  J. 
W.  Henderson,  of  Colville. 

This  was  by  far  the  most  enthusiastic  meeting 
that  the  society  has  enjoyed  since  its  inception. 

The  next  meeting  will  be  held  in  Chewelah,  March 
3,  1915. 


WHATCOM  COUNTY  MEDICAL  SOCIETY. 
Pres.,  W.  C.  Keyes,  M.  D.;  Sec.,  S.  S.  Howe,  M.  D. 

The  Whatcom  County  Medical  Society  met  in 
the  Chamber  of  Commerce  rooms,  Bellingham, 
Wash.,  Jan.  13,  1915,  the  president.  Dr.  Keyes,  in 
the  chair. 

Dr.  W.  H.  Axtell  introduced  a petition  to  the 
congressmen  from  Washington  requesting  that  they 
use  their  influence  to  secure  an  impartial  hearing 
for  the  claims  of  Dr.  Frederick  A.  Cook.  It  was 
moved,  seconded,  and  carried  unanimously  that  the 
petition  be  signed  by  the  president  and  secretary 
and  mailed  to  the  Hon.  Miles  Poindexter. 

Paper. 

Tetany.  By  Dr.  J.  R.  Morrison,  with  report  of 
two  cases.  An  obscure  disease  often  overlooked 
or  wrongly  diagnosed.  It  is  often  associated  with 
disease  of  the  reproductive  organs,  with  various 
nervous  disorders  and  any  group  of  muscles  may 
be  involved.  Symptoms  and  diagnosis  especially 
were  discussed.  The  desirability  in  treatment  of 
the  administration  of  calcium  salts  simultaneously 
with  the  parathyroid  preparations  was  emphasized. 

Clinicajl  Case. 

Intention  Spasm.  By  Dr.  W.  C.  Keyes.  Three 
years  old  male  child  with  cramp  of  all  the  muscles 
of  the  body,  moderate  intelligence,  but  inability  to 
creep  or  talk  and  has  not  full  control  of  the  mus- 
cles of  mastication.  The  child  was  examined  by  all 
piesent  and  the  diagnosis  discussed  from  the  stand- 
points of  chronic  tetany,  posthemiplegic  chorea, 
cerebral  paralysis,  athetosis  of  symptomatic  or 
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idiopathic  origin  and  Thomsen’s  disease,  the  latter 
being  regarded  as  the  condition  most  probably 

present.  Pathologic  Specimen. 

Endocarditis.  By  N.  W.  Wear.  From  man  of 
twenty,  in  whose  case  the  clinical  diagnosis  was 
septic  endocarditis  with  moist  gangrene  of  left 
foot  and  ankle.  At  autopsy  all  valves  of  heart  were 
found  smooth  with  the  exception  of  mitral  which 
has  a single  sessile  vegetation  2 % cm.  in  diameter. 

YAKIMA  COUNTY  MEDICAL  SOCIETY. 

The  Yakima  County  Medical  Society  had  an  elec- 
tion of  officers  Dec.  30,  1914,  and  the  following  men 
were  put  in  office  for  the  year  1915:  President, 

Dr.  Sam  Cameron;  vice-president,  Dr.  C.  A. 
Reimcke;  secretary,  Dr.  H.  H.  Skinner;  treasurer. 
Dr.  F.  W.  Nagler;  censor,  Dr.  E.  S.  West. 

PUGET  SOUND  ACADEMY  OF  OPHTHALMOL- 
OGY AND  OTO  LARYNGOLOGY. 

Pres.,  R.  W.  Perry,  M.  D. ; Sec.,  E.  B.  Burwell,  M.  D. 

The  annual  meeting  and  dinner  of  the  academy 
was  held  in  a private  room  at  the  Rainier  Grand 
Hotel. 

Dr.  Greenstreet  withdrew  his  resignation  from 
the  library  committee  and  was  unanimously  rein- 
stated. 

Dr.  Pontius,  as  chairman  of  the  program  com- 
mittee, pleaded  for  more  uniformity  in  the  pro- 
grams for  the  coming  year  and  suggested  sympo- 
siums on  various  subjects. 

Dr.  Stillson  spoke  luridly  on  various  subjects, 
particularly  as  to  the  value  the  meetings  of  the 
academy  had  been  to  the  members  and  the  promi- 
nent part  played  by  it  in  the  Pacific  Coast  society, 
the  school  clinic,  the  city  and  county  hospital 
clinics. 

The  annual  report  of  the  secretary-treasurer  was 
read  and  approved.  The  suggestion  that  the  trans- 
actions of  the  society  be  published  was  put  over 
to  the  next  meeting,  after  a heated  discussion. 

Dr.  Perry,  the  retiring  president,  thanked  the 
members  for  their  support  and  attendance  during 
the  past  year,  modestly  stating  that,  due  to  his 
untiring  efforts,  it  had  been  the  best  year  in  the 
history  of  the  academy. 

The  following  were  elected  officers  for  1915: 
President,  Dr.  Pontius;  first  vice-president,  Dr. 
Findley;  second  vice-president,  Dr.  Gray;  secretary- 
treasurer,  Dr.  Burwell. 

Dr.  Thomson,  of  Spokane,  spoke  at  the  invitation 
of  the  society  and  reported  his  own  very  interest- 
ing case,  receiving  the  congratulations  of  the  mem- 
bers on  the  excellent  result  obtained. 
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Edited  by  Kenelm  Winslow,  M.  D. 

Fever;  Its  Thermotaxis  and  Metabolism.  By  Isaac 
Ott,  A.  M.,  M.  D„  Professor  of  Physiology  Medico 
Chirurgical  College,  Philadelphia,  etc.  Cloth,  166 
pages,  $1.50.  Paul  H.  Hober,  67  East  Fifty-ninth 
Street,  New  York  City. 

This  is  a monograph  by  one  who  has  done  per- 
haps more  original  work  in  the  discovery  of  the 
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centers  concerning  heat  in  the  animal  body,  and 
the  processes  involved  in  its  production  and  loss, 
than  any  other  living  experimenter.  Ott  finds  that 
the  heat-producing  centers  (thermogenic)  are  in  the 
cerebrum  in  the  corpus  striatum  and  tuber  cine- 
reum,  with  lesser  centers  in  the  upper  part  of  the 
spinal  cord.  The  inhibitory  centers  are  situated 
also  in  the  cerebrum  in  the  region  of  the  cruciate 
and  sylvian  sulci.  There  are  centers  for  heat  loss, 
in  increasing  the  frequency  of  respiration,  in  the 
tuber  cinereum  (thermolytic  centers).  Then  there 
are  other  centers  for  heat  loss,  the  vasomotor  and 
sudorific  centers,  the  latter — and  probably  both — 
located  in  the  medulla.  Finally  the  heat-regulating 
or  coordinating  centers,  controlling  the  whole,  are 
found  chiefly  in  the  tuber  cinereum  but  less  effec- 
tive centers  also  exist  in  the  corpus  striatum.  Re- 
cently the  vital  importance  of  adrenalin  secretion, 
in  causing  fever,  has  been  discovered.  Phncture  of 
the  tuber  cinereum  does  not  cause  fever  after  re- 
moval of  the  adrenals,  as  it  does  normally.  Adre- 
nalin stimulates  the  brain  and  causes  it  to  convert 
latent  energy  into  heat  and  motion.  Crile’s  kinetic 
system  is  at  the  bottom  of  heat  production,  consist- 
ing of  the  brain,  liver  and  adrenals.  To  use  a me- 
chanical simile,  the  brain  is  the  battery,  the  adre- 
nals the  oxidizer,  the  liver  the  gasoline  tank  (gly- 
cogen), and  the  muscles  represent  the  cylinder  in 
which  the  explosions  (glycogen  and  metabolic  prod- 
ucts) occur.  The  thyroid  is  the  pacemaker  which 
regulates  the  whole.  Fever  is  due  rather  to  ex- 
cessive heat  production  than  to  lessened  heat-loss. 
The  work  is  alike  of  great  value  and  interest  and 
interprets  the  latest  discoveries  in  their  bearing 
on  fever.  Winslow. 


Food  Products.  By  Henry  C.  Sherman,  Ph.  D.,  Pro- 
fessor of  Food  Chemistry  in  Columbia  University. 

594  pages;  cloth,  $2.25;  1914.  The  Macmillan  Co., 

New  York. 

This  is  a book  which  gives  an  account  of  the 
production  and  preparation  for  market;  the  proxi- 
mate composition  and  food  value;  details  regarding 
the  sanitation,  inspection  and  standards  of  purity; 
the  special  characteristics  of  composition,  digesti- 
bility, nutritive  value,  and  place  in  the  diet,  of 
foods  from  a chemical  viewpoint.  There  are  spe- 
cial chapters  on  constituents  and  functions  of  foods; 
food  legislation;  milk,  cheese,  eggs;  meats  and 
meat  products;  poultry,  game  and  shell  fish;  grain 
products;  vegetables;  fruits  and  nuts;  edible  fats 
and  oils;  sugars,  syrups  and  confectionery;  food 
adjuncts;  rules  and  regulations  of  the  food  and 
drug  act;  food  inspection  decisions;  methods  and 
standards  for  certified  milk;  meat  inspection  law; 
and  finally,  tables  of  100-calorie  portions.  Thus, 
under  eggs,  one  finds  first  the  areas  of  comparative 
production  in  this  country  on  a shaded  map.  Next 
a description  of  the  special  characteristics  of  their 
separate  nutrients:  proteids,  fat,  phosphorus,  iron, 
calcium  and  sulphur  content.  Their  food  value,  i.  e.. 
of  a dozen  eggs  is  equivalent  to  two  pounds  of  meat 
(and  six  glasses  of  milk,  reviewer).  Then  the 
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methods  cf  grading,  as  “fresh,”  “weak,”  “spots” 
and  “rotten.”  A plate  shows  the  appearance  of 
eggs  of  different  grades  on  candling  them.  Methods 
of  marketing  are  described.  The  effect  and 
methods  of  cold  storage  are  delineated,  and  other 
methods  of  preserving  eggs.  It  will  be  seen  that 
the  book  provides  valuable  physical,  chemical  and 
legal  facts  concerning  foods,  and  discusses  their 
comparative  digestible  and  nutritive  value.  It  is 
indubitably  an  authority.  Winslow. 


The  Backward  Baby.  A Treatise  on  Idiocy  and  the 
Allied  Mental  Deficiencies  in  Infancy  and  Early 
Childhood.  By  Herman  B.  Sheffield,  M.  D.,  Au- 
thor of  Moderp  Diagnosis  and  Treatment  of 
Diseases  of  Children,  etc.  184  pages  with  22 
original  illustrations.  Price  $1.00  net.  Rebman 
Company,  New  York. 

It  certainly  requires  courage  to  attack  such  an 
apparently  hopeless  task  as  an  intelligent  consider- 
ation of  these  children  born  into  the  world  without 
the  mental  capacity  to  face  their  environment.  The 
author  has  assumed  this  task  and  has  summarized 
our  present  knowledge  of  these  intricate  problems 
in  a small  book  easily  accessible  for  as  clear  an 
understanding  as  is  possible  at  this  time.  He  does 
not  believe  that  heredity  really  plays  so  important 
a role  in  the  propagation  of  mental  deficiency  as  is 
generally  supposed.  The  Dukes  family,  representing 
a continuity  of  intermarriages  among  defectives, 
generating  a phase  of  permanent  heredity,  transmit- 
ting degeneracy  to  its  offspring,  does  not  affect  this 
idea,  since  as  a rule  mental  degenerates  mate  per- 
sistently among  individuals  of  a similar  mental  cali- 
bre. Alcoholism,  all  observers  agree,  forms  a most 
potent  predisposing  cause.  The  postconceptional 
causes  acting  on  the  embryo  and  fetus  are  prolific 
and  possibly  more  so  than  those  influences  acting 
through  heredity.  These  are:  (1)  Disease  of  the 
uterine  tissue  preventing  uniform  contact  of  ma- 
ternal and  embryonic  structures,  as  endometritis, 
atrophy  and  hypertrophy  of  the  serotina  and  re- 
flexa,  degenerative  changes  as  hemorrhages,  etc. 
(2)  Internal  and  external  violence,  (3)  Excessive 
intra-  and  extrauterine  pressure,  (4)  High  degree 
of  toxemia  from  febrile  affection  or  metabolic  ab- 
sorption, (5)  Traumatism  during  delivery.  The 
book  is  not  only  interesting  but  extremely  service- 
able. It  contains  an  extensive  bibliography.  It 
would  be  a valuable  addition  to  the  library  of  any 
cne  interested  in  idiocy  and  mental  deficiency  in 
infancy  and  early  childhood.  Manning. 


A Manual  of  Diseases  of  the  Nose,  Throat  and  Ear. 

By  E.  B.  Gleason,  M.  D.,  Professor  of  Otology 
in  the  Medico-Chirurgical  College,  Philadelphia. 
Third  edition,  thoroughly  revised.  12mo  of  590 
pages,  223  illustrations;  cloth,  $2.50  net.  Phila- 
delphia and  London:  W.  B.  Saunders  Company, 
1914. 

This  is  a complete  condensed  text-book  on  the 
ear,  nose  and  throat,  brought  strictly  up  to  date, 
and  this  means  much  in  view  of  the  recent  enlarge- 
ment of  our  knowledge  of  the  internal  ear.  It  is 
accomplished  by  the  careful  selection  of  subjects. 


describing,  for  instance,  only  one  operation  instead 
of  several  for  the  relief  of  the  same  condition,  and 
by  the  elimination  of  all  surplus  words.  The  de- 
scriptions lose  nothing  in  clearness  by  the  author’s 
brevity.  To  the  average  general  practitioner  the 
functional  examination  of  the  ear  is  an  unknown 
art.  If  his  patient  complains  of  deafness  he  cannot 
by  his  own  efforts  determine  whether  this  func- 
tional loss  is  due  to  an  acute  attack  of  tubal  catarrh 
or  a lesion  involving  the  labyrinth  or  the  auditory 
nerve;  nor  is  it  an  easy  matter  for  him  to  gain 
from  otologic  literature  or  the  average  text-book 
a practical  working  knowledge  of  the  rationale  of 
the  more  important  tests  and  methods  of  applying 
them.  The  essentials  of  this  important  subject  are 
made  available  to  the  busy  practitioner  in  this 
book.  Some  thirty  pages  are  devoted  to  useful 
formulae  for  use  in  treatment  and  over  two  hun- 
dred engravings,  mostly  original,  add  to  the  com- 
pleteness of  the  work.  Seexye. 


Gonorrhea  and  Its  Complications  in  the  Male  and 
Female.  By  David  Watson,  M.  B.,  C.  M.  Surgeon 
Venereal  Department,  Glasgow  Royal  Hospital, 
Lecturer  on  Venereal  Diseases,  University  of 
Glasgow,  etc.,  etc.  72  illustrations  and  12  plates. 
Cloth,  375  pages,  $3.75.  Paul  B.  Hober,  69  East 
Fifty-ninth  Street,  New  York. 

This  volume  is  quite  complete,  being  a compila- 
tion as  well  as  personal  observations.  It  covers  the 
subject  of  gonococcus  disease  from  earliest  history, 
taken  from  the  Papyrus  Ebers  methods,  the  oldest 
medical  records  known,  considering  the  various  sub- 
jects down  to  the  moral  aspects  of  the  disease. 
There  are  good  chapters  on  bacteriology,  obtaining 
of  smears,  the  latest  staining  methods  with  carbol- 
fuchsin  or  methylene  green,  cultivation  of  the  gono- 
coccus, pathology  of  urethritis,  acute  and  chronic 
changes,  treatments  most  used,  prostatitis,  vesiculi- 
tis and  the  operations  for  epididymitis*  A study  is 
made  of  the  same  infection  in  woman,  diagnosis  and 
non-operative  treatment,  infection  of  children  of 
the  eye,  gonorrheal  rheumatism,  septicemia,  endo- 
carditis, skin  lesions,  immunity  reactions,  serums 
and  vaccines.  There  is  nothing  radically  new  in 
the  volume,  as  the  treatment  of  this  infection  is  not 
a question  of  drugs  or  solutions  but  rather  an  art 
gained  by  experience.  Peacock. 


A Text-Book  for  Midwives.  By  John  S.  Fairbairn, 
M.  A.,  B.  M.,  B'.  Ch.,  F.  R.  C.  P.,  F.  R.  C.  S.  Illus- 
trated, partly  in  colors.  Oxford  University  Press, 
London  and  New  York. 

An  excellent  production,  useful  and  instructive, 
not  alone  to  midwives,  but  remindful  to  physicians 
who  have  not  been  to  college  in  some  years.  Why 
addressed  to  midwives  is  curious,  for  the  average 
midwife  in  America  is  not  able  to  read,  even  if 
inclined.  But  the  pictures  would  entertain.  The 
illustrations  are  admirable.  Suggestions  as  to 
preparations  for  obstetric  operations,  various  pro- 
cedures for  the  after-care  of  patients  and  important 
points  in  nursing  complicated  cases  are  included, 
with  a glossary  of  medical  terms  at  the  end.  An 
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exhaustive  index  facilitates  reference.  A mid- 
wife entirely  conversant  with  this  hook  is  fitted 
to  convoy  a parturient  through  almost  any  lying- 
in.  A well-printed,  readable,  erudite  and  dignified 
book,  which,  with  its  author  and  printer,  is  com- 
mended. Ckutcheb. 


International  Clinics.  Vol.  III.  Twenty-fourth  Se- 
ries. 1914.  J.  B.  Lippincott  Co.,  Philadelphia  and 

London. 

One  is  always  sure  to  find  a number  of  valuable 
and  engaging  monographs  in  this  publication.  Thus 
with  the  article  by  Goodman,  of  the  University  of 
Pennsylvania,  on  the  treatment  of  typhoid  by  vac- 
cines, beginning  at  the  earliest  moment  with  250  m., 
and  increasing  to  400  m.  on  the  fourth  day,  and 
giving  100  m.  on  each  fourth  day  thereafter.  In 
his  series  of  18  cases  he  has  the  same  mortality 
(16  per  cent.  +)  as  occurred  in  the  same  hospital 
in  59  unvaccinated  patients  with  typhoid,  but  the 
relapses  and  complications  are  reduced  about  one- 
half.  In  large  numbers  of  cases  the  mortality  is 
reduced  to  4.9  per  cent.,  according  to  statistics. 
The  figures  are  not  wholly  convincing.  Frescoln 
presents  a most  complete  dissertation  on  thera- 
peutics of  the  foot,  including  everything  from 
bunion  to  foot-and-mouth  disease.  A paper  on 
traumatic  pneumonia,  by  Monro  and  Knox,  based 
on  numerous  cases,  possesses  great  medico-legal 
importance  as  the  condition  obtains  without  any 
contusion  noticeable  on  the  chest  wall.  Our  read- 
ers are  too  familiar  with  this  publication  to  need 
further  samples  of  its  excellence.  Winslow. 


The  Pharmacy  Handbook.  By  F.  W.  Crossley- 
Holland,  F.  C.  S.,  Pharmacist,  Member  of  the 
Pharmaceutical  Society  of  Great  Britain,  etc. 
224  pages.  Cloth,  $2.00.  1914.  Oxford  Univer- 

sity Press,  London  and  New  York. 

This  is  a.  brochure  on  many  subjects,  including 
brief  therapeutical  actions  on  standard  and  newer 
drugs,  a chapter  on  diet,  one  on  serums,  vaccines, 
tuberculin  and  phylacogens,  one  on  hormones,  oth- 
ers on  colloids  and  anesthetics.  The  concluding 
chapters  take  up  balneology,  hydrotherapy,  phar- 
maceutical bacteriology,  incompatibility,  pharmaco- 
ethics  and  the  pharmacist’s  library.  The  book  is 
intended  for  pharmacists  but  the  ground  covered 
is  too  great  for  the  author  to  be  accurate  and  much 
of  it  seems  to  be  cut  of  his  sphere.  For  example, 
the  chapter  on  diet  appears  superfluous,  apart  from 
the  analyses  of  proprietary  foods,  many  of  whicb 
are  unknown  in  this  country.  The  relationship  of 
the  pharmacist  to  physicians  must  be  very  different 
in  Great  Britain  than  with  us,  as  indicated  by  this 
quotation:  “A  knowledge  of  the  therapy  is  useful 

to  the  pharmacist  because  such  acquaintance  would 
enable  the  pharmacist  to  assist  the  physician  in 
choosing  the  right  form  of  any  drug  to  enable  him 
to  realize  his  intentions.”  In  the  chapter  on 
tuberculin  the  author  states,  “In  the  absence  of 
any  (tuberculin)  reaction  the  case  may  be  re- 
garded as  non-tuberculous.”  Again,  under  newer 
therapeutic  remedies,  and  specifically  under  ve- 
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ronal,  one  reads,  “A  hypnotic  without  subsequent 
depression.”  It  would  seem  to  the  reviewer  that 
pharmacists  would  do  much  better  to  use  a text- 
book by  an  authority  on  materia  medica  and  thera- 
peutics rather  than  a book,  like  the  present,  written 
by  one  of  their  own  confreres  about  subjects  allied, 
but  not  directly  pertaining  to  their  professional 
work.  Winslow. 


The  Clinics  of  John  B.  Murphy,  M.  D.  at  Mercy 
Hospital,  Chicago.  Vol.  Ill,  No.  6,  December, 
1914;  $8  yearly,  paper;  $12,  cloth;  125  pages. 
Published  bi-monthly,  W.  B.  Saunders  Co.,  Phila- 
delphia and  London. 

In  this  number  one  finds  photographs  of  Dr.  Mur- 
phy’s offices  and  building  with  portraits  of  himself 
and  colleagues.  The  first  41  pages  are  devoted  es- 
pecially to  clinical  talks  on  diagnosis.  Dr.  Mix 
points  out  in  a spinal  fracture-dislocation  case  that 
a double  Babinski  and  ankle  clonus  reactions  mean 
involvement  of  the  spinal  cord  above  the  cauda 
equina.  The  case  is  very  nicely  worked  out.  Dr. 
Murphy  still  places, great  confidence  in  the  Abder- 
halden  test  for  pregnancy,  apparently  much  more 
so  than  his  colleague  who  does  the  test  and  de- 
scribes it  in  this  number.  There  is  an  instructive 
talk  on  the  never-failing  subject  of  appendicitis, 
in  which  Dr.  Murphy  gives  his  well-known  views 
on  the  proper  sequence  of  symptoms — pain,  vomit- 
ing, fever — in  making  a correct  diagnosis,  and 
shows  the  danger  of  being  misled  by  subsidence 
c£  pain  and  tenderness  in  gangrene  and  the  special 
dangers  of  appendicitis  in  pregnancy.  He  affirms 
that,  next  to  typhoid,  appendicitis  is  the  common- 
est cause  of  cholecystitis,  a fact  which  we  have  all 
noted.  The  results  of  recent  discoveries  in  Hodg- 
kin’s disease,  as  being  caused  by  infection  and  its 
cure  by  vaccines  of  Rosenow,  is  described  by  Dr. 
Mix.  The  rest  of  the  book  is  occupied  by  Dr.  Mur- 
phy’s inimitable  descriptions  and  discussions  of  his 
operations.  Winslow. 


Medical  Jurisprudence.  A Statement  of  the  Law 
of  Forensic  Medicine.  By  Elmer  D.  Brothers, 
B.  S.,  LL.B.,  Lecturer  on  Jurisprudence  in  the 
Medical  and  Dental  Departments  of  the  Univ.  of 
Illinois.  Pages  301;  price  $3.  C.  V.  Mosby  Co., 
St.  Louis,-  1914. 

There  are  so  many  valuable  points  discussed  in 
this  book,  for  any  physician  who  does  court  work, 
that  it  becomes  actually  fascinating.  The  articles 
of  especial  interest  begin  with  chapter  IV,  expert 
witness;  then  follow  chapters  on  privileged  commu- 
nications, licenses,  employment  and  compensation, 
agreement  for  surgical  operation,  civil  malpractice, 
anesthetics,  insanity  and  its  various  phases  in  law, 
blood  stains,  crimes  with  medical  aspect,  etc.  To 
all  court  rulings  on  these  subjects  the  writer  has 
given  annotated  cases  for  reference,  making  the 
volume  of  great  value  to  a physician’s  library.  It 
is  concise,  showing  much  careful  thought  and  study 
by  the  author.  It  can  be  strongly  recommended  as 
a reference  book  to  the  medical  profession. 

Smith. 
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A STUDY  OF  HYDRONEPHROSIS. 

REPORT  OF  A CASE  * 

By  G.  S.  Peterkin,  M.  D.,  F.  A.  C.  S. 

SEATTLE,  WASH. 

Patient,  male,  aged  24,  unmarried.  May  11, 
1914,  exposed  to  Neisserian  infection.  Continually 
looked  for  evidence  of  same.  May  17,  discharge 
appeared.  Immediately  sought  medical  attention, 
believing  infection  had  taken  place.  Pain  in  back, 
pus  in  urine,  general  malaise.  No  frequency  or 
pain  on  urination ; no  slides  taken ; treatment  for 
urethritis  instituted. 

May  18,  patient  believed  he  had  an  attack  of 
grippe,  because  of  chills  and  pain  all  over  body,  so 
severe  as  to  necessitate  calling  a physician  in  the 
night.  May  19,  was  removed  to  the  hospital, 
temperature  100°  to  102°  for  five  days.  At  end 
of  period  dropped  to  normal.  General  symptoms 
described  as  similar  to  those  of  typhoid ; chills, 
loss  of  appetite,  malaise,  but  pronounced  constipa- 
tion. Urine:  Specific  gravity,  1010  to  1018;  red 
blood  corpuscles,  few;  much  pus,  no  casts.  Blood 
count,  17,200  white  blood  corpuscles;  76  per 
cent,  polynuclear;  25  per  cent,  lymphocyte.  After 
ten  days  left  hospital.  Pyuria  still  persistent;  also 
constipation ; slight  malaise  and  weakness. 

August  14.  One  month  later,  first  seen;  tem- 
perature 99° ; pyuria  pronounced.  Frequency,  five 
times  daily,  once  at  night;  only  slight  burning; 
bladder  capacity  520  cc.  (17  ounces).  General 

•Read  before  King  County  Medical  Society,  Seattle,  Wash., 
Nov.  16,  1914. 


symptoms  those  of  lassitude;  dull  ache  in  back, 
pronounced  constipation. 

Complement  fixation  test  for  syphilis  and  gon- 
orrhea, both  negative.  Red  blood  corpuscles, 
3,200,000;  white,  17,000;  polynuclear  76  per  cent. 
Physical  examination  showed  a slight  enlargement 
in  right  kidney  area,  with  tenderness  over  same. 

Cystoscopy:  Bladder  showed  as  follows:  Di- 

lated blood  vessels  ; slight  roughening  of  epithelium, 
but  no  denudation ; left  kidney  orifice  normal, 
eflux  rapid  and  clear;  right  kidney  orifice  somewhat 
funnel  shaped,  retracted,  situated  one  inch  pos- 
terior to  left  kidney  orifice,  eflux  slow ; mucous 
membrane  red,  epithelium  exfoliated  and  blood 
vessels  congested  about  same. 

Ureteral  catheterization:  Right  side,  catheter 

passed  29  cm.  (1.16  inch)  before  urine  flowed. 
Flow  of  urine  30  cc.  (1  ounce)  in  ten  minutes, 
flow  constant,  no  force ; stopped  at  end  of  this 
period.  Microscopic  and  chemical  examination : 
Reaction  alkaline,  appearance  turbid,  much  pus, 
small  round  and  cylindrical  cells,  no  red  corpuscles, 
no  T.  B.,  many  bacilli;  culture  showed  colon 
bacilli. 

Left  kidney:  Catheter  passed  26  cm.  (1.04 

inch)  no  obstruction.  Twenty  cc.  (2/3  ounce) 
flowed  intermittently  and  with  force.  Micro- 
scopic and  chemical  examination : Reaction  alka- 

line, appearance  clear,  few  granules,  many  cells 
from  ureter,  few  red  blood  corpuscles,  occasional 
leucocytes,  no  T.  B.,  few  bacilli ; cultures  showed 
colon  bacilli. 

Diagnosis:  Pyelonephrosis  of  right  kidney  due 

to  bacillus  coli.  Because  of  chills,  fever  and 
leucocyte  count,  capacity  of  pelvis  not  being  over 
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30  cc.  (1  ounce),  inference  drawn  that  there  was 
considerable  parenchyma  of  infected  kidney  left; 
that  there  were  probably  abscesses  present  which, 
when  ruptured,  would  heal,  provided  the  predis- 
posing cause  of  infection  (constipation)  was  re- 
moved and  the  bodily  resistance  increased,  the  local 
kidney  condition  improved,  through  drainage  by 
ureteral  catheterization,  lavage,  and  injection  of 
argyrol.  On  these  premises  existed  the  possibility 
of  saving  the  kidney  and  obviating  nephrectomy. 

Treatment  instituted : Dietetic,  local  and  gen- 

eral treatment  omitted  for  brevity,  except  to  note 
that  twice  after  renal  lavage  and  the  use  of 
argyrol  the  urine  voided  from  bladder  became 
very  clear,  but  patient  had  pain  in  back  and  slight 
fever.  This  attendant  fever  was  attributed,  how- 
ever, to  the  autogenous  vaccine,  of  which  patient 
was  receiving  large  doses. 

At  the  end  of  nineteen  days,  though  general 
condition  (anemia,  etc.)  had  improved,  pyuria  still 
persisted  and  pyelography  was  advised.  On  Sep- 
tember 14,  patient  was  catheterized,  writh  alternat- 
ing bismuth  catheters,  which  were  whistle  tipped. 
Thirty  cc.  (1  ounce)  flowed  freely,  then  stopped. 
Leur’s  syringe  being  attached;  50  cc.  (1% 
ounces)  more  were  withdrawn  and  collargol,  60 
cc.  (2  ounces)  of  20  per  cent.,  injected  and  a 
radiograph  taken.  (Fig.  1). 

Previous  to  operation  phenosulphothalein  test 
showed  the  left  kidney  functionating  normally.  A 
bismuth  meal  given,  radiographs  were  taken  at 
intervals  of  four  hours  and  showed  only  stasis  in 
the  ascending  colon. 

September  25 : Nephrectomy. 

Points  of  interest  in  the  operation : The  in- 

ability even  after  incision,  to  palpate  the  kidney, 
which,  because  of  the  vomiting  due  to  general 
anesthesia,  had  completely  emptied  itself,  leaving 
it  a sac  which  was  difficult  to  differentiate  by  the 
sense  of  touch  from  the  ascending  colon.  Neph- 
rectomy performed,  wound  closed.  Patient  sitting 
up  on  fifth,  left  hospital  on  eighth  day.  Four  days 
after  the  operation,  all  symptoms  of  the  obstinate 
constipation  which  previously  existed  were  re- 
lieved. 

Review  of  personal  history  and  subjective  symp- 
toms : 

Personal  history:  Denies  all  urinary  troubles 

before  onset  of  this  complaint;  likewise  denies 
previous  venereal  disease  and  gastrointestinal  dis- 
turbances, as  constipation. 

A month  before  onset  of  present  trouble,  thrown 
out  of  automobile,  bruised  and  cut  on  various  parts 
of  the  body,  none  serious  or  localized  over  kidney. 
On  this  date  sprained  back  righting  automobile. 
Noted  later  back  and  right  leg  stiff,  but  attributed 
it  to  gymnastics.  General  recovery'  complete  and 
present  condition  not  attributed  in  any  way  to  the 
accident. 

STUDIES. 

Exposure  to  infection,  appearance  of  urethra! 
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discharge  in  seven  days,  pyuria  present  when  no 
frequency  or  pain  on  urination  exists,  yet  diag- 
nosis of  Neisserian  infection  made. 

By  microscopic  examination  of  the  discharge  the 
character  or  presence  of  a diplococcus  could  have 
been  ascertained ; by  culture  the  character  of  the 
bacteria  or  bacilli  present  determined.  Slides  made 
three  months  after  the  appearance  of  discharge 
showed  the  absence  of  any  gonococcus  or  diplococ- 
cus ; cultures  showed  the  presence  of  colon  bacillus. 

Call  to  mind  the  biologic  characteristics  of  the 
colon  bacillus  and  the  gonococcus.  Of  the  colon 
bacillus  it  is  remembered  that  it  normally  inhabits 
the  intestines,  does  not  penetrate  intact  mucous 
membranes ; that  it  is.  this  biologic  characteristic 
which  demonstrates  why,  if  the  mucous  membrane 
be  intact,  pyuria  can  exist  with  no  frequency  or 
pain  on  urination,  irrespective  of  the  character  or 
acidity  of  the  urine;  that  this  germ  causes  a dis- 
charge only  from  mechanical  irritation  of  the 
mucous  glands  of  the  urethra,  aided  by  possible 
injuries — in  this  case,  stripping  of  urethra  to  look 
for  discharge. 

Of  the  gonococcus  it  is  to  be  remembered  that 
it  penetrates  the  mucous  membrane  and,  therefore, 
always  at  some  time  during  the  infection  causes 
frequency  and  pain  on  urination.  Again,  biochemic 
reaction  of  the  blood  gives  no  information  about 
the  colon  bacillus  but  does  concerning  the 
gonococcus. 

LESSONS  FROM  THESE  STUDIES. 

By  the  above  facts  is  demonstrated  the  value 
of  a knowledge  of  the  biologic  characteristics  of 
the  infecting  organisms  in  elucidating  clinical 
symptoms,  to-wit:  When  pyuria  exists  without 

frequency  or  pain  on  urination,  suspect  a hemato- 
genous colon  bacillus  infection  and  the  presence 
of  a virgin  urethral  mucous  membrane,  i.  e.,  one 
where  there  have  been  no  past  injuries  or  infec- 
tions for,  if  injuries  or  infections  have  taken  place 
at  any  time,  the  colon  bacillus  will  cause  frequency 
and  pain  on  urination,  as  an  area  of  total  or 
partial  denudation  of  epithelium  often  exists. 

Moreover,  the  history  of  pyuria,  slight  urethral 
discharge,  no  history  of  pain  or  frequency,  normal 
bladder  capacity,  teaches  us  (knowing  the  charac- 
ter of  the  colon  bacillus)  to  avoid,  lest  we  com- 
plicate the  condition,  unnecessary  instrumentation 
or  strong  injections,  and  that  the  first  step  is  not 
the  treatment  of  the  urinary  condition,  but  to  re- 
move the  primary  cause  which  must  be  abnormal 
intestinal  condition,  permitting  the  abrasion  of  the 
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mucous  membrane  and  the  entrance  of  the  colon 
bacillus  into  the  circulation. 

The  biochemic  characteristics  of  the  gonococcus 
permit,  by  a complement'  fixation  test,  the  ascer- 
tainment of  its  presence,  which  microscopically 
might  be  overlooked,  because  of  the  pronounced 


Fig.  1 — Pyelographic  picture  of  kidney  in  situ. 


Fig-  2 — Radiograph  of  extirpated  kidney  injected  with  lead 
emulsion — 175  cc.  Note  narrowing  of  ureter  at  A,  in- 
jected arteries  at  B,  almost  complete  absence  of  paren- 
chyma at  C. 

bacteriuria  and  the  tendency  of  the  gonococcus  to 
exist  undiscovered  in  genitourinary  structures  ad- 
jacent to  urethra.  The  fact  that  a negative  re- 
action exists  at  the  end  of  three  months  after  the 
appearance  of  a urethral  discharge  permits  one  to 
make  a definite  statement  that  the  gonococcus  of 


Neisser  never  existed  to  complicate  this  case — a 
fact  of  inestimable  value  in  prognosis  as  to  rate  of 
recovery  after  operation,  as  colon  bacilli  alone 
mean  immediate  disappearance  of  pyuria,  recovery 
without  postoperative  treatment,  while  colon 
bacilli  combined  with  gonococcus  mean  two  or 
three  months  postoperative  local  treatment.  This 
statement  demonstrates  that,  if  one  be  systematic, 
a complement  fixation  test  for  gonorrhea  should 
never  be  omitted  in  any  urinary  affection. 

Prior  to  the  studies  of  the  cystoscopic,  pyelo- 
graphic,  and  pathologic  findings,  it  is  essential  to 
their  understanding  that  the  following  radio- 
graphic  pictures,  photographs  and  drawings  be  pre- 
sented : 

1.  A pyelographic  picture  of  right  kidney  in 
situ,  (Fig.  1)  with  a normal  pelvis  (Fig.  6) 
presented  for  comparison. 


Fig.  6 — Renal  pelvis  and  arteries  injected  (normal). 

2.  Radiograph  of  this  same  kidney  after  ex- 
tirpation (Fig.  2)  filled  with  bismuth.  It  re- 
quired 175  cc.  (5.8  ounces)  to  fill  same. 

3.  Photograph  of  kidney  with  the  ureter  in 
position  as  found  (Fig.  3) — kinked  at  junction 
with  pelvis  and  attached  to  same  by  adhesions. 

4.  Drawing  better  illustrating  the  narrowing 
of  the  ureter  at  the  junction  with  the  pelvis. 

(Fig.  4). 

This  pathologic  fact — the  narrowing  of  the 
ureter — is  also  shown  in  the  pyelographic  picture 
of  the  kidney  in  situ,  (Fig.  1 ) inasmuch  as  you  may 
note  that  the  catheter  does  not  enter  the  pelvis, 
but  impinges  against  the  ureter  at  its  junction  with 
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Fig'.  3 — Ureter  kinked  at  junction  with  Fig.  4 — Shows  narrowing  of  ureter, 

pelvis. 


Fig.  5 — Shows  extent  of  destruction  of 
kidney  structure. 


same  and  that,  between  the  collargol  in  the  pelvis 
and  that  in  the  ureter,  the  tip  of  the  instrument 
shows  no  collargol  about  it,  from  which  fact  it  can 
be  inferred  that,  30  cc.  (1  ounce)  of  fluid  having 
escaped,  the  ureter  collapsed  about  the  ureteral 
catheter,  preventing  further  flow. 

5.  Photograph  of  inside  of  kidney  (Fig.  5) 
shows  extent  of  destruction,  in  some  places  a thin 
membranous  layer  of  tissue  only  being  in  contact 
with  neighboring  structures. 

6.  Radiographic  picture  (Fig.  2)  of  the  arteries 
of  this  kidney,  injected  after  nephrectomy,  shows 
the  effects  of  hydronephrosis  upon  the  blood  ves- 
sels and  that  in  some  of  the  thin  areas  spoken  of 
they  are  completely  obliterated.  Radiographic  pic- 
ture of  the  arteries  of  a normal  kidney  is  also 
shown.  (Fig.  6). 

From  the  evidence  presented  in  these  exhibits, 
we  may  make  the  following  statement : That,  as 

the  patient  has  no  history  of  any  genitourinary 
trouble  prior  to  three  months  ago,  the  extent  of  de- 
struction of  the  pathologic  specimen  demonstrated 
that  the  condition  must  have  been  congenital, 
especially  as  there  was  no  history  of  local  symp- 
toms within  the  knowledge  of  the  patient. 

The  cause  of  the  hydronephrosis  we  see  is  a too 
high  insertion  of  the  ureter  in  the  pelvis  and  the 
kinking  of  same  by  its  adherence  to  the  pelvis. 
The  normal  capacity  of  a kidney  pelvis  is  from 
5 to  10  cc.  (1-6  to  1-3  ounce).  Here  the  total 
capacity  was  175  cc  (5.8  ounces). 


The  x-ray  plates,  showing  the  great  destruction 
of  kidney  parenchyma,  demonstrate  that  the  local 
treatment  instituted — catheterization,  lavage  of  the 
renal  pelvis — should  never  have  been  undertaken 
in  this  case;  that  nephrectomy  should  have  been 
performed  at  once. 

However,  the  hypothesis  already  spoken  of, 
upon  which  this  treatment  was  instituted,  was  at 
the  time  apparently  logical,  but  has  proven  erro- 
neous. Why?  Because  too  much  reliance  was 
placed : 

1.  Upon  the  history,  subjective  and  constitu- 
tional symptoms,  which  permitted  us,  since  the  at- 
tack suffered  by  patient  was  not  acute  nor  chronic, 
to  presuppose  a slight  destruction  of  the  kidney. 

2.  Upon  the  ureteral  examination,  which  we 
believed  confirmed  our  conclusion,  inasmuch  as  the 
pelvic  capacity  was  estimated  at  30  cc.  (1  ounce) 
whereas,  if  it  had  been  50  cc.  (1  2-3  ounces)  or 
more,  an  operation  would  have  been  indicated.  If 
the  capacity  of  the  pelvis  had  been  30  cc.  ( 1 
ounce),  the  evidence  adduced  by  the  cystoscopic 
examination  did  confirm  our  hypothesis,  but  un- 
thinkingly we  made  no  allowance  for  an  excep- 
tional pathologic  condition  such  as  existed  here. 

All  of  which  teaches  us  that  success  means 
thoroughness  in  detail,  the  balancing  of  ac- 
counts, before  announcing  results;  teaches  that  a 
hydronephrotic  kidney,  practically  a sac,  similar 
to  this  specimen,  possesses  no  elasticity  and  on 
ureteral  examination  may  expel  only  such  an 
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amount  of  fluid  as  that  which  will  cause  tonicity 
in  the  sac.  Therefore,  unless  aspiration  be  applied 
to  ureteral  catheter,  there  will  be  a cessation  of  the 
flow  when  this  amount  of  fluid  is  expelled,  which 
amount,  if  taken  as  the  pelvic  capacity,  will  result, 
as  it  did  here,  in  an  error  as  to  the  extent  of 
hydronephrosis. 

This  specimen  likewise  explains  why  temporary 
improvement  occurred  in  the  urine  after  each  local 
treatment.  This  was  really  due  to  the  fact  that 
such  a slight  amount  of  parenchyma  was  left  in 
the  kidney  that  it  required  twenty-four  hours  to 
secrete  the  amount  of  fluid  withdrawn  by  the 
ureteral  catheter  and  to  refill  the  sac  sufficiently 
to  cause  an  overflow  into  the  bladder  and  pyuria  to 


Fig.  7 — Ureteral  catheters,  ends  enlarged.  A,  round-tipped. 


B,  whistle  tipped.  C,  catheter  actual  size. 


Fig.  8 — Microscopic  section  of  compressed  area  of  parenchyma. 


appear.  Meanwhile,  the  bladder  being  free  from 
cystitis,  thoroughly  washed  out  at  the  time  of  the 
ureteral  catheterization,  we  saw  only  the  urine 
excreted  by  the  normal  kidney  for  twenty-four 
hours  and  thought  the  local  treatment  was  produc- 
ing results. 

Even  though  the  distance  which  the  ureteral 
catheter  is  inserted  may  be  normal,  abnormalities 
may  exist  that  radiography  alone  will  demon- 
strate, as  it  did  in  this  case.  Even  aspiration  may 
not  have  shown  this  character  of  abnormality — -the 
kinking  of  the  ureter  at  the  pelvis — unless  the 
proper  form  of  ureteral  catheter  be  used.  In  the 
first  place  we  used  a round-tipped  cathetei  with 


lateral  openings  instead  of  a whistle-tipped  (Fig. 
7)  with  the  result  that  on  aspiration  the  walls 
of  the  ureter  were  pulled  against  the  lateral  open- 
ings and  no  fluid  was  obtained. 

It  is  in  cases  of  this  character,  obscure  cases, 
that  pyelography  is  of  great  value,  and  is  well 
demonstrated  here. 

As  to  the  etiology  of  this  infection,  the  fact 
that  pronounced  constipation  existed,  that  the  ab- 
dominal surface  of  the  kidney  was  adherent  to 
the  peritoneum  and  ascending  colon,  and  that 
there  was  such  an  extensive  destruction  of  the 
kidney,  looking  at  the  gross  specimen,  caused  us 
to  first  consider  the  colon  bacillus  infection  as 
taking  place  through  contiguity  of  tissues — directly 
from  colon  to  kidney.  However,  the  duration 
of  the  onset  of  the  symptoms  over  one  month 
from  the  unrecognized  causative  factor,  the  in- 
jury, the  presence  of  active  secreting  tissue  shown 
microscopically  (Fig.  8),  though  slight  in  char- 
acter, made  us  recognize  that  the  most  common 
form  of  infection — hematogenous — was  no  doubt 
the  correct  one.  In  fact,  if  the  kidney  at  the 
time  of  the  accident  had  not  been  fully  distended, 
tense,  but  had  recently  emptied  itself,  the  in- 
testines would  not  have  been  injured  and  the  in- 
termittent hydronephrosis  would  have  continued 
to  empty  itself  and  the  patient  would  not  have 
known  that  this  pathologic  condition  existed. 

This  supposition  on  etiology  is  presented,  not  be- 
cause it  is  evidence  of  especial  value,  but  to  demon- 
strate that  between  two  arguments  investigation 
and  common  sense  will  make  us  accept  the  most 
common  one  as  likely.  Moreover,  studying 
etiology  means  mental  gymnastics,  the  exercising 
of  the  imagination — a performance  that  often  gives 
great  pleasure. 


PYELOGRAPHY* 

By  W.  J.  Pennock,  M.  D. 

SPOKANE,  WASH. 

So  much  has  been  written  on  this  subject  lately 
that  it  will  be  impossible  for  me  to  bring  out  many 
points  that  have  not  been  noted  at  some  time  in 
the  medical  literature.  Therefore,  I will  simply 
review  the  work  that  has  been  done  clinically  and 
experimentally  and  offer  to  you  the  present  status 
of  this  important  diagnostic  method,  what  we  can 
expect  from  .it  and  when  it  should  and  should  not 
be  used. 

*liead  before  Spokane  County  Medical  Society,  Spokane, 
Wash.,  Feb.  13,  1914. 
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The  first  record  of  the  use  of  this  method  was  in 
1905,  when  Volcker  filled,  first,  the  bladder  and 
later  the  pelvis  of  the  kidney  with  collargol  and 
took  skiagrams.  The  value  of  this  method  was  not 
recognized  and  it  remained  for  Braasch,  of  the 
Mayo  Clinic,  to  develop  the  technic  and  to  prove 
its  wide  range  of  usefulness  in  determining  the 
anatomic  problem  of  the  exact  number  of  kidneys 
present,  their  size,  shape  and  the  exact  arrange- 
ment of  the  ureters,  pelvis  and  calyces.  Besides 
establishing  the  value  and  accuracy  of  the  method, 
he  also  showed  the  need  of  the  procedure  by  the 
surprising  number  of  abnormalities  that  were  found 
and  that  had  not  been  suspected. 

Kidd  in  a recent  article  states  that,  while  minor 
abnormalities  are  of  every  day  occurrence,  it  has 
not  been  recognized  how  common  are  abnormali- 
ties of  the  kidney  that  would  influence  urinary  sur- 
gery. That  this  is  so  is  not  surprising  if  we  recall 
that  the  kidney  and  ureter  develop  from  a diverti- 
culum of  the  lowrer  end  of  the  Wolffian  duct,  that 
as  the  kidney  gradually  ascends  it  passes  and  re- 
ceives blood  supply  in  succession  from  several  dif- 
ferent branches  of  the  aorta,  that  as  many  as  five 
of  these  blood  vessels  may  be  carrying  blood  to  the 
kidney  at  one  time  and  that,  as  it  ascends  and 
higher  arteries  become  attached,  the  lower  vessels 
separate,  one  finally  enlarging  and  becoming  the 
permanent  vessel  of  supply.  In  anomalous  posi- 
tions of  the  kidney  the  blood  may  arise  from  the 
sacromedia,  the  common  iliac  or  even  the  inferior 
mesenteric.  Also  in  the  early  developmental  stage 
there  is  nothing  between  the  two  structures  except 
the  forming  aorta  and  sometimes  they  are  in  con- 
tact or  even  fused  in  front  of  or  behind  this 
vessel. 

In  the  last  five  years,  in  the  Mayo  Clinic,  four 
per  cent,  of  the  operations  on  the  kidney  and  ureter 
have  been  for  gross  abnormality.  The  abnormali- 
ties found  consisted  of  fused  kidneys,  single  kid- 
neys and  duplication  of  pelvis  and  ureter,  as  well 
as  one  or  two  cases  of  ectopic  and  ectrophic  kid- 
neys. Kidd  has  seen  in  his  own  practice  during  the 
last  year,  five  cases  of  hydronephrosis  due  to  an 
aberrant  renal  artery,  one  case  of  single  kidney,  one 
of  atrophic  kidney  with  ureter  opening  into  the 
vagina,  four  cases  of  congenital  hydronephrosis  and 
one  of  double  ureter  and  double  fused  kidneys  on 
each  side. 

While  the  diagnosis  of  congenital  malformations 
is  of  interest  and  of  much  importance,  pyelography 
is  of  greater  value  on  account  of  its  greater  fre- 
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quency  in  the  diagnosis  of  the  early  dilatation  of  the 
kidney,  pelvis  and  ureter,  in  the  diagnosis  of  renal 
neoplasm  and  in  the  surgery  of  renal  calculus. 
Dilatation  of  the  kidney  pelvis  is  relatively  fre- 
quent and  may  of  course  be  mechanical  or  inflam- 
matory in  origin.  The  value  of  pyelography  in 
diagnosis  is  that  it  enables  us  to  make  a diagnosis 
before  the  increasing  pressure  has  destroyed  the 
kidney. 

In  the  cases  of  unilateral  renal  hematuria  it  is 
now  possible  in  most  cases  to  make  a diagnosis  by 
means  of  pyelography  of  the  renal  neoplasm,  as 
there  is  a characteristic  distortion  of  the  pelvis  in 
practically  all  cases.  Braasch  has  some  wonderful 
plates  of  these  cases  and  tells  me  he  can  now  diag- 
nose sixty  per  cent,  of  neoplasm  cases  from  the 
plate  alone.  This  method  is  also  of  value  when 
there  is  a mass  in  the  kidney  region  in  determining 
whether  it  is  a renal  or  an  abdominal  tumor.  In 
cases  complaining  of  pain  in  the  kidney  region 
pyelography  will  determine  by  whether  or  not  the 
pelvis  is  dilated  and  as  to  the  advisability  of  ex- 
ploratory operations. 

Dilatation  of  the  ureter  by  stone,  stricture  or 
pelvic  tumor  can  of  course  be  diagnosed,  but  the 
important  part  lies  in  determining  whether  a 
shadow  in  the  neighborhood  of  the  ureter  is  really 
a stone  in  the  ureter.  According  to  Braasch,  unless 
a suspected  shadow  is  at  least  one  cm.  from  the 
ureteral  shadow,  it  is  impossible  to  say  it  is  not  the 
shadow  of  a stone  in  the  ureter.  If,  therefore, 
there  be  a shadow  in  the  neighborhood  of  the 
ureter,  it  should  be  filled  with  collargol  and  only 
if  the  ureter  show  signs  of  dilatation  above  the 
shadow  should  it  be  accepted  as  a stone.  I have 
seen  a striking  case  in  which  repeated  radiographs 
showed  absolutely  no  shadow,  yet  the  outline  of  the 
stone  could  be  clearly  made  out  after  the  injection 
of  collargol.  In  cases  of  infection  the  method  has 
definite  value  in  determining  whether  the  infec- 
tion is  limited  to  the  pelvis  or  whether  the  kidney 
parenchyma  is  involved ; in  like  manner,  whether 
an  infection  is  a pyonephrosis  or  a perinephritic 
abscess. 

The  great  value  of  pyelography  in  diagnosis  be- 
ing evident,  it  only  remains  to  determine  whether 
there  is  any  danger  to  the  patient  in  the  procedure 
of  injecting  the  pelvis.  Fatalities  have  been  reported 
following  its  use  and  much  work  has  been  done  to 
discover  whether  these  deaths  were  due  to  the  pro- 
cedure itself  or  to  faults  in  technic  which  could 
be  avoided.  Blum  calls  attention  to  five  deaths,  all 
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but  one  of  which  occurred  in  America  and  reports 
finding  extensive  necrosis  of  the  kidney  substance, 
but  his  specimens  were  postmortem  and  the  change 
could  easily  have  been  cadaveric. 

It  has  been  found  that  even  under  low  pressure 
collargol  does  infiltrate  the  medulla  and  it  has  been 
demonstrated  experimentally  that  the  collargol 
travels  by  way  of  the  collecting  tubules  and  the 
amount  of  infiltration  induced  depends  more  upon 
the  time  the  fluid  in  the  pelvis  is  under  pressure 
than  upon  the  pressure  itself.  Collargol  has  been 
found  by  Vest  at  operation  in  the  kidneys  and 
perirenal  tissue  in  five  cases,  the  time  between  in- 
jection and  operation  ranging  from  one  to  five  days. 
Eisendrath,  working  on  dogs,  found  that  collargol 
under  normal  pressure  was  not  harmful  but  that  by 
raising  the  pressure  to  100  mm.  of  mercury  he 
could  cause  death,  due  to  extensive  collargol  em- 
bolism of  the  liver,  spleen  and  lungs. 

Walker  states  that  he  has  operated  on  a number 
of  cases  a few  days  subsequent  to  collargol  injection 
and  in  every  case  the  lining  membrane  of  the  pelvis 
was  healthy  and  glistening.  Pancoast  and  Tennant 
agree  that  collargol  induces  little  if  any  irritation 
of  the  pelvic  mucosa  and  that  the  amount  of  col- 
largol which  gains  entrance  to  the  tubules  depends 
directly  upon  the  degree  of  pressure  and  the  time 
the  pressure  is  maintained.  All  observers  agree 
that  the  question  of  solution  of  continuity  of  the 
pelvic  lining  is  of  great  importance  and  that  great 
care  must  be  used  in  bad  cases  of  pyonephrosis,  sup- 
purative pyelonephrosis  and  in  large  hydronephrotic 
kidneys. 

So  much  for  the  pathologic  side.  Clinically 
Braasch  has  reported  the  injection  of  collargol  in 
1,000  cases  without  fatality  or  permanent  injury 
and  states  that  he  believes  severe  reaction  is  usually 
the  result  of  poor  technic  or  lack  of  care  in  selection 
of  cases. 

To  find  what  reaction  if  any  occurred  in  the  kid- 
ney from  collargol  the  London  Hospital  clinical 
laboratory  examined  the  urine  in  a great  number 
of  cases,  some  of  which  had  been  injected  repeat- 
edly. These  examinations  wTere  made  for  days  and 
weeks  immediately  following  the  injections  and  in 
no  case  did  they  find  evidence  of  any  permanent 
pathologic  change  in  the  urine.  In  most  cases,  for 
a few  days  following  the  injection  of  the  pelvis 
and  ureter,  the  urine,  while  clear  to  the  eye  and 
of  normal  specific  gravity,  contained  a trace  of 
albumin  and  a few  white  and  red  blood-cells.  Casts 
were  not  observed  in  any  case. 


Let  me  sum  up  these  observations  in  these  words : 
The  value  of  pyelography  in  urinary  diagnosis  is 
beyond  question,  the  procedure  is  safe  if  carried  out 
carefully,  and  judgment  used  in  not  employing  it  in 
cases  which  present  definite  contraindication.  The 
procedure  should  not  be  employed  until  after  the 
case  has  been  worked  out,  urine  from  both  kidneys 
carefully  examined,  skiagram  of  the  suspected  kid- 
ney and  ureter  made  and  the  kidney  function  de- 
termined. In  this  way  we  will  avoid  the  cases  in 
which  the  use  of  collargol  might  be  injurious. 

Having  made  careful  preliminary  examination  of 
the  pelvis  and  ureter,  collargol  may  be  injected 
with  safety  and  the  diagnosis  made,  not  from  the 
plate  alone  but  by  summing  up  all  the  data  ob- 
tained from  the  entire  examination.  It  seems  evi- 
dent also  that  it  is  best  to  inject  only  one  kidney 
at  a time,  that  the  collargol  should  be  injected  by 
gravity  under  low  pressure  and  this  pressure  main- 
tained for  the  shortest  possible  time. 
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THE  VALUE  OF  DECOMPRESSION 
OPERATIONS  IN  DISORDERS  OF 
THE  BRAIN.  A NEW  AND  CON- 
SERVATIVE PROCEDURE.* 

By  K.  A.  J.  Mackenzie,  M.  D. 

PORTLAND,  ORE. 

The  principle  of  decompression  in  disorders  of 
the  brain  has  been  recognized  for  a long  time. 
Observations  have  been  made  by  many  surgeons 
pointing  to  the  effect  of  the  operation  of  trephin- 
ing in  inducing  the  effects  of  decompression.  The 
first  great  impulse,  however,  towards  decom- 
pression as  a means  of  relieving  intracranial 
pressure  wras  brought  about  by  the  efforts  of 
Horsley  who,  without  defining  any  particular 
operation,  observed  in  the  numerous  operations 
that  he  had  occasion  to  perform  on  the  brain 
and  spinal  cord,  the  remarkable  effects  brought 
about  by  such  operations  in  relieving  the  existing 
tension. 

Surgeons  had  noted  many  times  in  the  past  that 
a fracture  of  the  skull  which  consisted  of  a sim- 
ple fissure  was  very  often  fatal  in  its  effects, 
when  much  more  extensive  injuries  involving 
fragmentation  and  comminution  of  the  skull 
escaped  death,  the  explanation  being  that  the  in- 
jury itself,  involving  as  it  did  the  crushing  of 
the  bone,  the  laceration  of  the  meninges,  permit- 

*Read  before  the  Thirtieth  Annual  Meeting  Oregon  State 
Medical  Association,  Portland,  Ore.,  Sept.  10-11,  1914. 
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ting  the  escape  of  the  cerebrospinal  fluid,  fur- 
nished all  the  elements  necessary  to  relieve  in- 
tracranial pressure,  the  traumatism  being  tanta- 
mount to  extensive  decompressive  procedure. 
Surgeons  operating  upon  the  brain  in  the  presence 
of  symptoms  of  compression  with  the  motive  of 
lifting  depressed  fragments,  have  not  infrequently 
saved  the  day  by  performing  unconsciously  the 
decompressive  operation  which  predicates  the  re- 
moval of  part  of  the  skull  and  the  opening  of 
the  meninges.  Indeed,  the  surgeon  removing  the 
loose  fragments  of  bone  in  fractures  of  the  skull 
and  liberating  the  effused  blood  on  the  meninges 
or  within  them  has  performed  the  decompressive 
operation  very  often  with  the  most  salutary 
effect. 

The  study  of  the  localization  of  the  centers 
in  the  cortex  and  elsewhere,  enabling  as  it  does 
the  surgeon  or  physician  to  define  accurately  the 
situation  of  a tumor  or  other  lesion  of  the  brain, 
has  done  much  to  encourage  the  performance  of 
decompression  operations,  and  in  the  prosecution 
of  the  study  of  the  surgery  of  brain  tumors,  par- 
ticularly the  use  of  the  decompressive  operation, 
has  found  its  greatest  stimulus.  The  applica- 
tion of  this  principle  to  the  treatment  of  both 
diseases  and  injuries  of  the  brain  is  without  doubt 
increasing,  and  it  is  well  that  it  is  so  because 
only  too  frequently  the  physician  or  the  surgeon 
contents  himself  with  looking  on  complacently 
while  life  is  ebbing  away. 

An  inspection  made  of  the  medical  wards  of 
any  hospital  of  considerable  size  will  reveal  one 
or  more  patients  in  profound  coma,  the  only 
treatment  being  perhaps  the  application  of  an  ice 
cap  or  the  administration  of  some  placebo,  physi- 
cians, nurses  and  relatives  looking  solemn  and 
sad  in  contemplation  of  the  utter  helplessness  of 
the  situation.  In  the  same  hospital,  in  the  sur- 
gical division,  will  be  found  perhaps  one  or  more 
cases  of  concussion  or  compression  of  the  brain, 
awaiting  the  same  fate,  the  surgeon  utterly  in- 
different to  the  utility  of  the  decompressive  oper- 
ation. Many  diseases  and  injuries  of  the  brain 
are  amenable  to  cure  by  this  beneficient  pro- 
cedure and  it  is  a stigma  both  to  medicine  and 
surgery  that  the  operation  is  so  seldom  invoked. 

I observed  three  years  ago  in  the  hospital  for 
the  paralysed  and  epileptic,  in  the  service  of 
Professor  Horsley,  two  cases  of  tumor  of  the 
brain  which  were  successfully  relieved  by  opera- 
tion. The  first  step  after  localization  of  the 
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tumor  had  been  made  was  a decompression  opera- 
tion which  in  itself  saved  life  and  vision,  the 
tumor  having  been  found  to  be  unoperable  and 
inaccessible,  which  at  a later  stage  became  ac- 
cessible and  was  readily  and  safely  removed.  I 
have  not  infrequently  noted,  in  the  meetings  of 
our  clinical  societies,  the  exhibition  of  specimens 
of  the  brain  containing  tumors.  Diagnosis  had 
been  made  and  localization  had  been  effected,  but 
no  effort  made  to  remove  the  tumor  or  even  give 
the  sufferer  the  comfort  or  benefit  of  the  decom- 
pressive operation.  Many  of  these  tumors  were 
doubtless  inaccessible  and  non-removable,  but 
many  or  most  of  them  were  at  least  susceptible 
at  some  later  stage  of  their  development  to  the 
decompressive  operation.  When  a tumor  is 
present  in  the  brain  its  blighting  effects  are  felt 
chiefly  because  of  the  greatly  increased  tension 
within  the  skull  and  from  its  reaction  upon  the 
mind  and  the  special  senses. 

There  are  cases  on  record  where,  in  the  pres- 
ence of  brain  tumor,  the  mind  has  been  dethroned 
by  reason  of  terrific  tension  within  and  reinstated 
after  a successful  decompressive  operation.  In 
the  same  manner  sight  has  been  saved  and  blind- 
ness cured  by  early  operations  of  the  kind.  It 
will  be  seen,  therefore,  that  the  thought  which 
animates  me  at  this  time  is  that  this  operation  is 
neglected  too  often,  too  often  omitted,  and  that 
the  physician,  the  psychiatrist,  the  alienist  and 
even  the  surgeon  are  all  often  blind  to  its  value 
in  countless  cases  to  which  it  is  applicable. 

First,  with  regard  to  injuries  in  relation  to 
the  conditions  of  concussion  which  are  so  con- 
stantly and  frequently  brought  to  our  attention. 
The  mortality  in  severe  compression  is  very  high 
and  in  severe  cases,  in  which  no  reaction  follows, 
death  takes  place  in  thirty-six  to  forty-eight  hours. 
Physical  examination  in  these  cases  shows  that 
the  pulse  is  small,  the  blood  pressure  lowered, 
the  temperature  subnormal  and  the  signs  of 
shock  only  too  manifest. 

What  are  the  cardinal  principles  of  treatment 
in  this  group  of  cases?  There  are  no  signs  of 
compression  and  the  indications  are  to  stimulate 
the  patient  by  every  means  that  are  available  in 
order  to  restore  or  raise  the  blood  pressure.  Ex- 
ternally heat  must  be  applied  diligently  and 
salines  given  by  transfusion  or  by  resort  to  the 
subcutaneous  method.  Stimulants  are  to  be  ad- 
ministered and  special  remedies  used  which  in- 
crease the  blood  pressure,  such  as  pituitrin, 
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adrenalin,  preparations  of  digitalis,  etc.  Diligent 
and  heroic  use  of  such  agencies  will  not  infre- 
quently bring  about  the  substitution  of  the  signs 
of  compression  for  those  of  concussion,  and  when 
this  is  effected  the  operation  of  decompression 
can  be  used  wfith  gratifying  results. 

Kocher,  in  language  that  is  most  expressive, 
speaks  of  the  signs  of  what  he  calls  the  “mani- 
fest stage”  of  compression  and  his  words  can  be 
quoted  to  great  advantage.  “There  is  present 
wide  spread  capillary  anemia,  the  medulla 
markedly  affected.  - The  period  of  vasomotor 
regulation  has  set  in  with  its  high  blood  pressure 
and  this,  with  its  vagal  quality,  gives  the  pulse 
its  bounding  character.  Rise  in  the  blood-pres- 
sure has  a definite  rhythm  and  rhythmic  altera- 
tions in  the  size  of  the  pupils  with  alternate  in- 
crease and  decrease  in  the  depth  of  the  stupor, 
upwards  causing  the  patient  to  moan,  to  be 
irritable  and  restless,  and  downwards  causing  him 
to  be  comatose.  The  pulse  is  markedly  affected 
and  respiration  becomes  rhythmic  and  cheyne- 
stokes  in  character;  choke-discs,  reflexes  abol- 
ished, cyanosis  and  stertorous  breathing.”  After 
this  stage,  and  always  under  these  conditions,  the 
paramount  indication  is  the  decompressive  oper- 
ation and  I insist  that  it  is  constantly  neglected, 
the  patient  being  allowed  to  lapse  into  the  stage 
of  paralysis  with  low  blood-pressure,  respiratory 
paralysis,  complete  muscular  relaxation  and 
deepening  coma. 

When  this  stage  is  reached,  operative  inter- 
ference is  not  to  be  considered.  It  should  be 
known  that  a very  slight  increase  in  the  in- 
tracranial tension,  anything  exceeding  five  per 
cent,  of  the  intracranial  capacity,  will  bring 
about  compression  symptoms.  Anything,  there- 
fore, that  will  diminish  the  intracranial  capacity 
five  per  cent,  will  often  relieve  this  condition. 

The  student  will  ask  the  question,  “What  is 
it  that  decompression  does?”  It  undoes  the  evils 
of  compression,  it  relieves  tension,  it  withdraws 
effused  blood,  it  relieves  venous  and  arterial  ten- 
sion, it  drains  the  cerebrospinal  fluid  from  within 
the  meninges,  it  relieves  edema  that  is  constantly 
present  and  gives  the  medullary  centers  time  and 
scope  for  their  recovery.  This  constitutes  a large 
group  and  perhaps  the  largest  and  it  is,  therefore, 
considered  first  in  this  relation. 

Fractures  of  the  Skull.  In  evert'  thou- 
sand cases  of  fracture  of  the  skull  of  all  kinds 
three  hundred  at  least  die,  and  the  average  dura- 


tion of  life  in  fatal  cases  is  forty-four  hours. 
Many  die  at  a later  stage  of  infection  of  the 
meninges  or  pneumonia,  but  by  far  the  greater 
number  die  from  the  effects  of  intracranial  ten- 
sion caused  by  hemorrhage  extra-  or  intradural, 
intracerebral  or  intraventricular,  most  of  the 
fractures  involving  the  middle  fossa. 

What  is  the  average  procedure  in  this  group 
of  cases?  Repeated  observations  prompt  me  to 
say  that  these  cases  are  allowed  to  die,  and  the 
terrific  toll  of  mortality  is  explained  by  either  the 
indifference  or  the  inefficiency  of  the  surgeon.  It 
is  not  maintained  that  the  operation  should  be 
done  in  all  cases,  because  it  is  known  that  many 
cases  of  fracture  of  the  skull  recover  spontane- 
ously, but  the  greatest  care  should  be  observed  in 
making  the  decision.  If  the  rule  were  made 
universal  that,  in  the  presence  of  the  “manifest 
signs  of  compression”  in  fractures  of  the  skull, 
an  operation  be  performed,  the  mortality  statis- 
tics would  be  greatly  changed  for  the  better. 

It  is  well  to  repeat  at  this  time  that  no  opera- 
tion should  be  performed  in  the  stage  of  profound 
concussion  and  shock,  nor  in  the  paralytic 
comatose  stage.  The  advantages  of  the  decom- 
pression operation  in  fractures  of  the  skull  is  that 
it  gives  an  opportunity  for  the  discovery  of  the 
bleeding  point,  the  pressure  of  fragments  is  re- 
lieved, drainage  of  pent  up  blood  is  effected,  the 
cerebrospinal  fluid  is  released,  edema  relieved,  in- 
fective elements  removed,  infective  tissues  dis- 
infected, and  in  many  cases  the  territory  of  the 
middle  meningeal  artery  is  exposed  and  its  bleed- 
ing points  ligated. 

Hemorrhage.  In  injuries  of  the  head,  asso- 
ciated with  wound  of  the  middle  meningeal 
artery,  ninety  per  cent,  die  without  operation. 
With  operation  the  mortality  is  thirty-three  per 
cent. 

Two  cases  under  my  observation,  one  in  the 
service  of  Dr.  Smith,  another  in  the  service  of 
Dr.  Boyd,  are  cited  to  illustrate  the  advantages 
of  the  operation.  Both  resulted  from  hemorr- 
hage from  the  middle  meningeal  artery.  In  both 
the  case  history  showed,  two  or  three  hours  after 
the  injury,  aphasia  developed  and  at  a later 
period  but  within  two  or  three  hours,  right-sided 
hemiplegia  followed,  and  later  still  manifest  com- 
pression. Localization  was  an  easy  matter  in 
these  two  cases  and  operations  were  performed 
within  twenty-four  hours  of  the  injuries.  An 
extradural  blood  clot  was  found  in  the  first 
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trephin  opening,  causing  great  displacement  of 
the  brain  and  an  extreme  degree  of  intracranial 
tension.  The  clot  was  first  removed  and  by  dint 
of  hard  careful  search  the  bleeding  vessels  were 
found  and  ligated.  The  symptoms  of  compres- 
sion were  quickly  removed  and  twenty-four  hours 
later  speech  was  restored  and  gradually,  covering 
a period  of  two  or  three  weeks,  the  hemiplegia 
disappeared. 

It  would  be  unwise  in  such  cases  to  look  for 
the  focal  signs  or  to  await  the  development  of 
localization  symptoms.  With  the  “manifest  signs 
of  compression”  operation  should  be  promptly 
performed. 

Serious  thought  should  be  given  in  hemorrhage 
in  the  brain  to  the  unfortunate  sequels  which  are 
so  constant,  such  as  hemorrhagic  cysts,  adhesions, 
the  epilepsies  and  neuroses.  The  operation  of 
choice  in  this  group  should  always  be  the  sub- 
temporal decompression  operation  of  Cushing. 
The  history,  the  local  phenomena  and  the  focal 
sign  present,  of  course,  very  often  indicate  which 
side  should  be  the  seat  of  the  operation. 

Lumbar  puncture  might  be  mentioned  at  this 
period  not  only  in  relation  to  diagnosis  but  to 
decompression,  but  it  should  be  known  that  resort 
to  this  operation  in  this  type  of  disorder  is  not 
without  its  serious  dangers — the  projection  of  the 
medulla  against  the  foramen  magnum  causing 
parafysis  of  the  respiratory  organs,  etc. 

Both  Keen  and  Cushing  have  called  attention 
to  hemorrhage  in  the  new  born  and  the  value  of 
the  decompressive  or  other  operation,  or  the 
lumbar  puncture  in  both  the  diagnosis  and  treat- 
ment of  these  cases. 

Hemorrhage  in  the  Cerebral  Substance, 
the  result  of  vascular  disease.  Senile  changes  in 
the  blood  vessels,  atheroma,  miliary  aneurysm, 
calcareous  degeneration,  etc.,  tend  to  cerebral 
hemorrhages.  The  fine  texture  of  the  blood  ves- 
sels of  the  brain,  of  course,  predispose  to  this  acci- 
dent. The  symptoms  are  constantly  those  of 
compression  ; these  are  so-called  apoplexies  which 
so  frequently  terminate  life  after  middle  age.  Ex- 
cept for  their  association  with  organic  diseases, 
these  cases  are  identical  with  hemorrhages  arising 
from  the  various  other  causes  referred  to  and  the 
phenomona  accompanying  them  are  alike.  The 
symptoms  are  constantly  those  of  manifest  com- 
pression and  there  is  bulbar  compression,  slow 
pulse,  high  arterial  tension,  deep  and  irregular 
respiration  as  in  intradural  hemorrhage.  If  a 
decompressive  operation  be  fairly  or  properly  in- 
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dicated  in  the  one  group  of  cases,  surely  when 
the  symptoms  are  identical  it  should  at  least  be 
considered  in  the  other.  I contend,  therefore, 
that  the  pathologic  entity,  commonly  termed 
apoplexy,  should  be  treated  by  decompression 
whenever  the  manifest  signs  of  compression  are 
present.  I recall  many  cases  in  the  past  which 
might  have  been  saved  by  timely  operation. 
Apoplexy  is  not  infrequently  the  accident  of  a 
temporarily  exalted  blood  pressure.  In  a given 
case,  if  there  were  not  high  arterial  tension,  a 
preventable  condition,  there  might  be  no  apo- 
plexies. The  best  type  of  operation  in  these  cir- 
cumstances is  the  subtemporal  operation  on  the 
affected  side,  so  that  hemorrhage  might  be 
detected  and  controlled.  In  the  absence  of  focal 
signs  a large  subtemporal  operation,  performed 
on  the  right  side  exposing  if  necessary  the  sylvian 
fissure,  would  be  a very  proper  operation. 

In  cerebral  embolus  or  thrombus,  associated 
with  increased  intracranial  tension,  the  decom- 
pressive operation  might  well  be  considered. 
Many  operations  have  been  done  for  the  relief 
of  idiopathic  or  Jacksonian  epilepsy.  I recall  the 
records  of  three  cases  at  least  of  epilepsies  follow- 
ing trauma  which  were  permanently  relieved  bv 
operations  of  this  type. 

Authority  is  divided  as  to  the  treatment  of 
idiopathic  epilepsies  by  surgical  procedure. 
Matholius  writes  of  two  hundred  and  fifty  cases 
which  were  treated  by  the  removal  of  bone  more 
or  less  extensive,  with  twenty  per  cent,  of  cures. 
Kocher  gave  his  great  authority  several  years  ago 
for  the  removal  of  large  areas  of  bone  over  silent 
areas  of  the  brain.  Freidrich  likewise  advocated 
this  method.  There  would  be  some  justification 
for  the  resort  to  decompressive  operations  in 
traumatic  or  Jacksonian  epilepsies.  It  is  ex- 
tremely doubtful,  however,  if  aught  but  harm 
would  follow  the  operative  treatment  of  idio- 
pathic epilepsies. 

Not  infrequently  with  infectious  diseases  we 
have  meningitis  affecting  the  thin  membranes  of 
the  brain  (leptomeningitis).  There  is  an  in- 
crease of  the  serous  fluid  in  the  arachnoid  which 
spreads  to  the  choroid  plexus  and  ependyma  caus- 
ing closure  of  the  foramina  of  the  fourth  ven- 
tricle with  retention  of  ventricular  fluid,  causing 
hydrocephalus  with  increase  of  tension.  This 
condition  develops  at  times  in  alcoholics,  uremics 
and  those  suffering  from  pneumonia  and  typhoid 
fever.  Lumbar  puncture  becomes  a useful  de- 

compressive procedure  in  such  cases  and  should 
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be  resorted  to  as  such  and  incidentally  lead  to  the 
elimination  of  toxic  products  which  impair  the 
delicate  tissues  of  the  brain. 

In  tuberculous  meningitis  there  is  an  increase 
of  the  cerebrospinal  fluid  with  the  phenomena  of 
compression  and  increased  intracranial  tension. 
Lumbar  puncture  decompresses  in  such  cases  by 
short  circuiting  the  ventricular  fluid  into  the 
subarachnoid  spaces. 

Cerebrospinal  meningitis.  The  symptoms  of 
the  disease  are  associated  with  hydrocephalus,  and 
lumbar  puncture  repeated  becomes  a valuable  de- 
compressive procedure,  draining  as  it  does  the 
accumulated  fluid  of  the  ventricle  into  the  in- 
tradural spaces.  Suppurative  meningitis,  whether 
the  result  of  infections  due  to  fractures  or  of 
disease  of  the  sinuses  contiguous  to  the  brain, 
evolves  very  often  a group  of  symptoms  which 
are  typical  and  subject  to  localization  by  focal 
signs  and  palsies.  Lumbar  puncture  becomes  a 
useful  diagnostic  agency  and  serves  the  purposes 
of  decompression. 

Syphilitic  meningitis  involving  the  thick  or  the 
thin  covering  of  the  brain  ( pachy - or  lepto- 
meningitis). There  is  a definite  pathology  and 
cell  infiltration  of  the  blood  vessels  and  nerves, 
with  infiltration  of  the  meninges.  The  symptoms 
are  very  often  classic  and  constitute  a syndrome, 
namely,  headache,  vomiting,  somnolence,  choke- 
disc,  paralysis  of  the  cranial  nerves  and  great  in- 
tracranial tension.  Treatment  is  prophylactic, 
specific  and  very  often,  because  of  the  danger  of 
blindness  from  optic  neuritis,  the  decompressive 
operation  is  indicated,  which  in  some  instances 
might  well  be  the  subtemporal  decompression 
operation. 

In  diseases  of  the  brain  substance,  encephalitis 
caused  sometimes  by  infectious  disease  or  infec- 
tions of  the  mastoid  cells  or  frontal  sinuses,  some- 
times caused  by  injuries,  localization  is  not  in- 
frequently possible.  Here;  as  in  the  others,  where 
the  brain  is  displaced  by  its  adventitious  contents 
and  there  is  increased  tension,  the  decompression 
operation  would  be  often  indicated.  Cerebral 
abscess  considered  in  relation  to  its  etiology, 
whether  from  the  extension  of  sinus  phlebitis, 
local  cranial  infection,  local  diseases  and  injuries 
of  the  scalp,  punctured  wounds,  metastases  or 
disease  of  the  mastoid,  in  abscess  in  the  cerebel- 
lum, focal  signs  must  be  carefully  studied  and 
when  found  in  association  with  suboccipital  head- 
aches, vertigo,  nystagmus,  weakness  of  the  con- 


jugate movements,  the  approach  to  a cure  must  be 
by  surgical  procedure  and  decompressive  opera- 
tion should  be  considered  and  the  choice  made 
between  the  subtemporal  and  suboccipital  opera- 
tion. 

Tumors  of  the  Brain.  The  largest  group 
of  tumors  of  the  brain  belong  to  the  infectious 
granulomata,  tuberculosis,  syphilis,  actinomyosis 
and  parasitic  cysts.  The  second  largest  group  are 
the  gliomata  which  spring  from  the  stroma  of  the 
neuroglia.  They  are  essentially  infiltrating  tu- 
mors, possess  a faint  capsule,  infiltrate  the  delicate 
tissues  of  the  brain  readily,  are  variable  in  their 
malignancy,  vascular,  soft  and  hemorrhagic,  and 
do  not  readily  metastasize.  The  third  group  in 
importance  are  the  endotheliomata,  which  grow 
from  the  dura  and  arachnoid.  They  are  generally 
benign,  possess  a capsule,  are  non-infiltrating, 
non-metastatic,  but  subject  to  rapid  growth  and 
therefore  brain  displacement.  The  sarcomata 
and  carcinomata  find  their  origin  in  the  con- 
nective tissue  of  the  meninges  or  cerebrum.  Some- 
times they  have  their  origin  in  the  bone ; they  are 
subject  to  rapid  growth  and  metastasize.  Fibro- 
mata and  angiomata  are  rare  and,  likewise,  der- 
moid tumors. 

In  relation  to  the  study  of  tumors  of  the  brain 
the  principal  fact  to  remember  is  that  their  ten- 
dency is  to  rapid  growth ; they  compress  the  brain 
and  displace  it,  causing  progressive  increase  in 
the  intracranial  tension,  which  progresses  in  di- 
rect ratio  to  the  growth  of  the  tumor.  It  should 
be  borne  in  mind  that  tumors  may  grow  in 
silent  areas  of  the  brain  for  long  periods  without 
producing  symptoms. 

In  this  large  group  surgical  treatment  occupies 
a most  conspicuous  place  and  operations  should 
be  designed  in  suitable  cases  for,  first,  decompres- 
sion, to  relieve  pressure  which  is  rapidly  de- 
stroying and  impairing  the  mentality  and  ex- 
tinguishing the  sight,  and  always,  in  a secondary 
operation,  the  attempt  should  be  made  for  safety’s 
sake  if  the  tumor  prove  to  be  operable  and  ac- 
cessible, to  remove  it;  and  in  relation  to  the  treat- 
ment of  tumors  of  the  brain,  both  medical  and 
surgical  treatment  should  be  considered  to  their 
limits;  and  under  no  circumstances  should  any 
patient  suffer  the  loss  of  even  a fraction  of  the 
sense  of  sight  or  even  any  minor  lapse  of  men- 
tality, because  the  surgical  operation  of  decom- 
pression was  not  performed ; the  responsibility 
and  the  duty  are  equally  positive. 
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DIFFICULTIES  IN  DIAGNOSING  ECTO- 
PIC PREGNANCY  * 

By  Frank  R.  Fursey,  M.  D. 

SPOKANE,  WASH. 

The  certain  diagnosis  of  pregnancy  occurring 
outside  of  the  uterus  is  a very  difficult  one  to 
make.  When  you  have  satisfied  yourself  that  such 
a condition  is  present,  it  is  almost  as  hard  to  make 
a definite  prognosis.  Very  often  the  tube  will 
rupture,  resulting  only  in  the  death  of  the  fetus 
and  some  pain  and  discomfort  to  the  patient  for  a 
few  weeks,  the  patient  being  cured  of  the  ectopic 
pregnancy  with  no  worse  result  than  a small 
hematoma  and  some  annoyance  from  pressure 
symptoms.  Very  rarely  the  hematoma  will  sup- 
purate. 

But  notwithstanding  the  difficulty  of  diagnosis 
and  the  uncertainly  of  the  prognosis,  when  you 
see  a case  which  has  any  of  the  well-marked 
symptoms  of  extrauterine  pregnancy,  there  is  no 
question  as  to  what  is  best  to  do.  One  who  has 
seen  a case  diagnosed,  anything  but  ectopic  and, 
coming  back  a few  hours  afterwards  or  next  morn- 
ing, finds  his  patient  with  a pulse  of  one  hundred 
and  forty,  face  pale,  saying  she  is  very  weak,  with 
sighing  respirations,  will  remember  the  fear  which 
came  into  his  heart  as  long  as  he  practices  sur- 
gery. He  will  also  call  to  mind  his  embarrass- 
ment when  he  tells  the  husband  that  an  opera- 
tion is  necessary.  But  the  thing  which  stands  out 
most  vividly  in  his  memory  is  that  ever-increasing 
pallor  and  the  added  difficulty  which  the  patient 
had  in  getting  enough  oxygen  to  keep  the  heart 
going,  until  finally,  and  that  all  too  quickly,  the 
patient  told  him  that  everything  looked  black  and, 
before  he  could  get  his  saline  infusion  ready,  she 
died. 

Our  text-books  tell  us  that  the  patient  with 
ectopic  will  probably  have  had  some  chronic  dis- 
ease of  the  tubes,  will  miss  one  menstruation  and, 
in  about  two  more  weeks  on  the  average,  there 
will  appear  a slight  show  of  vaginal  bleeding 
which  leads  her  to  think  she  is  having  her  normal 
menstruation.  With  this  there  will  be  more  or 
less  of  sharp,  cutting  pain  in  the  lower  abdomen. 
This  slight  flow  will  continue  longer  than  the 
patient  thinks  it  ought  and  she  thinks  perhaps  she 
is  having  an  abortion.  It  is  then  that  she  con- 
sults her  doctor. 

The  books  tell  you  there  is  to  be  felt,  on  vaginal 

*Read  before  Spokane  County  Medical  Society,  Spokane, 
Wash.,  May  28,  1914. 
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examination,  an  enlarged  uterus  which,  however, 
is  not  so  large  as  it  should  be  for  the  time  she 
thinks  she  might  be  pregnant.  You  will  find  a 
lump  to  one  or  the  other  side  of  the  uterus  or 
perhaps  in  the  pouch  of  Douglas.  This  is  not 
part  of  the  uterus  nor  is  it  very  movable  but 
moving  the  uterus  causes  pain  in  the  lump  which 
is  itself  exquisitely  tender.  With  such  definite 
symptoms  one  might  say  these  cases  should  never 
be  overlooked  but  in  practice  it  is  different. 

One  of  the  first  cases  I ever  saw  was  a woman 
of  thirty  who  came  to  me  complaining  of  a back- 
ache and  of  a bearing-down  sensation  in  the  pelvis. 
She  was  not  living  with  her  husband  and  said  that 
her  menstruation  had  been  perfectly  regular.  She 
said  the  backache  come  on  insidiously  and  she 
could  not  remember  anything  special  as  to  pain 
on  or  about  the  beginning  of  the  trouble.  On 
making  a pelvic  examination  I could  feel  a firm, 
rounded  lump  in  the  pouch  of  Douglas  which  I 
diagnosed  as  a fibroid  and  advised  operation.  At 
operation  the  next  day  I found  a well  organized 
blood-clot  in  the  situation  mentioned.  The  tube 
on  the  left  side  was  the  seat  of  a ruptured  tubal 
pregnancy.  In  that  case  there  was  no  history 
which  would  lead  one  to  suspect  ectopic  preg- 
nancy. 

An  irregular  flow  is  not  always  present.  In 
one  case,  to  which  the  writer  was  called  recently, 
the  woman  believed  herself  to  be  normally  preg- 
nant. But  the  evening  before,  about  twelve  hours 
before  I saw  her,  she  said  she  became  faint  and  was 
forced  to  lie  down.  After  some  time  her  abdomen 
became  very  tender  and  she  began  to  complain  of 
colicky  pain.  She  applied  the  hot-water  bag  to  her 
abdomen  and  in  that  way  succeeded  in  getting 
some  sleep.  In  the  morning  she  complained  more 
still  of  the  tenderness  in  the  abdomen  and  was 
very  weak.  When  I arrived  I found  her  with 
anxious  expression,  great  pallor,  temperature  100°, 
pulse  one  hundred  and  twenty  and  the  abdomen 
very  hard.  A pelvic  examination  gave  very  lit- 
tle information  because  of  the  great  tenderness. 
I sent  her  to  the  hospital  with  a diagnosis  of  either 
ectopic  or  peritonitis  from  ruptured  appendix.  On 
opening  the  abdomen  an  hour  later  I found  it  full 
of  blood.  I wiped  out  the  blood  as  well  as  I 
could  without  sacrificing  too  much  time  and  re- 
moved the  ruptured  tube  and  closed  the  abdomen. 
She  made  a good  recovery. 

On  April  2,  1914,  I was  asked  to  see  a case 
with  the  following  history.  On  Dec.  1 she  men- 
struated normally;  on  Jan.  1 she  failed  to  men- 
struate; on  Jan.  15  she  had  an  attack  of  pain,  be- 
ginning in  the  gastric  region  but  in  less  than  a 
half  hour  centering  in  the  left  groin.  She  became 
faint  and  was  unable  to  stand.  The  pain  was  so 
great  that  when  a doctor  was  called  he  gave  her  a 
hypodermic  of  morph  in  so  that  he  could  get  a 
history.  She  remained  in  bed  two  weeks  but  was 
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unable  even  after  that  to  get  around  with  any 
degree  of  comfort. 

When  I saw  her,  approximately  six  weeks  after 
her  attack,  her  only  complaint  was  pain  in  the 
left  side.  On  examination  I could  feel  a lump  on 
the  left  side  of  the  uterus.  It  moved  with  the 
uterus  but  was  separated  from  it.  The  diagnosis 
lay  between  ectopic  pregnancy  and  ovarian  cyst, 
whose  pedicle  had  become  twisted  and  thus  had 
given  rise  to  her  attack  six  weeks  earlier.  At 
operation  next  day  I found  a tubal  pregnancy.  The 
tube  had  ruptured  into  the  broad  ligament,  mak- 
ing a hematoma  about  as  large  as  an  orange.  On 
section  this  lump  was  found  to  contain  about  one 
dram  of  liquor  amnii,  in  which  was  floating  a fetus 
about  three-quarters  of  an  inch  in  length.  The 
next  day  after  operation  she  began  to  suffer  a 
great  deal  from  an  acute  dilatation  of  the  stomach 
but  otherwise  made  a good  recovery  and  left  the 
hospital  in  fourteen  days. 

What,  then,  are  the  symptoms  which  aid  us  in 
making  our  diagnosis?  In  the  first  place,  get  a 
most  careful  and  detailed  history,  especially  of 
her  menstrual  life.  Find  out  what  Is  normal  for 
her.  In  a woman  whose  menstrual  periods  have 
not  been  regular  a delayed  menstruation  does  not 
mean  so  much  as  a symptom  as  it  does  in  one 
who  menstruates  regularly. 

The  conditions  from  which  ectopic  gestation 
must  be  differentiated  most  often  are  (1)  incom- 
plete uterine  abortion,  (2)  ovarian  cyst,  especially 
when  the  pedicle  is  twisted,  (3)  appendicitis, 

(4)  salpingitis,  especially  of  gonorrheal  origin, 

(5)  pedunculated  uterine  fibroid. 

(1)  Tubal  pregnancy  before  the  rupture  may 
simulate  an  early  incomplete  abortion  very  closely. 
The  bleeding  in  the  case  of  an  abortion  will  be 
more  copious  in  amount,  will  be  more  clotted  and 
will  cease  when  the  uterus  is  emptied.  No  lump 
will  be  left  in  the  pelvic,  unless  there  be  an 
ovarian  cyst  or  some  other  condition  than  the 
pregnancy.  In  ectopic  the  bloody  discharge  will 
be  more  likely  to  contain  shread-like  material ; the 
pain  will  be  more  of  a tearing  or  a stretching 
character  and,  if  the  uterus  be  explored  by  the 
finger,  nothing  is  to  be  felt.  If  not  an  actual  lump 
there  will  at  least  be  a feeling  of  resistance  at  one 
side  of  or  behind  the  uterus.  Moreover,  this  place 
wherever  felt  will  always  be  extremely  tender. 

(2)  Ovarian  cyst.  In  making  a diagnosis  be- 
tween unruptured  tubal  pregnancy  and  ovarian 
cyst,  the  history  will  help.  The  cystic  condition 
of  the  ovary  comes  on  very  slowly  and  of  neces- 
sity the  symptoms  will  too.  The  patient  will  not 
be  able  to  tell  you  exactly  when  the  pain  began. 


She  will  state  that  for  some  time,  usually  several 
months,  the  duration  of  her  menstruation  has 
been  less  than  formerly  and  the  date  irregular, 
but  in  the  ectopic  she  will  miss  entirely.  The 
tenderness  on  examination  is  not  so  great  as  in  the 
case  of  ectopic  and  a cystic  ovary  is  more  or  less 
movable,  while  a tubal  pregnancy  is  less  so.  The 
s}'mptoms,  when  there  is  a torsion  of  a pedunculated 
ovarian  cyst,  will  simulate  rupture  of  a pregnant 
tube  very  closely  but  a very  carefully  taken  history 
will  help  materially  in  deciding  between  the  two 
conditions.  Hemorrhage  in  the  interior  of  a cyst 
may  be  mistaken  for  a ruptured  tube  but  here 
again  the  history  will  help. 

(3)  The  sudden  onset  of  a case  of  fulminating 
appendicitis,  especially  where  the  menstrual  habit 
is  not  very  regular  and  also  in  the  first  two  months 
of  uterine  pregnancy,  often  makes  the  surgeon 
consider  a possibility  of  ruptured  tubal  pregnancy. 
If,  on  making  a pelvic  examination,  there  should 
be  a pus  tube  or  an  ovarian  cyst  complicating  the 
appendicitis,  the  diagnosis  is  difficult.  If  the  com- 
plicating cyst  be  an  interligamentous  one  the  diag- 
nosis is  even  more  difficult. 

In  the  cases  of  appendicitis  with  chronic  ovarian 
or  tubal  disease  the  history  and  the  lack  of  other 
evidences  of  pregnancy,  coupled  with  the  fact  that 
the  tenderness  is  usually  more  acute  at  a point  too 
high  to  be  tubal,  will  make  the  diagnosis  probably 
appendicitis.  In  the  cases  of  early  uterine  preg- 
nancy being  complicated  by  acute  appendicitis 
there  is  nothing  abnormal  palpable  on  making  a 
vaginal  examination.  Another  condition  of  the 
appendix,  which  requires  care  in  its  diagnosis  lest 
it  be  mistaken  for  a case  of  tubal  pregnancy,  is 
where  suppuration  of  the  appendix  comes  on 
slowly  and  results  in  an  abscess  behind  the  cecum. 
If  this  condition  be  coupled  with  an  early  uterine 
pregnancy  no  one  could  say  definitely  that  the  case 
was  not  one  of  ectopic  pregnancy. 

(4)  Of  all  the  cases  from  which  we  must 
differentiate  unruptured  tubal  pregnancy  those 
conditions  in  which  the  tube  is  chronically  in- 
flamed and  enlarged  give  us  the  most  difficulty. 
The  position  of  the  one  is  the  same  as  the  other. 
There  is  pain  in  both  but  the  pain  of  the  chronic 
salpingitis  usually  dates  from  some  infection,  such 
as  puerperal  endometritis  or  infection  following 
abortion,  criminal  or  accidental  or  more  often 
still  after  gonorrhea.  Here,  again,  the  history  is 
of  paramount  importance.  You  must  depend  to 
a great  extent  on  a history  of  pain  extending  over 
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some  time.  In  the  cases  of  salpingitis  the  men- 
strual history  will  be  the  same  as  it  has  been  for 
some  time.  In  the  chronic  tubal  disease  there  is 
likely  to  be  a bilateral  condition,  while  a double 
ectopic  is  very  rare. 

(5)  A subperitoneal  fibroid  is  at  times  diffi- 
cult to  diagnose  from  an  unruptured  tubal  preg- 
nancy. In  the  case  of  a fibroid  there  will  not  be 
much  pain  and  menstruation  will  be  regular,  but 
in  some  cases  increased  in  amount.  In  the  case  of 
an  ectopic  the  menstruation  will  be  missed  rather 
than  increased.  On  making  a pelvic  examination 
one  can  feel  a lump  but  it  is  not  tender  like  the 
ectopic. 

In  May,  1913,  I was  called  to  see  a woman 
who  was  complaining  of  a great  deal  of  pain  in 
her  abdomen.  She  told  me  she  had  been  married 
five  years  and  never  been  pregnant.  Her  men- 
struation had  been  regular  until  April,  when  she 
missed  completely.  She  missed  again  in  May  but 
ten  days  after  her  time  she  began  to  flow  slightly 
and  began  to  have  much  pain,  constant  in  char- 
acter. On  making  a pelvic  examination  I found  a 
well  defined  lump  on  the  left  side,  apparently  con- 
nected with  the  uterus  but  yet  not  part  of  it.  I 
found  the  uterus  about  the  size  of  two  months 
pregnancy.  At  the  operation  next  day  I found  a 
normal  pregnancy  and  a subperitoneal,  almost 
pedunculated  fibroid  on  the  left  horn  of  the  uterus. 
Its  removal  did  not  cause  an  abortion.  Her  con- 
finement was  normal. 

In  most  of  the  cases  of  ectopic  which  are  over- 
looked, the  results  are  so  disastrous  that  no  sus- 
picious case  should  be  allowed  to  wait.  An  opera- 
tion is  indicated  in  all  cases  where  an  extrauterine 
pregnancy  is  diagnosed  and  also  in  all  cases  where 
the  probability  is  in  favor  of  ectopic.  In  the 
ruptured  cases,  also,  the  operation  should  not  be 
postponed,  because  you  cannot  be  sure  that  the 
bleeding  will  stop  and,  even  though  your  patient 
be  in  collapse,  stopping  the  hemorrhage  is  the  best 
way  to  treat  it.  In  one  case,  where  I was  waiting 
for  a sufficient  amount  of  reaction  to  enable  me 
to  operate  safely,  the  patient  gradually  got  worse 
and  died  as  the  ambulance  was  backing  up  to  the 
door.  In  conclusion,  I would  urge  that  every  case 
have  a very  painstaking  examination  and,  if  a tubal 
pregnancy  be  diagnosed  or  even  suspected,  the  case 
should  be  operated  on  at  once. 

409  Paulsen  Bldg. 

Pituitary  Disturbance  and  Paranoidal  Ideas.  A.  W. 

Kemp,  New  York  (Journal  A.  M.  A.,  Feb.  20,  1915), 
remarks  on  the  psychic  disturbances  of  idiocy  and 
of  paranoia,  and  says  that  in  all  the  cases  of  pitui- 
tary disturbances  observed  by  him,  the  mental 
symptoms  have  been  of  the  paranoidal  type 
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By  N.  M.  Benyas,  M.  D. 

PORTLAND,  ORE. 

The  term  transverse  is  applied  to  that  position 
of  the  fetus  where  its  long  axis  crosses  that  of 
the  mother.  Every  obstetric  case  should  be  con- 
sidered surgical  since  labor  in  the  woman  of  to- 
day is  far  from  being  a normal  function.  Mauriceau 
has  well  expressed  himself  when  he  remarked  that 
pregnancy  is  a “disease  of  nine  months  duration.” 
There  is  no  other  field  in  the  practice  of  medicine 
today  that  is  so  neglected,  yet  there  is  no  other 
branch  of  medicine  where  the  physician  can  accom- 
plish so  much  both  in  the  prevention  of  diseases 
and  accidents,  in  treatment  and  operations.  De- 
spite its  arduousness  it  is  the  most  satisfactory. 

De  Lee  states  that  about  fifty  per  cent,  of 
women  who  have  had  children  bear  the  marks  of 
injury  and  will  sooner  or  later  suffer  from  them. 
“Can  a function  so  perilous  that,  in  spite  of  the 
best  care,  kills  thousands  of  women  every  year, 
that  leaves  at  least  a quarter  of  the  women  more 
or  less  invalided  and  a majority  with  permanent 
anatomic  changes  of  structure,  that  is  always  at- 
tended by  severe  pain  and  lacerations  and  that  kills 
three  to  five  per  cent,  of  children — can  such  a 
function  be  called  normal?” 

Obstetric  statistics  show  the  evidence  of  its 
neglect.  Of  all  branches  of  medicine  it  is  on  the 
lowest  plane  and  the  only  possible  apology  that 
could  be  offered  is  that  it  is  considered  a normal 
function.  When  the  unexperienced  physician 
comes  in  contact  with  pathologic  cases  he  is  un- 
able to  recognize  their  import. 

The  differentiation  during  the  last  few  weeks 
before  labor  of  the  cases  of  transverse  presentations 
which  would  terminate  in  self-rectification  or 
spontaneous  version  during  the  first  stage  of  labor 
is  notoriously  uncertain.  Infrequently  cases  have 
been  reported  complicated  by  hydramnion  and  not 
uncommonly  by  contracted  pelves,  where  spon- 
taneous terminations  have  resulted,  but  in  practice 
it  should  never  if  at  all  be  relied  upon. 

All  transverse  presentations  should  be  considered 
pathologic  and,  since  the  fetus  almost  always  dies 
and  not  uncommonly  the  mother  while  delaying 
such  cases  with  the  expectation  of  spontaneous 
terminations,  why  resort  to  watchful  waiting  and 
thereby  sacrifice  fetus  as  well  as  mother?  The 
evil  results  obtained  by  neglect  or  delay  could  be 
eliminated  from  the  obstetric  field  in  all  cases  of 
so-called  neglected  transverse  presentations,  if  an 
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early  diagnosis  be  made  and  proper  and  consistent 
treatment  instituted  immediately. 

Usually  the  fetus  dies  from  interruption  of  the 
placental  circulation  and  asphyxiation,  and  the 
labor  is  brought  to  a standstill  or  the  pains  be- 
come irregular,  due  to  the  fact  that  the  cervix  will 
not  dilate  from  pressure  of  the  soft  parts.  The 
uterus  is  kept  in  a constant  state  of  contraction, 
hence  its  tendency  to  rupture. 

The  most  essential  feature  is  the  diagnosis.  Ab- 
dominal palpation  gives  the  best  results,  since 
vaginally  nothing  but  the  empty  pelvis  is  felt. 
Abdominally,  the  ovoid  is  more  or  less  transverse. 
Over  the  fundus  nothing  is  palpable  and  over  the 
inlet  the  hands  almost  come  together,  while  the 
back  is  in  neither  flank.  An  empty  vaginal  vault 
should  awaken  suspicion  of  something  abnormal. 

The  following  case  illustrates  the  necessity  of 
immediate  action  and  not  watchful  expectancy: 

Mrs.  A.  was  admitted  to  the  City  Hospital  at 
Springfield,  O.,  in  a state  of  labor,  Nov.  15,  1912, 
under  the  care  of  Dr.  M.  Bag  of  waters  ruptured 
two  hours  after  admission  and  pains  ceased.  Labor 
did  not  progress  within  the  next  twenty-four 
hours. 

Dr.  M.  called  the  writer  in  consultation  and 
the  following  history  was  elicited.  Mrs.  A.  age 
20,  primipara,  had  been  under  the  care  of  Dr.  M. 
during  the  last  three  months  of  pregnancy.  Date 
of  last  menstruation  was  Feb.  10,  1912.  Examina- 
tion of  the  mother  revealed  a transverse  ovoid  with 
nothing  apparently  over  the  inlet,  and  the  back 
palpable  anteriorly.  The  pelvic  measurements 
were  normal  and  the  fetal  heart  tones  only  faintly 
audible  but  unable  to  count  rate.  On  internal 
examination  the  vault  was  completely  empty  and 
indistinct,  due  to  the  swelling  of  the  soft  parts. 
The  cervix  showed  about  two  and  one-half  fingers 
dilation  and  was  partly  effaced ; the  shoulder 
presenting. 

Indication  pointed  to  manual  dilatation  with 
version  and  extraction  but  Dr.  M.  insisted  on 
watchful  expectancy.  Twenty-four  hours  elapsed 
with  no  further  progress  in  the  labor,  the  patient 
resting  comfortably  and  in  good  spirits.  When 
manual  dilatation  version  and  extraction  was 
finally  resorted  to,  some  fifty  hours  after  onset  of 
labor,  a dead  fetus  was  the  reward. 

Delay  in  the  above  cited  case  and  delay  only 
caused  the  death  of  the  fetus.  Had  the  interven- 
tion of  art  been  instituted  immediately  after 
rupture  of  bag  of  waters,  a live  fetus  would  have 
been  the  result. 

Mrs.  P.,  age  32,  m-para.,  was  admitted  to 
the  State  Hospital,  Scranton,  Pa.,  Mar.  12,  1912, 
at  2:30  A.  M.  The  patient,  a short  slender 
woman,  stated  that  she  had  been  having  irregular 


labor  pains,  varying  from  five  to  twenty  minute 
intervals  for  the  preceding  six  hours,  and  that  the 
membranes  had  ruptured  just  prior  to  admission. 
No  other  history  was  given. 

Examination  revealed  normal  pelvic  measure- 
ments, a transverse  ovoid  with  nothing  palpable 
over  inlet,  the  hands  almost  coming  together.  In- 
ternally vault  empty  with  about  three  and  one- 
half  fingers  dilatation  and  shoulder  presenting. 
Braxton-Hicks  version  performed  and  case  left  to 
nature.  Patient  delivered  a live,  healthy  baby  in 
six  hours. 

Conditions  in  these  two  cases  were  almost  iden- 
tical and  the  prognosis  of  the  baby  and  mother 
was  far  more  favorable  when  intervention  took 
place.  By  far  one  of  our  best  text-books  on  this 
subject  contains  the  following  statement:  “It  is 

dangerous  to  wait  in  these  cases  for  the  pains  to 
dilate  the  cervix  or  the  introduction  of  the  hand, 
because  the  labor  will  become  a neglected  one  un- 
der the  very  eyes  of  the  accoucheur.”  Yet  in 
another  paragraph  on  the  same  subject  it  reads: 
“Version  by  external  manipulation  should  be  per- 
sisted in  until  the  second  stage  of  labor  is  on.” 
Why  persist  in  external  manipulation  unless  the 
head  or  breech  have  slid  off  into  the  iliac  fossae 
and  thereby  subject  the  patient  to  such  maneuvers? 
At  its  best  transverse  presentation  seldom  comes 
under  favorable  conditions. 

Mrs.  M.,  n-para.,  Portland,  Or.,  had  been  un- 
der the  care  of  Dr.  H.  during  the  last  month  of 
pregnancy.  Bag  of  waters  ruptured  at  1 A.  M., 
Oct.  17,  1913,  and  labor  pain  ceased.  The  writer 
was  called  into  consultation  and  transverse  diag- 
nosis made.  Complete  dilatation  and  effacement 
found.  Podalic  version  performed  with  the  result 
of  a live  and  healthy  baby. 

To  conclude,  at  all  times  if  possible  make  early 
diagnosis  and  the  prognosis  for  both  mother  and 
baby  will  be  excellent.  When  labor  commences, 
stay  by  the  patient  until  delivered,  since  there  is 
no  expectant  plan  of  treatment.  Proper  and  con- 
sistent intervention  will  reduce  the  mortality  of 
both  mother  and  fetus  to  a minimum. 


REPEATED  PREGNANCY  IN  SAME 
TUBE. 

By  Leo  Ricen,  Ph.  D.,  M.  D. 

PORTLAND,  ORE. 

The  patient,  age  28,  bi-para,  was  seized  with 
a sudden  attack  of  abdominal  pain  followed  by 
syncope.  When  I first  saw  her,  two  hours  after 
the  beginning  of  her  pain,  she  presented  the  fol- 
lowing symptoms:  A thready,  almost  impercepti- 

ble pulse  of  120  per  minute,  face  blanched  with 
an  expression  of  complete  prostration.  Having 
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obtained  from  her  sister  a history  of  a missed 
menstrual  period,  I made  a hurried  digital  exami- 
nation of  the  vagina,  having  the  other  hand  over 
her  abdomen,  I discovered  a soft  mass  to  the  left 
of  the  uterus.  This  finding,  together  with  her 
symptoms,  the  manner  of  onset  and  the  history  of 
a three  weeks’  delay  of  her  menstrual  flow,  led  me 
to  diagnose  rupture  of  a pregnant  tube. 

I hurried  the  patient  to  the  hospital  and  called 
Dr.  J.  D.  Sternberg  to  perform  the  operation.  As 
soon  as  the  peritoneum  was  opened  a gush  of  blood 
spurted  through  the  incision,  carrying  with  it  a 
smooth  oval  body,  the  size  and  color  of  a green 
olive.  Dr.  Sternberg  handed  it  to  me  for  an 
examination.  As  this  peculiar  body  did  not  look 
like  the  fetus,  I put  it  away  for  a more  careful 
examination  later  on,  waiting  in  the  meantime  for 
the  real  fetus  to  appear  which  it  did  shortly. 

The  examination  of  a section  of  the  smooth, 
olive-like  body  revealed  nothing  characteristic  ex- 
cept poorly  defined  cellular  elements.  What  could 
it  be?  As  my  patient  later  on  told  me  that  she  suf- 
fered two  years  ago  from  an  attack  of  pain  in  the 
same  region  after  she  missed  her  menstrual  period 
for  a few  weeks,  which  attack  passed  away  by 
itself  after  a stay  in  bed  for  a few  weeks,  I sug- 
gested my  hypothesis  that  the  patient  had  a tubal 
abortion  two  years  ago,  the  fetus  turning  into  a 
mole-like  body,  having  been  buried  in  the  tube 
up  to  the  time  when  she  had  a second  tubal  preg- 
nancy which  resulted  in  a rupture  of  the  tube. 

DIFFERENTIAL  DIAGNOSIS  OF  TY- 
PHOID, GASTROENTERITIS  AND 
APPENDICITIS* 

By  Ray  W.  Fisher,  B.  S.,  M.  D. 

RIGBY.  IDA. 

I desire  to  present  for  consideration  the  differ- 
ential diagnosis  of  the  above  named  conditions, 
especially  in  children,  because  they  so  often  simu- 
late each  other  and  their  symptomatologies  so  often 
overlap  that  they  are  at  times  extremely  confusing. 
Also  their  treatment  is  so  manifestly  different  that 
it  behooves  us  to  be  constantly  on  our  guard  or  we 
shall  operate  on  the  two  decidedly  medical  condi- 
tions or,  worse  still,  leave  unoperated  the  decided 
and  important  surgical  condition  of  appendicitis. 
Differentiation  between  typical  cases  of  these  three 
conditions  seems  easy,  but  between  the  atypical 
cases  so  often  seen  in  childhood  we  shall  more 
times  than  one  be  sorely  tried  to  lay  our  finger  on 
the  exact  disease  before  us. 

I wish  to  report  a case  that  illustrates  fairly 
well  the  subject  under  discussion : 

*Read  before  the  Twenty-second  Annual  Meeting  of  Idaho 
State  Medical  Association,  Boise,  Idaho,  Oct.  8-9,  1914. 
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Lula  F.,  aged  four  and  one-half  years.  Rather 
frail,  yet  active  and  wiry.  Family  history  good. 
No  tuberculosis,  syphilis  nor  chronic  disorders. 
Breast-fed  of  ordinarily  healthy  mother.  Has  al- 
ways had  comparatively  feeble  digestion,  as  evi- 
denced by  occasional  upsets  from  undigested  foods. 
Diet  about  what  ordinary  country  child  of  small 
town  gets,  especially  when  residing  near  the  cor- 
ner grocery — candy  of  all  kinds,  nuts,  fruits, 
pastries,  etc.,  besides  the  more  substantial  and 
sensible  diet.  On  the  night  of  August  8 the  child 
complained  of  slight  pain  in  the  bowels  and  vomited 
large  pieces  of  partially  ripe  apple  and  other  par- 
ticles of  undigested  food.  Supposing  she  was  sick 
as  at  times  before  from  fruit,  etc.,  the  mother 
gave  castor  oil.  The  child  continued  to  vomit  all 
night,  in  all  about  ten  times.  Next  morning  the 
castor  oil  was  repeated  and  she  had  several  fairly 
foul  stools  during  the  day  but  did  not  vomit  again 
at  any  time  during  her  illness. 

The  temperature  early  Sunday  morning  was 
103°,  pulse  160  and  respirations  48.  The  child 
was  very  weak,  almost  in  collapse.  A competent 
physician  was  phoned  and,  after  listening  carefully 
to  the  history  of  the  case,  he  made  a diagnosis  (as 
far  as  he  could  without  seeing  the  patient)  of 
gastroenteritis  and  ordered  more  castor  oil,  sending 
later  some  preparation  for  the  enteritis.  The 
child’s  condition  improved  during  the  day,  the 
fever  dropping  to  99°,  pulse  130,  and  respirations 
30.  At  5 P.  M.  on  Monday,  however,  the  tem- 
perature rose  to  102“  and  the  child  seemed  gen- 
erally worse,  complaining  of  pain  over  the  right 
iliac  fossa  and  I w7as  consulted  by  telephone.  I 
said  there  was  a possibility  of  either  appendicitis  or 
gastroenteritis  and  suggested  that  the  physician 
first  consulted,  who  was  much  nearer  than  I, 
should  immediately  see  the  case.  He  arrived  at 
7 P.  M.  and  found  some  rigidity  over  McBur- 
ney’s  region.  He,  thereupon,  made  a tentative 
diagnosis  of  appendicitis  and  decided  to  watch  the 
case  and  have  me  see  it  in  the  morning. 

I found  the  child  generally  better  but  with  some 
slight  tenderness  and  rigidity  over  the  right  fossa, 
so  decided  to  take  her  to  Rigby  with  me  by  train 
where  I could  watch  her  and  operate  if  I deemed 
advisable.  By  the  time  I reached  Rigby,  Tuesday 
afternoon,  the  rigidity  had  distinctly  disappeared 
and  the  tenderness  abated.  No  further  vomiting 
and  no  further  bowel  movements  after  the  effects 
of  the  castor  oil  had  worn  off.  Temperature 
varied  Tuesday  from  99“  to  101°,  pulse  110  and 
respiration  25.  The  child  was  prostrated  and 
looked  the  typical  picture  of  enteritis,  so  Dr.  Pal- 
mer, my  associate,  and  I decided  not  to  operate,  as 
we  saw  little  to  warrant  it  and  the  child  was 
visibly  weak.  A little  whiskey  was  given  for 
stimulation,  and  egg  albumen  and  grape  juice  al- 
lowed for  food.  The  child  now  complained  of 
no  pain  or  tenderness.  The  temperature  Wednes- 
day morning  was  99°,  pulse  108,  respiration  24. 
She  had  a fairly  good  sleep  and  gained  strength. 
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All  the  time  she  was  very  hungry  and  begged 
for  solid  food.  Very  tiny  pieces  of  toast  with  a 
smear  of  jelly  were  given  to  allay  the  pitiful  plead- 
ing for  something  more  than  the  liquids.  This 
did  not  disturb  the  stomach.  Bismuth  and  salol 
were  given  because  of  the  recent  diarrhea  and  for 
their  possible  antiseptic  effect  on  the  intestinal 
tract.  Very  little  peristalsis  went  on  and  the  ab- 
domen was  at  times  distended  somewhat.  Small 
enemas  were  given  once  or  twice  daily.  Nothing 
was  gotten  but  small  amounts  of  bismuth-stained 
slimy  mucus,  no  blood.  Wednesday  the  tempera- 
ture gradually  rose  'to  102°  and,  as  it  was  fly 
season  and  a case  of  the  fever  was  also  present  in 
the  little  town  where  the  child  lived  and  the  fever 
dragging  on,  typhoid  entered  our  possibilities  and 
could  not  be  ruled  out.  Night  passed  fairly  well. 
Temperature  Thursday  morning  99  4-5°,  pulse 
110,  respiration  24.  No  especial  pain,  fenderness 
or  rigidity,  no  rose-spots,  Bass  test  negative,  spleen 
not  enlarged,  slight  mucous  stool  but  no  blood, 
child  begging  for  food,  tongue  fairly  clean 
though  coated  some  earlier  in  the  attack.  This 
condition  lasted  with  little  change  until  Saturday. 

What  is  the  matter  with  the  child  from  our 
history  and  findings?  I think  we  can  safely  say 
it  is  one  of  the  three  conditions  under  considera- 
tion or  probably  a combination  of  them.  The 
classic  symptoms  of  appendicitis,  typhoid  and  gas- 
troenteritis are  familiar  to  you  all  and  }ret  I should 
like  to  enumerate  them  in  order  to  refresh  your 
memories. 

Appendicitis  begins  usually  with  a dull,  heavy 
diffuse  sort  of  vague  pain  and  uneasiness  in  some 
part  of  the  abdomen,  often  in  the  area  of  a circle 
about  four  inches  in  diameter,  with  the  navel  as 
a center.  After  a varying  length  of  time,  usually 
inside  of  twelve  hours,  this  pain  is  felt  in  the  right 
iliac  fossa  and  becomes  smaller  and  of  more  definite 
area.  Following  the  pain  come  nausea  and  vomit- 
ing varying  from  slight  nausea  to  vomiting  a half 
dozen  times  or  more,  though  as  a rule  only  two  or 
three  times.  This  vomiting  we  know  to  be  reflex 
and  due  to  an  inflammatory  irritation  of  the 
peritoneum.  This  is  usually  not  influenced  by  the 
taking  of  food  in  reason,  often  ceases  as  suddenly 
as  it  came  and  usually  does  not  return.  This  last 
is  a very  important  point,  especially  in  contradis- 
tinction to  gastroenteritis. 

The  bowel  in  appendicitis,  if  not  physicked, 
tends  to  be  quiet,  giving  nature  an  opportunity  to 
build  up  adhesions  and  other  defenses  around  the 
inflamed  area.  Following  the  pain  and  vomiting 
comes  fever  (always  present  at  sometime  in  the 
attack  but  never  preceding  these  two  above  symp- 
toms, if  we  accept  Murphy)  which  may  range 


from  99°  to  104°  but  usually  is  not  high  and  often 
persists  but  a very  short  time.  With  the  elevation 
of  temperature  the  pulse  is  accelerated,  varying 
from  a very  slight  rise  in  adults  to  a marked 
quickening  in  children.  Also  in  children  the  tem- 
perature is  as  a rule  higher.  At  any  time  in  the 
attack,  though  most  often  from  twelve  to  twenty- 
four  hours  after  the  onset,  tenderness  and  rigidity 
of  the  muscle  are  present  over  McBurney’s  re- 
gion. These  last  two  are  very  important  signs 
and  I agree  with  Cabot  that,  with  a likely  history, 
they  are  practically  always  pathognomonic  of  the 
disease.  While  tenderness  and  rigidity  in  this  re- 
gion may  occur  in  typhoid  and  enteritis,  vet  in 
both  of  these  conditions,  as  is  also  pain,  they  are 
less  localized,  less  definite  and  less  persistent  than 
in  appendicitis. 

In  typhoid  we  have  a disease  most  common  in 
the  late  summer  and  autumn,  when  flies  are  most 
in  evidence  and  when  the  climate  is  warm  with 
abundant  decaying  vegetation,  still  a .large  source 
of  pollution  of  the  drinking  water.  The  disease 
usually  comes  on  slowly  with  malaise,  headache, 
anorexia,  often  nose  bleed  and  a slow,  gradually 
rising,  continued  fever.  Diarrhea  or  constipation 
may  be  present  but  in  the  cases  I have  seen 
diarrhea  has  been  the  rule.  Pain  and  tenderness 
in  the  abdomen  are  frequent  manifestations  but 
they  are  usually  distributed  over  the  entire  bowel 
region.  In  some  cases,  however,  a very  distinct 
enteralgia  occurs  over  McBurney’s  point  and 
this,  along  with  the  tenderness  and  rigidity  some- 
times also  present,  might  lead  one  to  suspect  ap- 
pendicitis. The  onset,  too,  in  children  may  be 
very  abrupt,  as  Holt  and  Osier  maintain,  and 
may  be  ushered  in  with  high  fever,  rapid  pulse, 
nervousness  and  signs  of  prostration,  thereby 
closely  simulating  an  attack  of  gastroenteritis  The 
tongue  in  typhoid  is  usually  dry  and  coated  and, 
while  this  may  also  be  the  case  in  the  other  two 
conditions  before  us,  the  coating  and  dryness  are 
much  more  pronounced  in  typhoid.  At  the  end 
of  the  first  week  or  the  beginning  of  the  second 
the  spleen  may  be  enlarged  (a  symptom  of  which 
I personally  think  very  little),  rose-spots  appear 
upon  the  chest  and  abdomen  and  the  Widal  be- 
comes positive.  These  last  two  are  exceedingly 
important,  indeed  almost  absolute  signs  of  typhoid 
but  unfortunately  are  seen  so  late  in  the  disease 
that  they  are  of  little  value  in  our  differential 
diagnosis  under  consideration.  Delirium  is  more 
common  in  typhoid  than  in  either  of  the  other  two 
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conditions  but  this  again  is  a late  manifestation 
uhen  the  fever  has  reached  a higher  level. 

Gastroenteritis  (I  am  limiting  myself  here  to 
the  acute  form)  including  gastroenteric  intoxica- 
tion, is  prevalent  chiefly  in  the  hotter  months,  is 
most  frequent  in  early  childhood  and  is  caused 
chiefly  by  indigestion  arising  from  indiscretion  in 
eating.  It  is  a very  common  complaint  but  does 
not  have  a clear-cut  course  and  occurs  many  times 
in  connection  with  other  diseases.  Two  quite  dis- 
tinct types  are  seen.  In  one,  the  frequent  type  of 
early  childhood,  we  have  the  disease  come  on  sud- 
denly with  uneasiness,  fever,  rapid  pulse,  pain, 
vomiting  and  purging,  great  thirst  and  prostration. 
The  fever  bears  no  definite  relation  to  the  vomiting 
and  pain  as  in  appendicitis.  It  is  usuaily  seen 
early,  is  high  and  rises  rapidly.  The  vomiting 
often  is  severe  and  protracted  and  is  distinctly 
aggravated,  as  is  also  the  diarrhea,  by  the  taking 
of  food.  The  nervous  symptoms  are  as  a rule 
quite  marked  and  convulsions  may  be  the  first  sign 
of  trouble.  Especially  is  this  true  where  there  is 
no  vomiting  and  purging  and  the  toxic  material 
is  locked  up  in  the  bowrel  and  stomach. 

This  condition  is  more  often  seen  in  the  second 
form  of  the  disease  which  I shall  now  describe. 
In  this  form,  which  I speak  of  as  gastroenteric 
intoxication,  occurring  most  frequently  in  older 
children  and  adults,  we  see  a condition  closely 
simulating  typhoid  and  oftimes  appendicitis.  The 
patient  feels  dumpish,  has  vague  uneasy  feelings  in 
his  bowels,  is  usually  constipated,  has  a slow,  con- 
tinuous, gradually  ascending  fever  with  pulse  in 
proportion,  headache,  malaise,  anorexia  and  for 
several  days  one  is  puzzled  to  know  whether  or 
not  he  is  dealing  with  typhoid.  No  rose-spots  or 
Widal  are  present  but  so  persistent  is  the  fever 
and  toxemia  that  you  are  about  ready  to  diagnose 
typhoid,  when  suddenly  the  temperature  falls  to 
normal  and  the  patient  gets  rapidly  well.  Then 
the  dishonest  practitioner  swells  up  like  a poisoned 
pup  and  says  to  the  people,  “typhoid  but  I broke 
it  up.”  The  next  case  he  breaks  up  may  have  a 
hemorrhage  and  be  in  bed  a month  or  two  and 
the  “bloat”  will  suddenly  leave  the  “pup.” 

H owever,  we  do  not  always  see  the  text-book 
case  and  especially  is  this  true  in  children.  So  in 
this  case  we  were  “between  the  devil  and  the  deep 
sea.”  In  favor  of  typhoid  we  have  a continuous 
fever  which  has  had  a gradual  and  constant  even- 
ing rise  and  which  has  at  no  time  been  normal  since 
the  beginning  of  the  attack.  In  typhoid  fever  I 
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have  never  seen  a case  where  the  temperature  was 
normal  at  any  time  until  the  disease  was  abating, 
and  that  is  unusual  under  ten  days  even  in  mild 
cases.  Also  we  are  in  the  late  summer  with  flies 
everywhere  present  and  a case  of  typhoid  existing 
in  the  little  town  where  the  child  resides.  Against 
typhoid  is  the  sudden  onset  and  yet,  as  Holt,  Osier 
and  other  authorities  remind  us,  sudden  onset  is 
quite  the  rule  in  children.  The  child  did  not 
complain  of  headache  and  yet  children’s  complaints 
are  far  from  reliable.  Also,  while  the  fever 
showed  a gradual  step-ladder  rise,  the  maximum 
afternoon  temperature  was  too  low.  The  tongue, 
coated  at  first,  has  tended  to  clean  rather  than  soil 
further,  which  is  not  the  rule  in  typhoid  and  yet 
is  possible.  No  rose-spots  were  discernible,  nor 
was  the  Widal  test  positive.  Still  it  is  early  yet 
for  these  two  most  distinctive  signs  of  typhoid. 
The  appetite  is  good,  the  child  is  hungry  and  yet 
I have  known  children  to  depart  from  this  usual 
sign  of  anorexia  in  typhoid  and  desire  to  eat. 
Therefore,  typhoid  in  this  case  is  not  likely  and 
yet  it  cannot  be  ruled  out. 

In  favor  of  enteritis  we  have  the  sudden  onset, 
the  vomiting  of  undigested  apple,  late  summer 
when  fermentative  conditions  in  the  stomach  and 
intestines  are  most  common,  the  high  fever,  rapid 
pulse  and  respirations,  and  prostration.  Also, 
while  diarrhea  has  not  been  marked,  the  stools  have 
been  distinctly  mucous  in  character.  The  child’s 
thirst,  her  pallor,  her  anemia  give  a picture  of 
enteritis.  Against  enteritis  is  the  fact  that  the 
stools  were  hardly  foul  enough,  nor  was  the 
diarrhea  sufficiently  severe.  Also  the  vomiting 
which  was  pronounced  and  frequent  at  first  ceased 
and  never  returned.  What  food  the  child  got  in 
nowise  disturbed  her  stomach.  There  was  never 
at  any  time  blood  in  the  stools.  The  abdomen 
was  not  as  tender  generally  as  would  be  expected 
in  the  degree  of  enteritis  necessary  to  produce  so 
sick  a child.  The  fever  persisted  too  long  and 
stayed  uniformly  above  normal,  more  than  we  look 
for  in  enteritis  in  children,  where  practically  all 
food  is  withdrawn  and  perfect  elimination  secured. 
No  especial  nervous  symptoms  were  observed, 
which  are  quite  a common  manifestation  of  enter- 
itis in  young  children.  Enteritis,  then,  is  possible, 
not  improbable,  not  certain  and  vet  cannot  be 
ruled  out. 

In  favor  of  appendicitis  we  have  pain  in  the 
abdominal  cavity,  vague  and  uncertain  as  from  the 
child’s  complaint,  yet  nevertheless  pain.  Vomit- 
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ing  which  was  often  and  severe  for  the  first  night, 
even  after  the  stomach  was  emptied,  and  vomiting 
which  ceased,  being  purely  reflex,  and  never  re- 
turned. Nor  wras  there  nausea  at  any  later  time. 
Let  me  emphasize  this  point,  to  keep  in  mind  in 
differentiating  these  various  conditions  or  other 
conditions  from  appendicitis,  that  the  vomiting  is 
early  in  appendicitis,  often  repeated,  is  purely  re- 
flex from  irritation  of  the  peritoneum  and  ceases 
as  suddenly  as  it  came  and  does  not  return  unless 
peritonitis  supervene  or  gross  misfeeding  or  drug- 
ging is  used.  Also  constipation  is  present  here 
which  favors  the  diagnosis  of  appendicitis.  Fever 
is  present,  the  pulse  disturbed,  some  tenderness 
and  rigidity  over  McBurney’s  point.  A fairly 
clear  picture  of  appendicitis,  you  say,  and  1 agree 
with  you  that  it  seems  probable  but  against  it  we 
have  the  rather  sudden  onset,  the  high  fever,  the 
rapid  pulse  and  the  prostration — a picture,  as  I 
said  before,  of  that  washed-out,  anemic  appearance 
of  gastroenteritis.  Also  undigested  apple  was 
vomited  and  could  account  for  the  nausea  and 
vomiting.  Also  the  tenderness  and  rigidity  did 
not  seem  sufficiently  constant  nor  did  it  gradually 
increase  in  severity  as  we  would  expect  to  find. 
For  a couple  of  days  the  abdomen  seemed  perfectly 
soft  and  pliable  except  for  a suggestion  of  rigidity 
and  tenderness  when  distended,  and  this  gave  us 
the  idea  that  we  were  possibly  dealing  with  a 
postcecal  appendix  which  would  be  brought  up  to 
the  anterior  abdominal  wall  by  the  distension.  No 
rectal  examination  was  made  as  the  child  was 
small  and  frightened  somewhat  and  wTe  felt  that 
it  was  not  advisable  to  risk  an  anesthetic  for  what 
additional  information  we  would  gain,  inasmuch 
as  the  child  was  real  sick,  the  pulse  ranging  from 
110  to  130  and  even  thready  and  distressed  a time 
or  two. 

What,  now,  is  the  matter  with  our  little  pa- 
tient, I ask  you,  as  I asked  myself  a hundred  times 
while  she  was  under  our  care.  Two  good  men 
whom  we  had  see  her  in  consultation  agreed  with 
us  that  we  were  dealing  with  one  of  the  three 
conditions  under  discussion  but  could  not  come  to 
a definite  decision  because  that  evening  (Tues- 
day) one  of  them  could  find  no  rigidity  over  the 
right  iliac  fossa  and  very  little  tenderness.  He 
favored  enteritis  and  thought  the  child  ought  to 
soon  be  better.  Our  diagnosis  was  a probable  en- 
teritis in  the  beginning,  followed  by  an  appen- 
dicitis, or  a coexistence  of  these  two  conditions.  We 
had  hesitated  about  operating  because  we  were  far 


from  positive  and  the  child  was  very  weak.  While 
we  realize  that  appendicitis  is  surgical  first,  last 
and  all  the  time  and  we  believe  that  operation 
should  be  performed  as  soon  as  the  diagnosis  is 
made  (though  the  opinion  of  a master  like  Ochsner 
to  the  contrary  is  worthy  of  careful  thought),  we 
did  not  wish  to  open  an  abdomen  needlessly.  Yet 
I am  frank  to  confess  that  I believe  in  most  in- 
stances we  had  better  err  on  the  side  of  opening  a 
typhoid,  gastroenteritis,  pneumonia  of  the  right 
base,  than  to  leave  a rotten  appendix  to  produce 
that  saddest  of  all  surgical  pictures — general  peri- 
tonitis— unless  it  be  possibly  malignancy. 

On  Wednesday  noon  came  some  new  light.  The 
little  girl  said,  “my  belly  hurts.”  Upon  asking 
her  where,  she  referred  to  the  right  iliac  fossa 
and,  upon  examination,  rigidity  and  tenderness 
were  found  distinct  over  this  area.  The  case  was 
now  a plain  one  of  appendicitis.  The  following 
morning  we  operated  (delayed  until  then  at  the 
request  of  the  father  to  be  present)  under  ether 
anesthesia,  making  an  incision  well  out  over  the 
edge  of  the  iliac  spine.  A mass  was  felt  postcecal 
and  the  next  moment  came  pus.  The  appendix 
was  not  sought.  A large,  loose  rubber  and  gauze 
wick  drain  was  inserted  and  the  wound  loosely 
closed.  The  third  day  after  the  operation  the 
dressings  were  full  of  fecal  matter.  Happily,  and 
very  much  to  our  surprise,  the  fistula  healed  in 
four  days.  The  child  had  quit  draining  at  the  end 
of  three  weeks  from  the  time  of  the  operation  and 
went  home,  having  made  a splendid  recovery. 

[Nov.  25,  1914,  the  child  began  with  a typical 
attack  of  appendicitis.  Nov.  26  we  removed  an 
inflamed,  somewhat  adhered  postcecal  appendix, 
showing  the  site  of  the  old  perforation  to  have  been 
about  half  way  between  the  base  and  tip  of  the 
organ.  Patient  made  an  uneventful  recovery  and 
is  now  (Mar.  5,  1915)  perfectly  well.] 
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In  the  last  twenty  years  perhaps  more  papers 
have  been  written  on  appendicitis  than  any  other 
subject  in  medicine.  It  is  an  old  theme,  yet  we 
read  of  7022  deaths  from  appendicitis  in  the  regis- 
tered area  of  the  United  States  in  1912.  We  were 
not  able  to  get  the  figures  for  1913.  This  gives 
us  a general  average  of  11.6  individuals  to  each 
100,000  population.  During  the  years  from  1909 
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to  1912  the  average  in  the  United  States  has  been 
from  11.3  in  1909  to  11.6  in  1912,  in  the  four 
years  changing  only  .3  of  one  individual  to  the 
100,000  population. 

In  Utah  the  general  average  has  been  higher 
and  very  much  more  irregular. 

In  1907  57  deaths,  16.3  per  100,000  population. 

In  1908  55  deaths,  15.3  per  100,000  population. 

In  1909  45  deaths,  12.4  per  100,000  population. 

In  1910  55  deaths,  14.6  per  100,000  population. 

In  1911  40  deaths,  10.7  per  100,000  population. 

In  1912  60  deaths,  15.2  per  100,000  population. 

In  1913  90  deaths,  22.3  per  100,000  population. 

It  would  seem  that  our  lowest  death  rate  regis- 
tered was  in  1911  when  we  had  40  deaths  or  an 
average  of  10.7,  but  we  find  also  on  the  register 
in  that  year  40  cases  of  peritonitis,  cause  not  de- 
termined. Many  of  these  must  have  been  due  to 
appendicitis,  so  that  our  percentage  perhaps  should 
be  between  15  and  20.  It  will  be  noticed  that  in 
1913  we  had  90  deaths  from  appendicitis  and  the 
same  year  only  1 1 deaths  from'  peritonitis,  cause 
not  determined.  Our  average  for  1913  is  22.3 
against  11.6  as  a general  average  in  the  United 
States.  I am  indebted  to  Dr.  Beatty,  of  the  State 
Board  of  Health,  for  these  statistics. 

There  is  no  record  kept  to  tell  whether  the 
patient  was  operated  on  or  not  and,  in  order  to  get 
further  information  on  the  subject,  my  associate, 
Dr.  Dumke,  copied  each  of  the  90  death  certifi- 
cates, and  we  wrote  letters  to  the  doctors  signing 
the  certificates  for  further  information.  We  got 
replies  from  most  of  the  letters  and  estimated  the 
others  on  the  same  basis  as  the  ones  we  received, 
which  would  make  a total  of  78  of  the  deaths 
operated  and  12  not  operated.  We  were  also  able, 
through  the  answers,  to  decide  that  7 of  these 
deaths  were  following  interval  operations,  5 fol- 
lowing acute  appendicitis,  5 following  operations 
for  appendiceal  abscess,  and  61  times  death  fol- 
lowed operations  when  the  patient  had  developed 
peritonitis.  About  one-third  of  these  died  within  a 
very  few  hours  after  the  operation. 

There  is  no  way  of  determining  the  number  of 
cases  which  were  treated  without  operation  and 
got  well.  We  wrote  letters  to  the  different  hos- 
pitals in  the  state,  to  find  out  approximately  the 
number  of  appendix  operations  done  in  the  year 
1913,  and  our  estimate  is  about  2,000,  including 
what  has  been  done  in  the  large  hospitals  and  esti- 
mating the  number  done  in  the  numerous  small 


Vol.  VII.  No.  3. 

New  Series. 

hospitals  and  private  homes.  The  average  age  of 
the  deaths  is  between  22  and  23  years.  This  loss 
in  our  state  is  sufficient  reason  for  bringing  this 
matter  up  for  a discussion.  These  deaths  could, 
most  of  them,  have  been  prevented  with  proper 
and  efficient  treatment. 

In  the  discussion  of  this  subject  at  the  A.  M.  A. 
meeting  last  summer  it  was  stated  that,  where  pus 
following  appendicitis  formed  in  the  abdomen,  it 
was  evidence  that  some  one  had  blundered.  It  is 
not  always  the  doctors.  In  the  answers  to  our 
letters  it  was  frequently  stated  that  an  operation 
was  refused  till  the  patient  already  had  peritonitis 
and  hopes  of  recovery  were  very  slight.  It  would 
seem  there  is  something  wrong  with  the  profession, 
the  people  or  the  statistics  in  Utah,  else  our  death- 
rate  would  not  be  practically  double  what  the  rest 
of  the  registered  part  of  the  United  States  shows. 

The  strict  regulation  of  the  practice  of  medicine 
in  the  state,  the  high  standard  required  by  the 
laws  and  the  State  Board  of  Examiners  should 
make  our  profession  above  the  average  in  the 
United  States  in  efficiency.  The  statistics  are  not 
wrong  and  the  death-rate  is  even  higher  than  re- 
ported. I am  sure  some  deaths  are  registered  as 
pneumonia  which  should  be  in  this  list,  and  others 
have  died  where  a diagnosis  never  was  made.  The 
isolated  parts  of  our  state  make  it  impossible  for 
some  of  the  people  to  get  medical  attention  as  soon 
as  it  should  be  had,  and  we  notice  that  the  mor- 
tality is  much  higher  in  these  districts.  It  is  not 
many  years  since  a large  part  of  the  inhabitants  of 
the  state  were  somewhat  opposed  to  the  medical 
profession  and  that  has  some  bearing  on  the  sub- 
ject, although  in  our  questions  to  the  doctors  one 
of  them  was,  “Had  the  patient  been  treated  by 
an  osteopath,  chiropractor,  or  any  form  of  faith 
cure,  which  prevented  an  early  operation.’'  In 
only  one  was  that  answered  “yes.” 

It  has  always  seemed  to  me  that,  if  the  doctor 
be  thoroughly  earnest  in  his  convictions  and  urges 
a line  of  treatment  with  an  interested  enthusiasm, 
his  advice  will  usually  be  taken. 

H ow  should  we  treat  appendicitis?  In  the  first 
place,  any  doctor  owes  it  to  his  patient  to  explain 
to  him  that  medicine  has  absolutely  no  influence 
on  the  swelling  of  the  appendix  and  that  it  is  due 
to  infection ; that  in  some  cases  the  infection  is  of 
a mild  type  and  patients  get  better,  but  in  equally 
as  great  or  greater  percentage  of  cases  the  in  fee- 
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tion  grows  more  dangerous  to  life  each  hour,  and 
will  prove  fatal  in  a large  percentage  of  cases  un- 
less the  appendix  is  removed. 

It  should  be  explained  that  morphin  relieves 
pain  and  oftentimes  masks  symptoms  to  the  extent 
that  patients  feel  much  more  secure  than  they  really 
are.  In  some  cases,  in  the  early  stages,  it  is  diffi- 
cult to  make  a diagnosis  the  first  few  hours.  In 
these  cases  the  stomach  should  be  kept  absolutely 
empty  and,  if  there  be  vomiting  of  quantities  of 
any  kind  of  material,  the  stomach  should  be  washed 
out,  enemas  should  be  given,  no  food,  no  physic. 
Morphin  or  opium  should  only  be  given  when 
necessary  for  severe  pain.  Ice  over  the  abdomen 
will  often  help  to  relieve  pain.  An  operation 

should  be  urged  as  soon  as  a diagnosis  is  made. 
If  an  operation  cannot  be  done,  this  treatment 
should  be  continued  through  the  attack. 

Someone  has  suggested  that  cases  of  appendicitis 
may  be  divided  into  about  four  classes:  (1)  in- 

terval or  chronic  cases,  (2)  acutely  inflamed  cases, 
(3)  appendiceal  abscesses,  (4)  cases  which  have  de- 
veloped peritonitis.  In  the  first  class  of  cases  we 
say  they  should  practically  all  get  well.  Only 
accidents,  as  it  were,  prevents  this.  Perhaps  about 
1500  of  our  series  were  of  this  class,  with  7 
deaths.  Two  of  these  deaths  were  due  to  em- 
bolism, one  to  chronic  heart  disease,  one  to  an- 
esthesia and  two  to  pneumonia,  none  to  peritonitis. 

In  the  second  class  of  acutely  inflamed  appen- 
dices, which  include  cases  during  the  first  forty- 
eight  or  sixty  hours  of  the  attacks,  in  many  cases 
infections  have  passed  through  the  walls  of  the  ap- 
pendix and  we  have  large  quantities  of  fluid 
of  milky  color,  often  called  pus,  which  is  a 
leucocytosis,  not  dangerous  to  life,  but  usually  a 
protection.  These  cases  operated  on  early  will 
most  all  get  well  and  if  not  operated  on  will  end 
in  peritonitis  and  appendiceal  abscesses.  In  these 
cases  often  there  is  much  fluid  in  the  abdomen. 
Drainage  in  the  wound  is  usually  best  and,  if  the 
peritoneum  be  closed,  drainage  through  the  muscles 
and  facia  should  be  used.  The  peritoneum  will 
take  care  of  more  infection  than  the  muscle  wall. 
If  the  appendix  be  not  thickened  and  inflamed  at 
the  cecal  end,  it  should  be  inverted  in  the  usual 
way.  But,  if  it  be  swollen  and  inflamed  all  the 
way  up,  it  should  be  ligated  with  a linen  or  silk 
thread,  cauterized  and  dropped  into  the  abdomen. 
Catgut  of  any  kind  should  not  be  used  and  linen 
should  be  thoroughly  sterilized. 

The  fatal  cases  are  very  likely  to  be  of  strepto- 


coccus infection  with  little  fluid  in  the  abdomen 
and  oftentimes  associated  with  a red,  swollen 
throat.  Any  case  of  appendicitis  associated  with  a 
sore  throat  should  be  looked  upon  with  a great 
deal  of  apprehension  and  prognosis  be  guarded. 
Early  operation  is  very  essential  and  at  the  same 
time  may  be  postponed,  believing  that  the  consti- 
tutional and  abdominal  symptoms  may  be  due  to 
the  sore  throat.  In  our  series  of  deaths  there  were 
five  from  acute  appendicitis.  All  died  of  periton- 
itis. 

In  the  third  class  of  cases  are  appendiceal  or 
localized  abscesses  around  the  appendix.  Almost 
always  these  should  be  drained.  The  experienced 
surgeon  will  oftentimes  break  up  adhesions  and 
remove  the  appendix,  but  for  the  average  operator 
he  will  do  better  to  content  himself  to  simply  drain 
the  abscess  cavity  and  remove  the  appendix  two 
or  three  months  later.  One  should  not  be  tempted 
by  sy  mpathy^  for  his  patient  to  remove  the  appendix, 
thinking  to  save  subsequent  operation  when  there 
is  additional  risk  to  the  life  of  the  sick  one.  Five 
cases  died  of  peritonitis. 

Fourth,  cases  of  peritonitis  following  appendi- 
citis. Sixtyr-one  of  our  deaths  were  from  operations 
in  this  class  of  cases.  About  20  of  these  cases 
were  operated  on  as  soon  as  seen  by  the  operator 
and  died  within  twenty-four  hours.  This,  I be- 
lieve, proves  that  these  operations  were  a mistake. 
We  all  see  cases  of  peritonitis  which  are  very  sick, 
and  experience  and  best  judgment  teaches  us  that 
when  operated  on  most  of  them  die.  If  these  are 
treated  from  the  beginning  with  Fowler’s  position, 
stomach  lavage,  no  food  and  proctocly'sis,  very 
many  more  will  live  than  if  operated  on.  An  oper- 
ation may  be  needed  later  for  drainage  if  an  abscess 
or  a quantity  of  fluid  can  be  drained.  This  drain- 
age should  be  placed  wherever  indicated,  regard- 
less of  the  appendicitis  region.  This  may  be  done 
in  a very  limited  number  of  cases  through  the 
rectum.  It  is  easy  to  be  deceived  in  a rectal  ex- 
amination. Fluctuation  may  be  due  to  fluid  fecal 
matter  in  the  sigmoid.  Pus  will  generally  gravitate 
down  the  anterior  rectal  wall,  and  may  push  the 
bowel  out,  not  unlike  the  descent  of  a baby’s  head 
on  the  perineum.  Abdominal  abscesses  should  not 
be  irritated  or  treated  with  peroxide  of  hydrogen. 

In  these  very  septic  cases  I believe  nerve  block- 
ing with  novocain  and  quinin-urea  after  the  Crile 
method,  or  with  spinal  analgesia  to  prevent  shock, 
will  be  of  great  benefit.  The  spinal  puncture  may- 
be done  after  the  patient  is  under  ether. 
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CRUSHING  INJURIES  * 

By  W.  A.  Wright,  M.  D. 

POCATELLO,  IDA. 

A careful  study  of  the  etiology,  nature,  man- 
ner of  healing,  infection  and  treatment  of  crushing 
injuries  is  an  essential  prerequisite  to  the  successful 
practice  of  surgery.  The  surgeon’s  daily  work 
brings  him  in  contact  with  these  injuries  where 
it  is  necessary  to  exercise  the  keenest  judgment 
whereby  limbs  may  be  saved  without  endangering 
the  life  of  his  patient.  The  success  of  his  work 
will  depend  largely  upon  his  ability  to  aid  by  his 
efforts  the  reparative  work  of  the  tissues  injured, 
and  to  protect  the  patient  against  remote  and  im- 
mediate complications. 

Less  than  fifty  years  ago  the  surgeon  assumed  but 
little  responsibility  when  he  undertook  the  treat- 
ment of  a recent  injury,  because  both  the  profes- 
sion and  the  public  understood,  as  the  result  of 
experience  and  observation  from  the  time  when 
wounds  were  first  inflicted  and  dressed,  that  sup- 
puration would  occur,  and  they  had  become  accus- 
tomed to  the  frequency  with  which  infected 
wounds,  regardless  of  their  location  and  size,  gave 
rise  to  erysipelas,  phlegmonous  inflammation, 
sloughing,  sepsis  and  hospital  gangrene.  Before 
Lister  raised  the  curtain  which  for  several  thou- 
sand years  had  held  in  darkness  the  mystery  of 
wound  infection,  the  surgeon  was  totally  helpless. 
Many  attempts  had  been  made  to  penetrate  this 
veil  but  all  in  vain  until  the  microbic  nature  of  the 
wound  complications  became  established  by  Pasteur, 
Lister,  Koch  and  others. 

Judging  from  the  present  standpoint  of  wound 
infection,  it  is  not  surprising  that  formerly  so  few 
of  these  injuries  healed  by  primary  intention  but, 
rather,  it  appears  almost  miraculous  that  so  many 
of  the  injured  escaped  with  their  lives.  All  the 
large  hospitals  were  death-traps  in  which  patients 
often  lost  their  lives  from  insignificant  injuries.  If 
we  recollect  that  ordinary  cleanliness  in  those  days 
was  often  foreign  to  surgical  practice,  we  can 
readily  understand  that  the  life  of  every  patient, 
the  subject  of  a crushing  injury,  was  in  danger 
and  that  in  all  probability  in  many  instances  the 
danger  was  rather  increased  than  diminished  by 
surgical  intervention.  At  the  present  day  the  re- 
hearsal of  such  scenes  makes  us  shudder  and  a sense 
of  horror  is  felt  when  we  follow  the  footsteps  of 
the  surgeon  of  fifty  years  ago. 

*Rearl  before  the  Twenty -second  Annual  Meeting  of  Idaho 
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Hand  disinfection  was  not  known  at  that  time. 
We  can  see  the  surgeon  operate  with  hands  orna- 
mented by  precious  rings,  with  finger  nails  un- 
trimmed and  the  ominous  death  dealing  black  line 
underneath.  His  instruments  were  taken  from  a 
velvet  lined  case  and  used  without  preparation.  He 
tied  the  blood  vessels  with  silk  ligatures  which  he 
had  carefully  waxed  before  commencing  work.  The 
only  fluid  brought  in  contact  with  the  wound 
was  cold  water  of  doubtful  origin.  After  hem- 
orrhage was  controlled  the  wound  was  sponged, 
a few  silk  stitches  were  inserted  and  a cold-water 
compress  constituted  the  dressing. 

Wihat  a contrast  to  our  present  method  of 
procedure  is  that  of  our  forefathers.  The  sur- 
geon of  today,  if  he  does  his  duty,  can  handle  the 
gravest  of  these  injuries  without  fear  of  render- 
ing his  nights  hideous  by  the  ringing  of  the  door- 
bell by  messengers,  summoning  him  to  arrest 
secondary  hemorrhage  or  to  combat  the  stormy 
symptoms  announcing  the  beginning  of  a grave 
form  of  infection.  Today  we  can  say,  as  with 
Nussbaum,  “The  fate  of  the  injured  rests  in  the 
hands  of  the  one  who  applies  the  first  dressing.” 
If  this  be  true,  and  there  are  few  if  any  who 
wTould  not  endorse  the  correctness  of  this  state- 
ment by  word  and  action,  it  is  plain  that  the 
marvelous  improvements  in  the  treatment  of  in- 
juries have  brought  upon  the  surgeon  additional 
grave  responsibilities. 

The  innovations  of  modern  surgery  place  at 
our  disposal  ways  and  means  to  guard  against 
infection.  A clear  conception  of  nature  and 
conditions  of  life  of  the  living  agents  that  cause 
infection,  of  their  source  and  mode  of  entrance 
into  wounds  and  of  their  action  on  the  tissues 
is  essential  to  a clear  understanding  of  the  meth- 
ods employed  in  preventing  infection.  If  we 
expect  to  do  effective  duty  we  must  familiarize 
ourselves  with  the  location  of  the  enemy,  his 
strength  and  source  of  supply,  make  the  attack 
at  the  right  time  and  in  the  right  place.  The 
surgeon  must  be  on  the  offensive  for,  if  his 
efforts  be  rewarded  by  preventing  infection,  he 
will  be  able  to  give  to  his  patient  a far  better 
result  than  if  he  be  compelled  to  treat  infection 
after  once  established  with  its  whole  train  of 
complicating  conditions.  In  other  words,  our 
aim  should  be  to  destroy  or  render  harmless  the 
enemy  before  he  takes  possession  of  the  wound. 

In  crushing  injuries  the  classification  is  diffi- 
cult, for  in  the  gravest  cases  we  have  a com- 
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bination  of  incised,  lacerated,  contused  and  punc- 
tured wounds  together  with  compound  or  com- 
minuted fractures.  The  sizes  of  the  wound 
should  not  be  made  a standard  to  determine  the 
risk  incident  to  the  injury  and  the  degree  of 
care  necessary  in  its  treatment,  as  large  wounds 
often  heal  promptly  and  small  ones  may  result  in 
dangerous  complications.  No  injuries  are  too 
large  to  be  despaired  of  and  none  too  small  to 
be  overlooked  or  neglected.  Each  of  its  kind  is 
worthy  of  every  attention  the  surgeon  can  give  to 
protect  any  loss  of  continuity  of  tissue  against 
the  entrance  of  pathogenic  organisms,  until  by 
a process  of  repair  the  continuity  of  the  injured 
tissue  has  been  restored. 

The  appearance  of  a crushing  injury  depends 
upon  the  size  of  the  vulnerating  implement  and 
the  degree  of  force  with  which  it  is  applied,  the 
character  of  the  soft  tissues  injured  and  their 
relation  to  the  underlying  bone.  The  force  that 
produces  the  injury  causes  more  or  less  lacera- 
tion, if  it  strike  the  part  obliquely,  and  in  these 
instances  the  skin  is  often  found  to  be  extensively 
separated  from  the  underlying  and  contused 
tissues.  In  crushing  injuries,  such  as  produced 
bv  railway  equipment,  we  find  the  contused 
wounds  of  the  highest  degree,  where  not  only  are 
the  soft  tissues  pulpified,  but  the  bones  likewise 
comminuted  and  oftentimes  crushed  into  small 
fragments.  In  many  cases  the  extent  of  the  in- 
jury to  the  skin  is  often  very  deceptive  in  esti- 
mating the  size  and  gravity  of  the  injury,  owing 
to  its  great  elasticity.  Contused  wounds  are 
most  liable  to  infection  because  of  the  fact  that 
the  vulnerating  implement  not  only  carries  infec- 
tion into  the  tissues  but  is  such  as  to  destroy  their 
vitality  over  a greater  or  less  extent  and  reduces 
the  power  of  resistance  to  infection  of  the  ad- 
jacent tissues. 

We  are  compelled  to  judge  the  extent  of  the 
injury  by  a careful  examination  of  the  functional 
disturbances  of  muscles,  nerves  and  vessels  below 
the  seat  of  the  injury,  or  in  the  territories  near 
it  supplied  with  these  structures  which  may  be 
involved  at  the  seat  of  the  trauma.  From  a 
practical  standpoint  every  contused  wound  must 
be  considered  as  an  infected  wound.  Foreign 
bodies  must  be  searched  for  and  removed.  Tis- 
sues devoid  of  vitality  should  be  removed.  Ener- 
getic disinfection  is  the  urgent  necessity.  Usually 
the  blood-vessel  walls  are  involved  in  the  crush- 
ing and  give  rise  to  little  hemorrhage.  Muscles, 


tendons,  tendon  sheaths  and  nerves  should  be 
united  when  severed ; fractured  bone  ends  brought 
into  opposition ; the  skin  brought  over  underly- 
ing tissue  as  far  as  possible  and  sutured,  and  free 
through-and-through  drainage  established,  fol- 
lowed by  the  application  of  a proper  fitting 
splint. 

In  disinfection  the  technic  should  be  as  severe 
as  in  the  preparation  for  an  abdominal  section. 
I have  found  that  the  free  use  of  iodin  in  the 
wound,  cut  muscle-ends,  fractured  bone-ends,  etc. 
is  of  paramount  value.  Each  succeeding  dress- 
ing should  be  done  with  the  same  scrupulous  care 
that  one  would  take  in  preparing  for  a lapar- 
atomy,  as  far  as  one’s  self  is  concerned. 

After  the  primary  disinfection  at  the  time  of 
the  injury,  I believe  it  proper,  from  scientific 
deductions,  not  to  use  an  antiseptic  in  the  wmund 
again.  I wish  to  advance  the  following  argu- 
ment in  favor  of  this  assertion.  As  we  all  know, 
when  an  injury  has  been  sustained,  nature  in  its 
effort  to  combat  infection  mobilizes  at  the  seat 
of  injury  an  army  of  leucocytes,  so  that,  in  the 
process  of  repair,  karyokinesis  is  immediately  in 
full  operation.  From  the  leucocytes,  phagocytosis 
is  immediately  established.  If  the  injury  has 
come  under  our  observation  within  a reasonable 
length  of  time  and  we  have  placed  the  injured 
part  in  a thoroughly  disinfected  state  for 
phagocytosis  and  karyokinesis  to  thrive,  we  should 
do  nothing  hereafter  to  interfere  with  these  two 
processes  reaching  their  highest  states  of  de- 
velopment. The  application  of  any  antiseptic 
sufficiently  strong  to  destroy  or  weaken  patho- 
genic microbes  will  have  the  same  destroying 
effect  upon  the  phagocytes  and  new  cells  pro- 
duced by  karyokinesis.  Thus,  instead  of  assisting 
the  desired  process,  we  destroy  the  very  things 
needed  in  the  process  of  tissue  repair  and  com- 
bating infection.  The  liberal  use  of  sterile  water 
will  have  the  desired  cleaning  effect  and  cer- 
tainly can  do  no  harm. 

I wish  to  call  attention  to  the  serious  question 
that  presents  whenever  we  are  called  upon  to 
handle  a crusing  injury,  when  to  amputate  and 
wThen  not.  What  are  all  the  conditions  that 
should  govern  us  in  the  serious  question  of  keen 
judgment?  We  have  cases  coming  to  us  where 
wTe  are  called  upon  to  ask  ourselves  the  question, 
“Are  we  justified  in  risking  the  life  of  a patient 
by  leaving  a mutilated  limb  attached  to  the  body, 
when  we  know  that,  in  the  effort  to  save  life, 
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we  have  left  attached  to  the  individual  a surface 
atrium  of  great  magnitude  for  the  entrance  of 
pathogenic  organisms?”  Again,  “if  we  am- 
putate, feeling  that  we  have  practically  freed  the 
individual  of  the  danger  of  infection,  is  there  not 
still  the  thought  that  possibly  the  limb  might 
have  been  saved  had  wre  made  the  attempt  and 
taken  the  chance?” 

We  are  constantly  reminded  of  the  words  of 
President  Finney,  in  his  address  before  the 
American  College  of  Surgeons,  that  “Any  fool 
can  cut  off  a limb,  but  it  takes  real  surgery  to 
save  it.”  It  is  so  easy  to  amputate  and  thus  do 
away  with  a deformed  limb  to  be  constantly 
flaunted  before  your  eyes  in  the  community  but, 
on  the  other  hand,  when  you  save  that  limb  for 
the  individual,  you  have  the  satisfaction  of  a 
duty  well  done  and,  when  given  a crushing  in- 
jury with  the  circulation  intact  beyond  the  seat 
of  the  injury,  you  certainly  are  not  only  justified 
in  taking  the  chance,  despite  the  danger  of  in- 
fection, but  absolutely  unjustified  in  amputating 
without  first  making  the  effort  to  save  and  re- 
store to  even  some  usefulness  the  injured  member. 


DESIRABILITY  OF  EARLY  TREAT- 
MENT IN  PRECANCEROUS 
LESIONS* 

By  Clarence  Snow,  M.  D. 

SALT  LAKE  CITY,  UTAH. 

While  there  are  some  strong  advocates  of  the 
infectious  nature  of  new  growths,  I believe  we 
are  amply  justified  in  saying  that,  in  the  early 
stages  of  all  malignant  growths,  they  are  local 
diseases.  If  this  be  the  case,  then  early  operative 
or  other  destructive  treatment,  if  efficiently  per- 
formed, should  without  doubt  result  in  perma- 
nent cure.  This  being  true,  it  would  follow 
inevitably  that  our  most  promising  way  to  suc- 
cessfully manage  these  truly  terrible  conditions 
lies,  not  in  more  extensive  procedures,  but  in 
early  attack. 

Before  widespread  infiltration  and  metastases 
have  taken  place  the  operative  procedures  need, 
as  a ride,  be  comparatively  slight  and  mutilation 
practically  nil,  but  after  these  have  occurred  the 
most  extensive  procedures  give  only  too  unsatis- 
factory results  with  recurrence,  further  operation 
and  finally  cancer  death.  All  will  agree  that  this 
saying  is  perfectly  true:  “The  earlier  the  diag- 
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nosis  the  better  the  prognosis;  the  earlier  the  at- 
tack the  better  the  result.”  How  then  are  we 
to  make  our  attack  earlier. 

The  attempts  to  discover  a specific  laboratory 
or  other  test  for  the  presence  of  cancer  have  been 
legion,  such  as  Criles’  hemolytic  reaction,  the 
trypotothan  test  for  gastric  cancer,  Abderhalden’s 
test  and  a host  of  others.  We  must  admit  that 
no  test  has  as  yet  proven  satisfactory  and  those 
who  place  reliance  on  them  sooner  or  later  come 
to  grief.  Diagnosis  by  our  ordinary  clinical 
methods  can  only  be  made  after  growths  have 
made  relatively  great  progress. 

When,  for  instance,  a breast  tumor  has 
reached  such  a stage  in  development  that  we  find 
adherence  to  the  skin  or  subjacent  tissue,  to- 
gether with  more  or  less  wide  infiltration  and 
retraction  of  the  nipple,  the  day  of  the  salvation 
of  that  patient  is  passed.  When  a pigmented 
mole  which  has  for  years  been  quiescent  shows 
signs  of  activity,  metastases  have  probably  already 
taken  place.  The  time  to  treat  these  and  all 
other  potential  cancerous  growths  is  before  it  is 
possible  to  make  a positive  diagnosis.  When- 
ever a condition  arises  that  makes  us  suspicious 
of  a growth,  that  condition  should  be  treated  as 
one  of  malignancy  until  it  has  been  proven  not 
to  be  such.  In  other  words,  I would  have  you 
operate  on  suspicion.  I know  that  such  a 

method  of  procedure  will  lead  to  many  explora- 
tory operations,  but  this  is  one  of  our  most  help- 
ful methods  of  diagnosis,  whether  it  be  an  ex- 
ploratory laparotomy  or  a diagnostic  curettage. 

What  percentage  of  cases  of  gastrointestinal 
cancer,  for  instance,  can  be  diagnosed  in  the 
early  stages  from  a clinical  history,  examination 
of  test  meals  or  of  stools?  How  large  a per- 
centage of  uterine  cancer  can  be  diagnosed  in 
the  early  stage  from  the  history  of  digital  ex- 
amination? How  often  patients  go  about  with 
vague  abdominal  troubles  that  are  not  diagnosed 
until  too  late  for  operative  relief,  and  how  many 
women  with  uterine  cancers,  who  might  have 
been  saved  if  due  attention  had  been  paid  to 
unusual  vaginal  or  uterine  bleedings? 

Bloodgood  has  in  the  past  few  years  done 
splendid  work  in  calling  our  attention  to  the  re- 
sults of  operations  for  all  forms  of  new  growths 
in  the  clinics  with  which  he  is  associated.  His 
investigations  leave  no  doubt  of  the  fact  that  our 
great  hope  of  treatment  of  these  conditions  lies 
not  in  more  extensive  operation  but  in  early 
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operation.  As  an  example,  let  us  examine  Dr. 
Bloodgood's  report  on  pigmented  moles.  He 
has  records  of  68  cases  of  malignant  tumors  aris- 
ing from  pigmented  moles,  with  only  one  that 
may  be  considered  a possible  cure.  During  the 
same  period  there  were  removed  175  pigmented 
moles  which  at  the  time  of  removal  showed  no 
signs  of  malignancy,  and  there  was  no  sign  later 
of  malignancy  developing  in  the  scar  tissue  or 
elsewhere.  This  is  quite  - contrary  to  the  pre- 
valent opinions  that  this  class  of  growths  should 
not  be  disturbed.  I think  we  may  very  properly 
say  that  these  growths  should  be  removed,  the 
only  condition  being  that  they  be  removed  com- 
pletely. , 

1 feel  about  this  whole  matter  that,  whenever 
we  see  a patient  with  a swelling  that  does  not 
observe  the  ordinary  rules  of  inflammation  or 
trauma,  or  one  with  signs  or  symptoms  that  lead 
us  to  a suspicion  that  they  may  be  due  to  new 
growth,  we  owe  it  to  that  patient  to  strongly 
recommend  that  the  matter  be  carefully  investi- 
gated, even  to  the  extent  of  exploratory  opera- 
tion ; and,  further,  I feel  that  no  man  is  doing 
his  patient  justice  unless  all  tissue  removed  at 
such  time  is  submitted  to  microscopic  examina- 
tion. In  no  other  way  can  we,  in  the  present 
state  of  our  knowledge,  reduce  the  frightful  mor- 
tality from  malignant  disease. 

DISCUSSION. 

Dr.  C.  F.  Wilcox:  The  diagnosis  of  a chronic 

condition  is  possible  from  the  fact  that  a primary 
cancer  grows  rapidly.  It  manifests  itself  within  a 
year,  the  average  time  being  about  seven  months. 
The  secondary  cancer  gives  a history  running 
from  two  to  twenty  or  thirty  years,  the  average  be- 
ing about  eleven  years.  Don’t  wait  until  your  patient 
becomes  anemic  so  there  is  a risk  in  the  operation. 
Get  at  it  early  and  completely,  thus  save  the  pa- 
tient the  terrible  results  that  follow  late  operations. 
In  regard  to  pigmented  moles,  I had  an  experience 
with  a Norwegian,  66  years  old,  who  had  one  on  his 
leg.  I persuaded  him  that  an  operation  was  neces- 
sary. I removed  it  generously,  going  about  an  inch 
outside  of  the  mole.  Examination  about  ten  days 
later  proved  it  to  be  of  a malignant  type.  I wrote 
the  man  a letter  to  come  immediately  to  the  hos- 
pital for  further  operation.  He  failed  to  return 
till  three  months  later,  when  it  had  extended  to 
the  groin  and  there  was  no  help  for  him.  He  died 
a year  later. 

Dr.  J.  W.  Aird:  Rodman,  of  Philadelphia,  cau- 

terizes immediately  the  cut  surfaces  when  he  is 
removing  a neoplasm  and  waits  for  a report.  Even 
V he  expects  to  remove  it  ten  minutes  afterwards 
colicy  pain.  She  applied  the  hot-water  bag  to  her 


plantation  of  the  cancer  cells.  Just  how  to  deal 
with  a growth  is  a very  serious  problem  in  many 
cases.  The  method  of  immediate  examination  of 
the  tissue  by  a pathologist  is  the  best  that  we  have. 
We  ought  to  be  equipped  so  that  we  can  make  an 
immediate  examination  while  the  operation  is  under 
headway  and,  if  the  report  comes  that  it  is  a malig- 
nant growth,  do  a radical  operation. 

Dr.  Middleton:  When  we  consider  that  one 

woman  out  of  every  seven  and  one  man  out  of 
every  eleven  after  the  age  of  40  years  dies  with 
cancer;  that  eight  out  of  every  ten  tumors  of  the 
female  breast  are  carcinoma;  that  100  per  cent,  of 
Pajet’s  navel  is  carcinoma,  we  see  the  enormity 
of  this  problem  and  the  importance  of  operating 
early.  The  use  of  x-rays  and  radium  has  com- 
manded a great  deal  of  attention  lately  but  I be- 
lieve the  consensus  of  opinion  is  that  they  have 
a curative  bearing  on  neoplasms  that  are  super- 
ficial, with  little  if  any  effect  on  the  deep-seated 
growths.  An  early  operation  should  be  required 
and  the  laity  educated  along  this  line. 

Dr.  Merrill:  I saw  Dr.  Dunberry  who  was  work- 

ing with  radium  and  followed  his  cases  for  a 
month.  I concluded  that,  while  it  apparently  pro- 
duced cures,  it  did  not  effect  permanent  cures.  I 
saw  enough  cases  coming  back  uncured  to  lead  me 
to  that  belief.  The  doctor  gave  the  excuse  that 
he  had  not  given  quite  enough  hut  I firmly  believe 
that  radium  as  a permanent  curative  agent  is  not 
near  what  has  been  represented  for  it. 

Dr.  Harding:  I would  like  to  call  attention  to 

the  work  that  is  being  done  by  the  U.  S.  Depart- 
ment of  Agriculture  along  this  line.  A man  by 
name  of  Smith  is  doing  more  than  any  other  man 
in  the  country  to  determine  whether  cancer  is  of 
microorganism  origin.  He  claims  he  has  discovered 
an  organism  which  produces  plant  cancer  and  which 
is  parallel  to  the  human  cancer. 

Dr.  Stookey:  As  to  the  use  of  radium,  I gave 
what  attention  I could  to  it  in  London  last  year, 
particularly  in  cases  of  epithelial  cancer  around  the 
eyelids.  In  the  Royal  London  Hospital,  where  it 
has  been  used  for  several  years,  Dr.  Collins  and 
others  who  have  had  the  widest  experience  re- 
ported last  year  in  their  experience  it  was  prac- 
tically a failure  on  that  part  of  the  body. 

Dr.  Snow,  in  closing:  There  is  much  discussion 

as  to  the  value  of  frozen  tissue  examinations  at  the 
time  of  operation.  Some  men  are  very  suspicious  of 
these  examinations.  The  surgeon  in  charge  should 
be  so  familiar  with  the  growth’s  pathology  that  he 
can  determine  what  he  has,  but  few  arrive  at  this 
proficiency  and  most  are  dependent  more  or  less  on 
the  microscopic  pathology.  Many  surgeons  wish 
the  pathologist  to  tell  them  too  much.  Frequently 
a.  small  piece  of  tissue  does  not  show  the  true  char- 
acter of  a new  growth.  One  ought  to  take  into 
consideration  the  clinical  history,  and  weigh  all 
things  in  connection  with  his  case,  not  basing  his 
whole  conclusion  on  a mere  hurried  microscopic 
diagnosis  which  at  best  is  unsatisfactory. 
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EDITORIAL 

1 he  delay  in  publishing  this  issue,  together  with 
any  other  deficiencies,  is  due  to  the  continued 
illness  of  the  editor-in-chief. 

APPEAL  FOR  BELGIAN  PHYSICIANS. 

An  earnest  appeal  is  being  made  to  the  medical 
profession  of  the  United  States  to  aid  the  dis- 
tressed and  stricken  families  of  doctors  in  Bel- 
gium. Professor  Charles  Jacobs,  of  Brussels, 
states  that  one  thousand  doctors  are  poverty- 
stricken  and  that  two  thousand  to  thirty-five  hun- 
dred are  suffering  from  the  terrible  results  of  the 
war.  Since  the  average  family  will  number  four 
individuals,  this  means  that  eight  thousand  mem- 
bers of  physicians’  families  are  dependent  on  out- 
side contributions.  It  is  stated  that  $4.40  will 
supply  sufficient  food  to  sustain  life  for  four 
people  for  one  month.  Therefore  Belgium  physi- 
cians and  their  families  need  at  least  $8,800  worth 
of  food  each  month.  Earnest  efforts  are  being 
made  throughout  the  country  to  solicit  contribu- 
tions for  this  purpose.  Many  individual  physi- 
cians have  responded,  while  contributions  have 
likewise  been  made  by  county  medical  societies. 
We  would  suggest  that,  if  individuals  feel  unable 
to  aid  this  worthy  cause,  the  county  societies  make 
as  liberal  contributions  as  possible  from  their 
treasuries.  The  treasurer  of  the  fund  is  Dr.  F. 
F.  Simpson,  7048  Jenkins  Arcade  Building,  Pitts- 
burg, Pa.,  to  whom  contributions  may  be  sent. 

POISONOUS  FLY  DESTROYERS. 

The  December  issue  of  the  Journal  of  the 
Michigan  State  Medical  Society  calls  attention 
editorially  to  the  danger  of  using  poisonous  fly 
destroyers. 

From  July  1 to  Oct.  15,  1914,  45  cases  of 
poisoning  of  young  children  were  reported  in  the 
press  of  a few  states  and  it  is  pointed  out  that,  the 
symptoms  of  arsenical  poisoning  and  cholera  in- 
fantum being  very  similar,  there  are  possibly  many 
more  cases  of  the  kind.  It  might  be  well  in  view 
of  this  danger  for  physicians  to  eliminate  the  possi- 
bility of  arsenical  poisoning  before  diagnosing  'a 
case  as  cholera  infantum.  A few  years  ago  there 
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was  considerable  agitation  against  the  use  of 
phosphorous  matches,  partly  because  of  some  chil- 
dren being  poisoned  by  eating  or  sucking  the  heads 
of  the  matches.  There  are  doubtless  many  more 
cases  of  poisoning  from  the  poisonous  fly  de- 
stroyers. Phosphorous  matches  have  been  abol- 
ished, so  should  be  poisonous  fly  destroyers. 

It  seems  this  danger  has  already  been  recognized 
by  the  authorities  in  far  away  South  Africa  and 
the  sale  has  been  forbidden,  except  by  licensed 
chemists,  of  certain  arsenical  fly  destroyers,  more 
particularly  the  tin  boxes  which  have  a wick  or 
wficks  through  which  the  poisoned  water  is  drawn. 
The  fact  that  sugar  is  added  to  draw  the  flies 
makes  these  boxes  especially  dangerous  to  young 
children ; furthermore,  all  these  poisonous  fly  de- 
stroyers are  usually  placed  on  the  window  sill  and 
children  as  well  as  flies  are  attracted  to  the  win- 
dows and  the  poisons  are  thus  within  their  reach. 

Both  the  blotting  paper  impregnated  with 
arsenic,  wdiich  is  put  in  an  open  saucer  with  water 
and  sugar,  or  the  tin  boxes  writh  wicks  to  draw 
the  poisoned  water  to  the  surface  are  extensively 
used,  and  there  is  probably  no  poison  so  commonly 
and  unnecessarily  used  where  it  is  perforce  within 
the  reach  of  young  children  as  these  various 
arsenical  fly  destroyers.  In  country  homes  where 
it  often  takes  some  hours  to  get  a physician,  and 
even  in  our  cities  among  the  foreign  born,  where 
the  parents  are,  as  is  well  known,  slow  to  call 
the  services  of  a physician  for  childish  ailments, 
the  danger  is  especially  great.  There  are  as  effec- 
tive and  more  sanitary  ways  of  killing  flies. 
Poisonous  flv  destroyers  are  an  unnecessary  evil 
asd  should  be  relegated  to  the  past  like  the  phos- 
phorous match. 

NEW  AND  NONOFFFCIAL  REMEDIES. 

The  present  edition  of  New  and  Nonofficial 
Remedies  marks  the  tenth  year  of  the  existence 
of  the  Council  on  Pharmacy  and  Chemistry.  Since 
1907,  when  it  was  published  as  a modest  pamph- 
let, New  and  Nonofficial  Remedies  has  grown  to 
a volume  of  426  pages.  It  may  be  fairly  said 
to  contain  descriptions  of  all  the  worth-while  pro- 
prietary and  nonofficial  remedies  now  on  the  mar- 
ket in  the  United  States.  Further,  it  is  the  only 
book  or  publication  which  contains  comprehensive 
and  trustworthy  discussions  of  the  composition, 
source,  properties  and  dosages  of  proprietary  rem- 
edies. As  every  physician  should  be  informed  about 
new  remedies,  even  if  he  has  little  use  for  them, 
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a copy  of  the  book  should  be  in  the  possesion  of  all. 
In  addition  to  the  individual  descriptions  of  drugs 
and  preparations,  the  book  contains  critical  dis- 
cussions of  the  various  classes  of  preparations. 
These  general  discussions  compare  the  value  of 
the  newer  remedies  with  the  established  drugs 
which  they  are  designed  to  displace.  Thus  the 
book  affords  an  authoritative  review  of  therapeu- 
tic progress.  Bound  copies  will  be  sent  by  the 
American  Medical  Association,  535  North  Dear- 
born Street,  Chicago,  postpaid,  for  50  cents,  and 
cloth  bound  copies  for  $1.00. 

WASHINGTON  STATE  MEDICAL 
ASSOCIATION. 

The  annual  meeting  of  the  Washington  Asso- 
ciation has  been  set  for  July  20-22.  It  will  be  held 
at  Tacoma. 

MEDICAL  NOTES 

OREGON. 

Defeat  of  Antivaccination.  The  bill  to  prohibit 
compulsory  vaccination  and  the  modern  methods 
of  treatment  by  means  of  serums  and  vaccine,  which 
was  introduced  in  the  Oregon  Legislature  by  Sen- 
ator Moser,  has  been  decisively  defeated.  It  was 
apparently  not  difficult  for  the  progressive  mem- 
bers of  the  Senate  to  see  through  the  antiquated 
and  shallow  arguments  that  were  advanced  in  favor 
of  this  bill. 

Medical  Appropriations.  Several  appropriations 
of  interest  to  medical  men  have  been  allowed  by 
the  Legislature.  Fifty  thousand  dollars  goes  to 
provide  a first  unit  for  the  new  medical  school  of 
the  University  of  Oregon;  the  State  Hospital  re- 
ceives $676,000;  the  Institute  or  the  Feeble  Minded 
nearly  $145,000,  and  the  Eastern  Oregon  State  Hos- 
pital $305,000. 

Addition  to  Hospital.  There  has  recently  been 
completed  in  Eugene  a $50,000  hospital  unit  as  an 
addition  to  the  Mercy  Hospital.  This  building  con- 
tains quarters  for  nurses  with  facilities  for  teach- 
ing and  a central  heating  plant. 

County  Health  Officer  and  Physician.  The  posi- 
tions of  county  health  officer  and  county  physician 
of  Lane  County  have  been  combined,  and  will  be 
filled  by  Dr.  W.  L.  Cheshire,  at  a salary  of  $111.50 
a month.  His  agreement  provides  that  he  shall 
provide  all  drugs  and  instruments  and  his  own 
transportation  at  his  own  expense. 

A New  Medical  Society  has  been  formed  in  Tilla- 
mook County  with  the  following  officers:  Dr.  R.  T. 

Boals,  president;  Dr.  S.  M.  Wendt,  vice-president; 
Dr.  T.  R.  Monk,  secretary;  Dr.  L.  L.  Hoy,  treasurer 
The  society  will  hold  monthly  meetings. 

The  New  St.  Elizabeth’s  Hospital,  of  Baker,  is 
now  receiving  patients.  It  is  a four-story  stone 
structure  containing  eight  wards  and  Is  modern  in 
every  detail. 


Annex  to  Hospital.  the  construction  has  been 
commenced  of  an  annex  to  the  McMinnville  Hos- 
pital. The  addition  will  be  of  two  stories  and  will 
contain  twelve  rooms. 

Join  the  Russian  Army.  Drs.  White  and  Lund, 
formerly  company  physicians  for  the  railroad  con- 
tractors at  Lakeside,  have  resigned  and  left  for 
Russia,  where  they  will  enter  the  medical  corps 
of  the  Russian  army. 

Dr.  C.  H.  Wheeler,  formerly  city  health  officer 
of  Portland,  received  numerous  bruises  when  the 
machine  he  was  driving  ran  off  an  embankment 
and  was  overturned.  The  accident  was  due  to 
meeting  another  machine  on  a narrow  road. 

Dr.  M.  V.  Forrest,  of  Florence,  has  been  appointed 
the  first  health  officer  under  the  new  charter  of 
that  city. 

Dr.  Walter  Culm,  of  Coquille,  has  been  reap- 
pointed county  health  officer. 

Dr.  C.  A.  Graig,  of  Buena  Vista,  is  located  in 
Elkton. 


WASHINGTON. 

Illegal  Practitioners  Appeal.  Several  practition- 
ers who  were  considered  by  the  State  Board  of 
Medical  Examiners  as  illegal,  and  whose  licenses 
were  revoked,  have  appealed  to  the  courts.  Among 
these  are  J.  Eugene  Jordan,  of  Seattle,  who  denies 
that  his  conduct  has  been  unprofessional  or  that 
his  advertising  was  calculated  to  deceive  the  public. 
Also  M.  F.  Knox,  who  has  been  conducting  a med- 
ical science  college  at  Bryn  Mawr,  at  which  place, 
according  to  the  advertisements,  one  may  learn 
“How  to  Overcome  Death  and  Live  Forever,”  for  a 
charge  of  five  dollars. 

Appropriation  for  State  Board  of  Health.  Dr. 

Carroll  Fox,  of  the  United  States  Public  Health 
Service,  has  completed  a very  thorough  survey  of 
public  health  administration  and  activities  in  the 
state  of  Washington.  In  the  detailed  report  just 
published  he  states  that  not  less  than  $160,000 
should  be  appropriated  for  the  State  Department  of 
Health.  The  State  Board  has  asked  the  Legisla- 
ture for  $48,000,  and  if  former  years  may  be  taken 
a £■■  a precedent,  the  board  may  possibly  receive  half 
of  this  amount. 

Rabies  in  Spokane.  Several  cases  of  rabies  in 
dogs  have  been  reported  from  Spokane  and  at  one 
time  a muzzling  ordinance  was  seriously  consid- 
ered. At  present,  however,  the  number  of  cases  is 
diminishing  and  it  is  hoped  that  no  drastic  meas- 
ures will  be  necessary. 

Pierce  County  Medical  Society  held  its  annual 
banquet  Feb.  9.  The  toasts  were  responded  to  by 
President  Janes,  Drs.  I.  P.  Balabanoff,  Mary  Per- 
kins, W.  N.  Carshner,  G.  O.  Ireland  and  others. 
Many  visitors  were  present  from  Portland  and 
Seattle. 

Counsel  for  Defense  Association.  Edward  J.  Can- 
non, of  Spokane,  has  been  appointed  the  eastern 
Washington  counsel  for  the  Defense  Association  of 
the  State  Medical  Association. 
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The  Institute  for  Defective  Youths  and  Feeble 
Minded,  at  American  Lake,  has  been  enlarged  and 
is  now  receiving  patients,  some  of  whom  have  been 
on  the  waiting  list  for  many  months. 

County  Medical  Staff.  The  following  physicians 
have  been  appointed  to  constitute  the  county  staff 
for  Spokane  County:  Dr.  H.  P.  Marshall,  Dr.  H.  H. 

McCarthy,  surgeons;  Dr.  C.  F.  Eikenbary,  orthope- 
dic surgeon;  Dr.  Frederick  Epplen,  internal  medi- 
cine; Drs.  W.  S.  Frost  and  R.  A.  Green,  eye,  ear, 
nose  and  throat;  Dr.  P.  D.  McCornack,  pediatrics, 
and  Dr.  M.  M.  Parton,  pathology. 

Surgeon  for  Standard  Oil.  Dr.  A.  S.  Tenny,  who 
for  several  years  has  practised  in  Seattle,  has  ac- 
cepted a position  as  surgeon  for  a large  working 
party  of  the  Standard  Oil  Company  which  is  de- 
veloping properties  in  the  interior  of  northern 
China.  The  disadvantages  and  discomforts  at- 
tendant upon  such  a position  are  somewhat  com- 
pensated for  by  the  fact  that  he  receives  a salary 
of  $500  a month. 

Dr.  M.  G.  Sturgis,  of  Seattle,  is  undergoing  re 
covery,  following  the  surgical  activities  of  a num- 
ber of  his  brother  practitioners.  While  under  the 
anesthetic  he  underwent  a general  overhauling  and 
repair,  consisting  of  both  major  and  minor  opera- 
tions upon  his  body  and  several  of  his  extremities. 

Dr.  Chris  Quevli,  of  Tacoma,  who  has  been  se- 
riously ill  with  pneumonia,  has  recovered  and  is 
regaining  his  strength  on  a trip  to  California. 

Dr.  C.  B.  Clizer  has  opened  an  office  in  Tekoa, 
taking  the  place  of  Dr.  L.  F.  Smith,  who  has  de- 
cided to  locate  elsewhere. 

Damaged  by  Fire.  The  home  of  Dr.  C.  N.  Suttner, 
of  Walla  Walla,  has  been  damaged  by  fire  to  the 
extent  of  several  hundred  dollars. 

Dr.  S.  B.  Ross  has  located  in  West  Seattle,  occu- 
pying the  office  vacated  by  Dr.  C.  R.  Gannaway. 

Dr.  C.  B.  Boudwin  has  returned  to  Seattle  from  a 
trip  in  the  East. 

Dr.  L.  M.  Thompson,  of  Reardon,  has  remodeled  a 
large  residence  for  use  as  a private  hospital. 

Dr.  E.  R.  Ahlman,  of  Hoquiam,  has  returned  from 
Chicago,  where  he  underwent  a rather  serious  op- 
eration. 

Dr.  J.  C.  Andrews  has  left  Waitsburg  to  practise 
in  Pomeroy,  but  two  have  appeared  where  formerly 
there  was  one,  Dr.  J.  H.  Hudgin  coming  from  Illi- 
nois and  Dr.  W.  H.  Olds  from  California. 

Dr.  W.  R.  Johnson,  formerly  of  Tacoma,  has  lo- 
cated in  Chehalis. 

Dr.  M.  J.  Maguire,  of  Spokane,  has  moved  to 
North  Yakima,  where  he  will  be  associated  with 
Dr.  J.  F.  Scott. 

Dr.  Frank  St.  Sure,  of  Colfax,  has  returned  from 
a six  weeks’  trip  to  the  East,  during  which  he  vis- 
ited several  clinics. 

Dr.  W.  A.  Kerrison,  of  Reardon,  has  been  ill  for 
some  time,  but  is  now  able  to  be  back  at  his 
work. 

Dr.  F.  A.  Bryant,  of  Colfax,  has  been  appointed 
county  health  officer  for  a term  of  two  years  at 
$100  a month. 
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Dr.  Avary,  of  Stevenson,  has  left  for  a trip  of 
several  weeks  to  his  old  home  in  the  East. 

Dr.  W.  C.  Cox  has  been  appointed  on  the  Board 
of  Health  of  Everett,  to  fill  the  vacancy  left  by  the 
retirement  of  Dr.  P.  M.  Walker,  who  has  moved 
to  California. 

Dr.  W.  C.  Brandon,  of  Pullman,  walked  off  the 
sidewalk  one  evening  in  February  and  received 
numerous  bruises  about  the  knees  and  hips. 

Dr.  A.  F.  Mattice,  of  Anacortes,  who  recently  re- 
turned from  three  years  of  study  in  Europe,  during 
which  time  he  specialized  in  diseases  of  the  eye, 
has  located  in  Seattle. 

Dr.  W.  D.  Read,  of  Tacoma,  has  been  appointed 
the  official  medical  examiner  or  the  City  Civil  Ser- 
vice Commission. 

Dr.  Wilson  Gruwell,  formerly  a resident  of  this 
state,  who  for  the  past  three  years  has  been  living 
in  California,  has  returned  and  located  at  Klipsan 
Beach. 

Dr.  C.  W.  Bice,  of  Richville,  has  left  for  a six 
months’  post  graduate  course  in  the  East,  and  Dr. 
Lewis  Laventure  will  take  his  place. 

Dr.  E.  T.  Patee  has  been  appointed  health  officer 
of  Pullman. 

Dr.  A.  F.  Bryant,  of  Pullman,  has  been  appointed 
county  physician  of  Whitman  County. 

Medical  Weddings.  Dr.  J.  M.  Burnett,  of  Nook- 
sack,  and  Miss  May  R.  Buckless,  of  British  Colum- 
bia, were  married  at  Vancouver,  Feb.  15.  Dr.  Cyril 
DeKevzer,  of  Colville,  and  Miss  Pearl  Wilson  were 
married  in  Spokane  in  February.  Dr.  R.  G.  Kes- 
ling,  of  Arlington,  spent  a most  successful  month 
in  the  East,  returning  with  a bride  who  was  for- 
merly Miss  Leila  Buckman,  of  New  York  City. 


IDAHO. 

Dr.  W.  H.  Carithers  has  been  appointed  county 
physician  for  Latah  County  at  a salary  of  $995  per 
year,  out  of  which  he  is  to  furnish  all  necessary  ma- 
terials and  services. 

Dr.  F.  T.  Harris,  of  Lewiston,  has  been  appointed 
county  physician  to  succeed  Dr.  L.  J.  Perkins. 


OBITUARY. 

Dr.  C.  H.  Cannon  died  at  Eugene,  Ore.,  Feb.  18, 
death  resulting  from  acute  dilatation  of  heart,  origi- 
nating while  cranking  his  automobile  in  December. 
He  was  born  at  Gustavus,  O.,  in  1846.  He  gradu- 
ated from  Herring  Homeopathic  College  in  Chicago 
and  practised  for  many  years  in  Chicago  and  St. 
Paul.  He  located  in  Eugene  in  1997,  practising 
there  till  his  death.  In  early  life  he  was  superin- 
tendent of  car  service  for  the  Great  Northern  Rail- 
way and  was  originator  of  the  “tonnage”  freight 
sj  stem. 

Dr.  M.  W.  Harrison,  of  Palouse,  Wash.,  died  at 
Los  Angeles,  Jan.  24,  from  tuberculosis.  He  was  48 
years  of  age.  He  had  practised  seven  years  in 
Palouse,  being  known  for  his  surgical  ability.  With 
his  brother,  he  owned  the  Harrison  Hospital  of 
that  city. 
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REPORTS  OF  SOCIETY  MEETINGS 

OREGON. 

PORTLAND  CITY  AND  COUNTY  MEDICAL 
SOCIETY. 

Pres.,  K.  A.  J.  Mackenzie;  Sec.,  G.  S.  Whiteside. 

The  regular  meeting  of  Portland  City  and  County 
Medical  Society  was  held  in  the  Medical  Building, 
Portland,  Ore.,  Feb.  3,  1915,  Dr.  J.  A.  Pettit,  vice- 
president,  in  the  chair. 

Members  present:  Drs.  Tilzer,  Buck,  Howard, 

Selling,  Williamson,  Kistner,  'Myers,  Labbe,  Con- 
nell, Payne,  Hall,  Bettman,  Rich,  McClure,  Ettel- 
son,  A.  W.  Moore,  Baar,  Nunn,  N.  W.  Jones,  Wade, 
C.  S.  White,  J.  McGavin,  Coffen,  Coffey,  Booth, 
Eodine,  Flagg,  Hamilton,  A.  E.  Rockey,  Brooke, 
Equi,  House,  Holden,  P.  Rockey,  Wolf,  Ewin  and 
Whiteside.  Minutes  of  previous  meeting  read  and 
accepted. 

Paper. 

Ambard’s  Constant  in  the  Study  of  the  Ureic 
Functions  of  the  Kidney.  By  Dr.  Selling.  It  is 
not  the  quantity  of  urea  in  the  blood  nor  in  the 
urine  but  the  relation  between  the  two,  which  is 
important  in  studying  the  ureic  function  of  the 
kidney.  Ambard’s  formula  gives  us  a satis  "actory 
method  of  making  that  study.  In  normal  patients, 
Ambard’s  coefficient  lies  -between  0.96  and  0.09, 
under  varying  conditions  of  diet  and  fluid  intake. 
Very  low  water  excretion  may  cause  an  actual 
urea  retention.  Impairment  of  the  ureic  function 
of  the  kidneys  causes  a rise  in  Ambard’s  constant. 
Using  Widal’s  classification  of  the  nephritides  as 
a basis,  we  find  in  (a)  Chloruremic  type,  normal  or 
low  constant,  (b)  Azotemic  type,  a very  high  con- 
stant, (c)  Hypertensive  type,  a slight  increase  in 
the  constant,  from  0.1-0. 2. 

Dr.  Sears,  in  discussion:  In  going  over  Ambard’s 

and  Selling  McClean’s  work  and  applying  the  for- 
mula to  cases  of  nephritis,  we  find  first  a distinct 
advance  in  their  study.  In  using  urea,  chlorin  and 
water  we  use  natural  ingredients  subject  to  wide 
variation  in  quantity.  By  using  ingested  or  in- 
jected substances,  such  as  phenolsulphophthalein. 
potassium  ferrocyanide,  sugar  and  other  indicators, 
we  eliminate  this  factor  of  error.  In  dealing  with 
the  function  of  the  kidney  alone  the  difference  is 
not  great.  By  Ambard’s  more  physiologic  methods 
the  difference  is  striking,  where  the  heart  and 
other  organs  all  participate  in  the  abnormality  un- 
der consideration.  Edema  and  chlorides,,  uremia 
and  urea  are  exceptions  to  the  rule.  A combina- 
tion of  both  chemical  and  physiologic  tests  will 
show  more  than  either  alone. 

Dr.  Baar  congratulates  Dr.  Selling  on  the  ex- 
cellent scientific  paper,  speaks  of  phloridzin, 
chlorid  and  urea  tests.  Asks  if  it  is  possible  that 
acute  febrile  diseases  and  some  other  conditions 
disorder  the  test.  Asks  regarding  methods  of  cal- 
culating 24  hour  quantity  urine. 

Dr.  N.  W.  Jones  speaks  of  the  great  importance 
of  such  work  as  this  in  classifying  nephritis  on  a 
functional  basis  instead  of  a dead-house  pathology. 


Drs.  Else,  Whiteside  and  Coffen  also  discussed 
the  paper. 

The  society  voted  an  opinion  that  the  dues  be 
reduced  to  $5  per  year.  Referred  to  the  council. 
Moved  that  a library  association  be  formed  to  take 
charge  of  the  library.  Drs.  Rockey  and  Else  ap- 
pointed. Carried. 

Committee  on  meeting  places:  Drs.  Rockey,  Con- 
nell and  Whiteside;  report  that  suitable  rooms  In 
the  Morgan  Building  have  their  approval  for  the 
library;  that  in  their  opinion  the  library  should  be 
moved  and  held  in  trust  for  the  county  society  by 
another  organization  of  voluntary  membership  and 
subscription.  Carried. 

Drs.  Rockey,  A.  W.  Smith  and  Whiteside  report 
that  in  their  opinion  Mr.  Lively  be  allowed  to  so- 
licit among  our  members  a list  for  insurance  after 
the  plan  submitted  by  The  Aetna  Co.  Carried. 

The  second  monthly  meeting  of  the  society  was 
held  in  the  Medical  Building  for  the  last  time,  Feb. 
17,  President  K.  A.  J.  Mackenzie  in  the  chair. 
Members  present,  73. 

Proposed  for  membership:  O’tis  F.  Akin,  H.  C. 

Miller,  L.  O.  Roberts,  J.  H.  Carrico,  J.  R.  Robinson, 
C.  J.  Smith,  G.  W.  King,  J’.  H.  Laughlin,- H.  V.  Adix, 
F.  R.  Mount,  H.  D.  Haskins,  H.  B.  Myers,  R.  W.  Co- 
hill, T.  J.  Fox,  J.  G.  Abele,  F.  M.  Rossitcr,  M.  G. 
McCorkle,  H.  M.  Hendershott,  E.  A.  Noyes,  A.  J. 
Erowning,  C.  B.  Frisbie.  Elected  to  membership: 
J.  T.  LeFevre. 

Exhibits  of  patients:  Dr.  Shea  shows  a man 

with  pituitary  disturbance  and  reads  report  of  Dr. 
Baker,  of  Johns  Hopkins,  in  relation  to  the  case. 
Discussion  by  Drs.  Booth  and  Ricen. 

Dr.  Nunn  exhibits  a pathologic  specimen  of  an 
eye  with  hemorrhage  of  vitreous  and  a foreign  body 
in  the  eye  destroying  the  sight.  Dr.  Else  reports 
three  autopsy  specimens:  (1)  Neglected  hypertro- 
phy of  prostate,  (2)  Military  tuberculosis  of  the 
brain,  (3)  rape. 

Paper. 

Diagnosis  and  Treatment  of  Cancer  of  the  Stom- 
ach, Especially  Its  Recognition  in  Earliest  Stages. 

By  Dr.  Geo.  F.  Koehler.  The  precancerous  stage, 
so-called,  is  that  of  chronic  irritation.  Cites  a case 
with  no  subjective  symptoms  but  vomiting.  Lab- 
oratory tests  were  not  normal.  Exploratory  oper- 
ation, cancer  found. 

Discussion  opened  by  Dr.  A.  E.  Rockey.  Par- 
ticular importance  is  attached  to  the  causes  of 
chronic  irritation,  hyperchlorhydia,  tonsilitis,  pyor- 
rhea. Rockefeller  Institute  is  trying  experimental 
work  in  relation  to  the  inoculation  of  cancer. 

Dr.  Ricen  speaks  of  possible  etologic  factors  in 
cancer.  Damage  due  to  disease  and  repair  follow- 
ing causing  cancer. 

Dr.  O’Day  speaks  of  metastatic  glands  of  the 
stomach. 

Dr.  Tucker  tells  history  of  specimen  shown  by 
Dr.  Koehler.  Without  symptoms,  she  showed  a 
tumor.  A carcinoma  of  the  stomach  and  involve- 
ment of  transverse  colon. 
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Dr.  Coffey  reports  two  cases  of  inplantations  of 
abdominal  cancer  in  the  wound. 

Dr.  Selling  things  the  public  should  be  educated 
l ut  the  general  practitioner  should  be  also.  Early 
diagnosis  is  unanimously  agreed  to  be  important. 

Dr.  Sears  thinks  x-ray  diagnosis  is  often  very 
helpful.  Mentions  various  other  aspects  of  early 
diagnosis  and  pathology  of  gastric  cancer. 

Dr.  N.  W.  Jones  tells  of  cancer  of  stomach  in  rats 
apparently  due  to  a diet  of  cockroaches. 


KING  COUNTY  MEDICAL  SOCIETY. 

Pres.,  G.  S.  Peterkin,  M.D. ; Sec.,  A.  C.  Martin,  M.D. 

The  first  regular  semi-monthly  meeting  of  King 
County  Medical  Society  was  held  in  the  Chamber 
of  Commerce,  Seattle,  Wash.,  at  8 P.  M.,  Feb.  1, 
1915,  with  the  president,  Dr.  Peterkin,  in  the  chair. 
About  90  members  were  present. 

Paper. 

Enteroptosis.  By  Dr.  J.  B.  Eagleson.  He  reviewed 
the  history,  anatomic  landmarks,  etc.,  embryologic 
development  of  the  alimentary  canal,  with  illus- 
tiations  from  comparative  anatomy.  He  explained 
action  of  abdominal  muscles  in  maintaining  intra- 
abdominal pressure.  Two  types  of  enteroptosis 
were  considered,  congenital  and  acquired.  Other 
factors  in  etiology  were  under-development,  Im- 
proper corseting,  tight  waist  bands,  etc.  Symp- 
tomatically are  four  types,  gastrointestinal,  lithe- 
mic,  neurasthenic  and  cachectic.  Under  treatment 
were  mentioned  dietetic,  hygienic,  postural,  rest- 
cure,  abdominal  supports,  etc.  Among  operations 
were  the  various  gastropexies,  Coffey’s  hammock- 
operation  and  Lane’s  short  circuit  operation.  Op- 
eration should  be  undertaken  only  after  a thorough 
trial  of  medicinal  and  mechanical  treatment.  Lan- 
tern slides  were  shown,  illustrating  points  brought 
out  in  the  paper. 

Dr.  W.  F.  West,  of  Everett,  mentioned  cases 
seen  in  Lane’s  clinic  showing  marked  benefit  fol- 
lowing an  ileo-sigmoidostomy.  He  emphasized  that 
the  basis  of  the  operation  is  drainage.  He  con- 
cluded that  the  question  of  stasis  is  still  a child  of 
our  ignorance. 

Dr.  Fassett  said  the  abdominal  is  frequently  part 
ot  a general  deformity.  The  logic  of  shortening 
an  often  already  short  colon  is  being  questioned, 
as  well  as  the  effort  to  crowd  the  viscera  into  the 
upper  abdomen  where  there  is  no  room  for  them. 
He  has  observed  a number  of  children,  whose  health 
was  good  until  they  began  to  walk,  when  the  as- 
sumption of  the  upright  position  brought  to  light 
the  inherent  tendency  to  ptosis. 

Dr.  Lensman  called  attention  to  cases  of  de- 
fective drainage,  shown  either  by  a study  of  the 
siools  or  by  the  x-ray.  He  stated  that  exploratory 
laparotomy  was  often  necessary  for  diagnosis  and 
treatment. 

Dr.  Snively  said  he  had  been  surprised  at  the 
large  number  of  sufferers  from  enteroptosis  and 


Vol.  VII.  No.  3. 

New  Series. 

urged  careful  study  of  these  cases  rather  than 
careless  symptomatic  treatment. 

Dr.  Willis,  chairman  of  the  Public  Health  and 
Legislation  Committee,  urged  general  support  for 
his  committee  and  asked  for  suggestions. 

A motion  was  made  that  the  traveling  expenses 
of  those  members  who  represented  the  society 
before  legislative  bodies  be  paid  by  the  society. 
After  discussion  it  was  carried. 

Dr.  Horsfall  reported  for  the  dinner  committee 
and  expressed  his  thanks  to  Dr.  Burns  for  able  as- 
sistance. The  president  read  a letter  from  the 
Portland  Academy  of  Medicine,  stating  that  the 
share  of  the  society  in  Dr.  Rosenow’s  expenses  was 
$78,  which  was  ordered  paid  in  accordance  with  a 
previous  action  of  the  society. 

Drs.  C.  C.  Tiffin  and  J.  A.  Fleming  were  unani- 
mously elected  to  membership. 

The  second  regular  meeting  of  the  society  was 
held  Feb.  15,  with  Dr.  Peterkin  in  the  chair.  About 
85  members  were  present.  The  minutes  of  the 
pievious  meeting  were  read  and  approved. 

Clinical  Case. 

Mastoiditis  with  Complications.  By  Drs.  Wana- 
maker  and  Johanson.  The  patient  developed  a 
mastoid  with  coincident  .abdominal  pain,  resembling 
appendicitis,  but  with  leucopenia,  making  typhoid 
possible.  Mastoid  operation  showed  strepto- 
cocci. Just  before  operation  pain  in  left  elbow. 
After  operation  all  symptoms  greatly  ameliorated. 
On  removing  packing  marked  hemorrhage,  con- 
trolled with  difficulty.  Attacks  of  severe  pain  in 
right  hip.  Later  x-ray  showed  destruction  of  bone 
of  acetabulum  and  apparent  dislocation.  Buck’s 
extension  applied.  After  about  six  weeks  able  to 
walk  with  crutches.  One  year  later  little  shorten- 
ing and  excellent  motion.  Good  hearing. 

Dr.  Fassett  said  a toxic  arthritis  usually  did  not 
show  destruction  of  bone  but  more  frequently  of 
synovial  membrane  and  cartilage. 

Dr.  J.  C.  Moore  exhibited  a Kimpton-Brown  trans- 
fusion tube.  After  "thoroughly  cleansing  is  lined 
with  paraffin  and  sterilized.  The  blood  is  taken 
from  donor  after  exposing  the  vein  under  novocain 
and  transferred  to  recipient.  One  tube  may  be 
used  two  or  three  times  without  resterilizing.  Mod- 
erate pressure,  by  use  of  a cautery  bulb,  is  used 
to  force  blood  into  the  vein  of  recipient.  Absolute 
asepis  is  essential  throughout. 

Dr.  Speidel  believed  the  ideal  method  to  be  the 
bringing  intima  to  intima.  He  called  attention  to 
the  necessity  of  testing  bloods  for  hemolysis  and 
agglutination. 

Mr.  Clay  Allen,  United  States  district  attorney, 
discussed  the  requirements  of  the  income  tax  law 
and  the  Harris  law  regulating  the  dispensing  of 
opium  and  cocain  derivatives. 

The  president  appointed  Drs.  Plummer,  Snively 
and  J.  C.  Moore  as  a committee  to  investigate  the 
suitability  of  Eilers  Recital  Hall  as  a meeting  place 
for  the  society. 
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WHATCOM  COUNTY  MEDICAL  SOCIETY. 
Pres.,  W.  C.  Keyes,  M.D. ; Sec.,  S.  S.  Howe,  M.D. 

The  Whatcom  County  Medical  Society  met  in 
the  Chamber  of  Commerce  rooms,  Bellingham, 
Wash.,  Feb.  8,  1915,  the  president.  Dr.  Keyes,  pre- 
siding. A letter  from  Hon.  Miles  Poindexter,  to- 
gether with  a copy  of  the  Congressional  Record 
and  of  his  resolution  presented  to  the  Senate  con- 
cerning the  Polar  claims  of  Dr.  Frederick  A.  Cook, 
was  read  and  placed  on  file. 

Attention  was  called  to  Senate  Bills  Nos.  135 
and  136  concerning  first  aid  measures.  After  dis- 
cussion Dr.  Axtell  moved  that  a committee  of  five 
be  appointed  to  investigate  these  bills  with  power 
to  act  for  the  society.  Motion  carried.  The  fol- 
lowing letter  was  sent  to  each  of  the  legislators 
from  this  district: 

Dear  Sir:  The  members  of  the  Whatcom  County 

Medical  Society,  having  carefully  considered  Senate 
Bills.  Nos.  135  and  136,  are  unanimously  opposed 
to  their  passage,  and  we  earnestly  request  your  aid 
in  preventing  the  enactment  into  law  of  either  of 
these  bills  or  any  other  first  aid  measure  which 
does  not  guarantee  to  the  injured  workman  the 
option  of  choice  in  selecting  the  physician  or  sur- 
geon who  attends  him;  moreover,  we  are  opposed 
to  the  passage  of  any  first  aid  measure  which  has 
incorporated  within  it  any  contract,  practice  feature. 

Signed:  W.  D.  Kirkpatrick,  M.  D.;  F.  J.  VanKirk, 
M.  D. ; J.  R.  Morrison,  M.  D. ; S.  J.  Torney,  M.  D.; 
W.  H.  Axtell,  M.  D. ; W.  C.  Keyes,  M.  D.,  Ex  Officio, 
committee. 

The  Kelly  Bill,  in  its  relation  to  this  city,  was 
brought  before  the  society  by  Dr.  Ballaine  who  dis- 
cussed the  matter  from  the  standpoint  of  his  ex- 
perience as  health  officer  of  Bellingham.  It  was 
moved  that  the  society  go  on  record  as  opposed 
to  any  and  all  enactments  removing  the  control 
or  their  water  supply  and  sewage  disposal  from 
cities  of  the  first  class.  Carried.  The  secretary 
was  directed  to  inform  the  legislators  from  this 
district  of  this  action. 

Papers. 

Squint.  By  Dr.  Howe.  The  necessity  for  early 
treatment  to  prevent  deterioration  of  vision  in  the 
deviating  eye  was  emphasized. 

An  Early  Physician.  By  Dr.  Kirkpatrick.  The 
work  and  times  of  Ambrose  Pare  were  reviewed 
in  their  relation  to  the  present. 

At  a special  meeting  of  the  society,  held  Feb. 
19,  the  society  endorsed  Senate  Bill  No.  251  and 
urged  its  support  in  its  entirety.  The  attention  of 
the  legislators  was  directed  to  sections  5,  6,  7 and 
8,  which  provide  right  of  choice  of  surgeon  by 
the  injured  workman,  uniform  schedule  of  fees, 
supervision  and  control  by  the  industrial  commis- 
sion. 

WHITMAN  COUNTY  MEDICAL  SOCIETY. 
Pres.,  W.  A.  Mitchell,  M.D. ; Sec.,  L.  G.  Kimzey,  M.D. 

The  regular  meeting  of  Whitman  County  Medical 
Society  was  held  at  Pullman,  Wash.,  Jan.  18,  1915. 

Papers. 

Amenorrhea  and  Dysmenorrhea,  Their  Causes 
and  Treatment.  By  Dr.  E.  T.  Hein. 


Some  Indications  for  Producing  Early  Labor  and 
How  It  May  Be  Brought  About.  By  Dr.  E.  T.  Patee. 

The  following  officers  were  elected  for  the  en- 
suing year:  President,  Dr.  C.  S.  B'aumgarner; 

vice-president,  Dr.  L.  G.  Kimzey;  secretary-treas- 
urer, Dr.  E.  T.  Patee. 


PUGET  SOUND  ACADEMY  OF  OPHTHALMOL- 
OGY AND  OTO-LARYNGOLOGY. 

Pres.,N.  D.  Pontius,  M.  D. ; Sec.,  E.  B.  Burwell,  M.  D. 

The  academy  held  its  regular  monthly  meeting  at 
the  office  of  the  president,  Dr.  Pontius,  Feb.  23, 
1915,  following  a dinner  at  the  Rainier  Grand. 
Minutes  of  the  previous  meeting  were  read  and 
approved. 

Present:  Drs.  Greenstreet,  Hoffman,  Gray, 

Klemptner,  MacKinnon,  Pontius.  Plummer,  Cam 
eron,  Burwell,  Adams,  Perry,  Swift,  Wanamaker. 
Visitor:  Dr.  Leede. 

Dr.  Burwell  showed  a case  of  relapsing  super- 
ficial keratitis  following  an  attack  of  acute  catar- 
rhal conjunctivitis.  Treatment,  dionin,  hot  com- 
pi  esses  and  argyrol. 

Dr.  Swift  suggested  a tuberculin  test,  as  the  case 
closely  resembled  one  he  had  seen  recently  in 
which  tuberculosis  was  the  etiologic  factor. 

Dr.  Perry  thought  it  was  a toxemia,  whether  tu- 
berculous, from  carious  teeth  or  other  systemic 
disturbances. 

Dr.  Pontius  spoke  of  the  complement  fixation  test 
for  gonorrheal  iritis  and  said  the  old  term,  “ideo- 
pathic,”  would  soon  be  a thing  of  the  past. 

Dr.  Perry  had  cured  cases  of  stubborn  iritis 
by  remving  the  tonsils. 

Dr.  Burwell  showed  a case  of  interstitial  keratitis. 
Man  aged  24.  Parents,  five  sisters  and  three  broth- 
ers, all  living  and  well.  No  specific  history.  Pres- 
ent trouble  is  first  he  has  had  in  either  eye.  Waa- 
sermann  triple  positive.  Hutchinson's  teeth  pres- 
ent. Noticed  eye  red  a week  ago.  P.  C.  violent 
kerito-iritis.  O.  D.  V.= fingers  at  4 feet.  In  two 
weeks  after  two  injections  of  salvarsan,  mercurial 
inunctions,  atropin,  hot  bathing  and  dionin  powder 
has  cleared  up  considerably.  Pupil  evenly  dilated. 
V — 20  /40.  In  last  month  condition  has  remained 
stationary.  No  pain.  Slight  ciliary  congestion. 

Dr.  Swift  suggested  using  suction  massage  with 
eye  cup  and  tube,  and  massage  of  cornea  with  glass 
spatula  and  yellow  oxide. 

Dr.  Kemptner  showed  two  children,  aged  respec- 
tively 9 and  5 years,  in  a family  of  four.  The  two 
boys  were  healthy  but  both  girls  had  typical  re- 
tinitis pigmentosa.  Family  history  negative.  No 
history  of  intermarriage. 

Dr.  Pontius  showed  a case  with  a history  of 
being  struck  in  left  eye  ten  days  ago.  When  first 
seen  the  fundus  examination  showed  a linear  streak 
of  yellowish  color  running  from  above  into  the 
macula  and  another  curved  streak  of  similar  color 
below  the  macula.  In  the  past  week  these  streaks 
have  widened,  otherwise  unchanged.  Retinal  ves- 
sels pass  over  them  uninterrupted 
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Edited  by  Kenelm  Winslow,  M.  D. 

Differential  Diagnosis.  Presented  through  an 
analysis  of  317  cases.  By  Richard  C.  Cabot, 
M.  D.,  Assistant  Professor  of  Clinical  Medicine, 
Harvard  Medical  School.  Octavo  of  709  pages, 
254  illustrations.  Cloth,  $5.50;  half  morocco,  $7. 
Philadelphia  and  London:  W.  B.  Saunders  Com- 
pany, 1914. 

The  appearance  of  a new  volume  on  differen- 
tial diagnosis  by  Dr.  Cabot  betokens  pleasure  and 
profit  for  doctors.  No  medical  books  in  recent 
years  have  been  so  widely  read  and  appreciated 
as  Cabot’s.  The  author’s  genius,  the  excellent  rec- 
ords, the  enormous  material  at  his  disposal,  the 
advantages  of  unsurpassed  hospital  facilities  and 
staff — all  contribute  to  the  excellence  of  the  re- 
sult, while  the  work  is  based  upon  a keen  analysis 
of  317  cases.  Yet  these  are  insignificant,  compared 
to  the  enormous  array  of  cases  drawn  upon  in 
making  the  classification  at  the  beginning  of  each 
chapter.  For  example,  in  the  consideration  of 
dyspepsia  over  15,000  cases  are  included  in  which 
dyspepsia  was  the  presenting  symptom.  These 
are  classified  according  to  their  true  diagnoses. 
Some  of  the  results  may  be  surprising.  Broadly 
speaking,  some  3,000  cases  were  due  to  heart 
disease,  while  2,000  cases  of  anemia  and  the  same 
number  of  phthisis  accounted  for  4.000  cases  of 
stomach  trouble.  Neurosis  and  nephritis  each 
include  about  1,500  cases,  while  of  gastric  cancer 
and  ulcer  there  were  about  1,000  cases  each.  Can- 
cer of  the  bowel,  constipation  and  gallstones  ac- 
count for  some  600  cases  each.  There  were  only 
130  cases  of  gastroptosis  while,  on  the  other  hand, 
there  were  174  of  lead  poisoning.  Cabot  empha- 
sizes the  point,  which  the  reviewer  has  harped  on 
for  years,  that  stomach  troubles  are  chiefly  due 
to  disease  elsewhere  and  he  calls  attention  to  the 
fact  that  cerebrospinal  syphilis  may  cause  any 
kind  of  dyspepsia  whatever — acute,  chronic,  mild 
or  severe.  Also,  that  tabes  may  be  suspected,  even 
in  the  presence  of  norma!  reflexes  and  pupils,  and 
at  times  only  spinal  puncture  will  tell  the  tale. 

The  practical  points  brought  out  in  the  discussion 
of  cases  are  of  the  utmost  value  and  may  be  put 
into  almost  hourly  use  by  the  reader.  For  in- 
stance, under  fainting  the  writer  remarks  that 
“fainting  attacks  at  the  age  of  65  are,  of  course, 
spurious;  no  one  has  true  fainting  attacks  inde- 
pendent of  organic  disease  at  that  age.  Yet,  when 
the  diagnosis  of  fainting  is  avoided,  the  other  com- 
monest mistake  is  to  refer  such  attacks  to  in- 
digestion. Indispositions  of  prominent  elderly  men 
at  banquets  and  elsewhere,  though  ordinarily 
called  indigestion,  are  usually  of  vascular  origin 
and  mean  disease  of  the  heart,  brain,  or  kidney.” 
There  is  a most  interesting  collection  of  cases  of 
lymphoblastoma(lymphosarcoma).  Cabot  shows  that 
this  disease  is  protean  and  man  attack  one  of  many 
glands,  with  or  without  involvement  of  the  spleen, 
bone-marrow,  or  skin  (myeloma),  and  with  or  with- 
out a normal  blood.  One  case  of  recovery  of  Hodg- 
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kin’s  disease  under  vaccine  treatment  for  acne  is 
recorded.  This  is  in  line  with  Rosenow’s  recent 
work  as  to  its  bacterial  origin.  One  is  indeed 
tempted  to  quote  indefinitely.  However  much  the 
reader  may  differ  from  the  author  in  his  diagnostic 
inferences,  he  is  not  given  a chance  to  score  since, 
under  “outcome”  of  each  case,  an  operation,  au- 
topsy, subsequent  history  or  irresistible  logic  nips 
one’s  own  pet  hypothesis  in  the  bud.  It  is  a book 
every  medical  man  will  not  only  wish  to  read,  but 
to  own  and  reread.  Winslow. 


The  Heart  in  Early  Life.  By  G.  A.  Sutherland, 
M.  D.,  F.R.C.P.,  Senior  Physician  to  the  Hamp- 
stead and  Northwest  London  Hospital,  etc.  211 
pages;  price  $2.  Oxford  University  Press,  Lon- 
don and  New  York,  1914. 

This  book  deals  with  clinical  problems  of  car- 
diac disturbances  and  diseases  during  childhood 
and  youth.  There  is  a brief  interpretation  of  poly- 
graph tracings.  The  subject  of  cardiology  is  a 
science  in  itself  and  the  average  man,  unless  fa- 
miliar with  it,  will  find  this  aspect  of  the  book  a 
source  of  confusion.  What  we,  as  clinicians,  are 
interested  in  is  whether  the  child  before  us  is  sub- 
ject to  organic  disease  or  to  functional  disturb- 
ance, the  one  due  to  a congenital  defect  or  in- 
fection, the  other  traceable  to  a disturbance  of  the 
higher  nervous  centers.  The  two  chapters  relating  to 
cardiac  irregularity  and  murmurs  about  the  heart 
is  the  sort  of  information  we  need.  He  likens  the 
relation  between  precordial  murmurs  and  heart 
disease  to  albuminuria  and  renal  disease.  Be- 
cause a murmur  can  so  much  more  readily  be 
shown  to  students  than  many  other  things  about 
a heart,  it  is  natural  that  much  importance  is 
learned  to  be  attached  to  it.  “The  presence  of  a 
murmur  is  of  no  significance  in  itself.”  Organic 
heart  disease  of  various  sorts  is  extensively  con- 
sidered from  the  point  of  view  of  symptomatology 
and  treatment.  Pathology  is  only  lightly  touched 
upon.  Anyone  reading  these  two  chapters  particu- 
larly will  find  in  them  valuable  aids  in  forming 
some  definite  opinion  about  children  presenting  ir- 
regularity or  murmurs.  Manning. 


Urinary  Analysis  and  Diagnosis.  By  Microscopical 
and  Chemical  Examination.  By  Louis  Heitzman, 
M.  D.,  New  York.  Third  Revised  and  Enlarged 
Edition;  345  pages,  131  illustrations.  Price,  $3 
net.  William  Wood  & Co.,  New  York. 

It  is  the  common  fate  of  geniuses  to  be  misjudged, 
and  often  their  foresightedness  is  recognized  only 
after  great  lapse  of  time — usually  after  they  are 
dead.  The  author  of  this  work  may  be  a genius. 
It  is  certain  that  he  has  ideas  at  wide  variance  with 
those  commonly  accepted  in  histopathology.  For 
example,  he  says,  “pus-corpuscles,  when  present  in 
moderate  or  large  numbers,  will  invariably  allow 
us  to  form  an  opinion  as  to  the  constitution  of  the 
patient.  All  pus-corpuscles  are  granular,  the  nature 
of  this  granulation  varying  with  the  constitution 
of  the  individual.”  Also,  “pus-corpuscles,  also  called 
leukocytes,  are  partly  emigrated  white  blood- 
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corpuscles,  partly  derived  not  only  from 
the  comparative-tissue  cells,  but  also  to  a 
great  degree  from  the  epithelia  themselves, 
the  protoplasm  of  which  becomes  changed 
by  endogenous  new-formation  to  inflammatory  cor- 
puscles, which  later  reach  the  surface  of  the  epithe- 
lia and  are  carried  along  by  the  urine  as  pus-cor- 
puscles.” However,  whether  this  be  advanced 
thought  or  error,  the  book  will  not  answer  as  a 
guide  to  those  engaged  in  everyday  work.  The 
author  speaks  of  various  things  as  easy  of  accom- 
plishment which  are  by  no  means  easy,  even  to 
the  most  expert.  For  instance,  he  would  have  us 
believe  that,  with  ease  and  certainty,  one  can  de- 
termine the  source  of  various  epithelial  cells  which 
may  appear  in  the  urine  when,  in  fact,  the  specific 
gravity  and  reaction  of  the  urine  have  such  in- 
fluence on  the  morphology  of  these  cells  that  it 
would  require  the  widest  experience  not  1 6 fall 
into  error — even  error  leading  to  grave  results. 
For  this  reason  we  believe  this  book  will  not  do 
as  “guide,  philosopher  and  friend”  for  the  man  in 
active  work.  At  least  as  guide  and  friend  it  will 
not  do.  As  philosopher  it  has  indications. 

West. 


Pathogenic  Microorganisms.  (Including  Bacteria 
and  Protozoa.)  A practical  Manual  for  Students, 
Physicians  and  Health  Officers.  By  William  H. 
Park,  M.  D.,  Professor  of  Bacteriology  and  Hy- 
giene in  the  University  and  Bellevue  Hospital 
Medical  College,  etc.,  and  Anna  W.  Williams, 
M.  D.,  Assistant  Director  of  the  Bureau  of  Labora- 
tories, New  York  City,  etc.  New  (5th)  edition, 
thoroughly  revised.  Octavo,  684  pages,  with  210 
illustrations  and  9 full-page  plates.  Cloth,  $4.00, 
net.  Lea  & Febiger,  Publishers,  Philadelphia  and 
New  York,  1914. 

Those  who  possess  earlier  editions  of  the  work 
will  need  the  present  one  because  so  much  subject 
matter  has  been  introduced  that  the  present  volume 
is  almost  twice  its  former  size.  Dr.  Park’s  position 
as  professor  of  bacteriology,  together  with  his  direc- 
torship of  the  laboratories  of  the  New  York  Health 
Department,  renders  him  particularly  well  fitted 
to  give  the  medical  profession  a work  of  this  kind 
which  is  technically  correct,  practical  to  the  labora- 
tory w'orker,  student  and  health  officer  and  fasci- 
nating to  the  general  practitioner,  abounding  in  de- 
scriptions of  problems  and  experiences  gleaned  from 
the  best  health  department  in  the  greatest  city  in 
America.  One  cannot  help  being  struck  with  the 
originality,  both  of  the  text  and  the  illustrations, 
and  the  comparative  absence  of  bibliography,  the 
significance  of  which  is  clear  to  all  who  grow  weary 
of  constant  compilation  of  the  works  of  others, 
with  which  the  medical  book  market  is  flooded. 
There  is  probably  no  other  work  written  on  this 
subject  in  the  English  language  which  is  so  com- 
prehensive. It  is  certain  that  none  so  completely 
covers  the  field  that  no  one  can  afford  to  be  with- 
out it  and  expect  to  keep  up  to  date  in  the  rapid 
advances  which  are  being  made  in  this  all-import- 
ant field.  Paschall. 


Blood  Pressure:  Its  Clinical  Applications.  By 

George  W.  Norris,  A.  B.,  M.  D.,  Assistant  Pro- 
fessor of  Medicine  in  the  University  of  Penn- 
sylvania, etc.  Octavo,  372  pages,  with  98  en- 
gravings and  1 colored  plate.  Cloth,  $3.00,  net. 
Lea  & Febiger,  Publishers,  Philadelphia  and  New 
York,  1914. 

The  author  of  this  book  has  attempted  to  give 
a condensed  and  practical  treatise  of  the  subject 
as  definitely  as  the  present  state  of  knowledge 
permits.  Experimental  as  well  as  clinical  facts 
have  been  given  to  make  the  subject  as  complete 
as  possible  and  an  extensive  bibliography  of  the 
more  important  articles  has  been  appended.  The 
different  instruments  used  are  discussed,  the  phy- 
siology of  blood  pressure  is  explained  in  detail  and 
the  variations  of  pressure  found  in  the  different 
diseases  and  from  the  action  of  drugs  are  thor- 
oughly reviewed.  The  book  is  ably  written  and 
should  take  a high  place  in  the  literature  of  this 
subject.  Turner. 


Diseases  of  the  Bronchi,  Lungs  and  Pleura.  By 

Frederick  T.  Lord,  M.  D.,  Visiting  Physician, 
Massachusetts  General  Hospital  and  Channing 
Home  for  Consumptives,  etc.  Octavo,  605  pages. 
Illustrated  with  93  engravings  and  3 colored 
plates.  Cloth,  $5.00  net.  Lea  & Febiger,  Pub- 
lishers, Philadelphia  and  New  York,  1915. 
Supporting  his  views  by  statistical  studies  of  the 
enormous  material  of  the  Massachusetts  General 
Hospital,  the  author  has  embodied  in  this  book 
his  own  very  valuable  experience  and  h^ts  also 
made  a close  study  of  the  literature  and  the  ex- 
tensive material  of  a large  number  of  other  au- 
thorities. The  book  thus  gives  us  the  modern 
views  on  lung  trouble,  supported  by  facts  rather 
than  hypothesis.  Also  the  advice  given  on  treat- 
ment of  lung  trouble  is  very  good,  inasmuch  as 
it  tends  to  do  away  with  the  polypragmasie  of 
former  days  and  admits  that  dietetic  and  hygienic 
measures  are  the  most  valuable,  medicines- being 
only  secondary  in  importance.  This  work  will  cer- 
tainly be  of  great  value  to  the  reading  portion  of 
the  medical  profession.  Leede. 


Therapeutics  of  the  Circulation.  By  Sir  Lauder 
Brunton,  Bt.,  M.D.,  D.  Sc.,  LL.D.,  F.R.S.,  F.R.C.P., 
Consulting  Physician  to  St.  Bartholomew’s  Hos- 
pital. Second  edition.  Cloth,  536  pages;  4^x6% 
inches.  Paul  B.  Hoeber,  67  East  59th  Street.  New 
York  City.  1914. 

It  is  always  a pleasure  to  read  any  of  Brunton’s 
works.  He  has  the  true  scientific  spirit.  Years 
before  the  days  of  clinical  gastric  analysis  he  ad- 
vised a patient  be  given  acid  when  his  dyspepsia 
did  not  succumb  to  alkalies.  Brunton  for  half  a 
century  has  been  one  of  the  ablest  experimenters 
and  closest  clinical  observers.  When  his  volumin- 
ous text-book  on  materia  medica  appeared  some 
quarter  century  ago  he  apologized  for  its  delay 
in  the  preface  by  explaining  that  he  had  intended 
publishing  it  twenty  years  before,  but  a point  came 
up  which  needed  proving  and  it  had  taken  him 
twenty  years  to  accomplish  it.  The  present  vol- 
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time  consists  of  a series  of  lectures  first  given  in 
1905.  They  are  delivered  in  charming  style,  en 
riched  by  striking  similes.  Thus  the  author  com- 
pares the  accentuation  of  the  second  aortic  sound 
to  the  slamming  of  a door.  Again,  “the  heart  is 
like  the  priests  of  old,  who  took  the  best  parts  of 
the  offerings  before  the  remainder  was  distributed 
to  the  people,”  referring  to  the  most  arterialized 
blood  entering  the  coronaries  from  the  aorta.  Manv 
of  the  intricate  phenomena  of  his  subject  yield  to 
the  lucid  explanations  of  the  writer  and  clear  up 
moot  points,  for  the  first  time,  in  the  reader’s  mind. 
He  shows  how  the  sphygmograph  has  gained  value 
in  connection  with  both  the  heart  and  vessels  by 
now  combining  its  curves  with  the  sphygmomano 
meter  readings.  One  cannot  fail  to  admire  Brun 
ton's  fertile  imagination,  so  essential  to  the  experi 
men  ter.  He  invents  an  ingenious  hypothesis  to 
account  for  migraine,  founded  on  experiments  on 
himself  during  personal  attacks.  He  postulates  that 
syncope  is  due  to  both  splanchnic  dilatation  and 
dilatation  of  arteries  in  the  muscles,  since  black 
venous  blood  becomes  bright  red  in  bleeding  during 
fainting  in  some  cases.  The  author  is  an  example 
of  how  the  accumulation  of  knowledge  and  honors 
(and  almost  academic  degrees)  may  greatly  sur- 
pass one’s  accumulation  of  years.  The  work  con- 
tains a voluminous  index  of  72  pages.  His  book 
i.'  as  instructive  as  it  is  interesting. 

Winslow. 


General  Medicine.  The  Practical  Medicine  Series, 
Vol.  VI..  1914.  Edited  by  Frank  Billings,  M.  S., 
M.  D.,  and  J.  H.  Salisbury,  A.  M.,  M.  D.  Cloth, 
358  pages;  $1.35.  The  Year  Book  Publishing  Co., 
Chicago. 

The  present  volume  is  devoted  chiefly  to  the 
diseases  of  the  stomach  and  intestines,  the  re- 
maining chapters  dealing  with  infectious  diseases, 
diseases  of  the  mouth  and  esophagus,  liver,  pan- 
creas, spleen  and  peritoneum,  with  a short  con- 
cluding section  on  dietetics.  Only  what  is  best 
of  the  literature  upon  the  various  subjects  pub- 
lished last  year  is  discussed,  thus  giving  in  com- 
pact form  all  up-to-date  views.  Reference  to 
original  articles  are  given  in  foot  notes  by  the 
aid  of  which  any  subject  may  be  thorough’y  re- 
viewed. This  volume  of  the  work  should  be  well 
received.  Turner. 


Obstetrical  Nursing.  A Manual  for  Nurses  and 
Students  and  Practitioners  of  Medicine.  By 
Charles  Sumner  Bacon,  Ph.B..  M.  D.,  Professor 
of  Obstetrics,  University  of  Illinois  and  the  Chi- 
cago Polyclinic,  etc.  12  mo,  355  pages,  illus- 
trated with  123  engiavings.  Cloth.  $2.00  net. 
Lea  & Febiger,  Publishers,  Philadelphia  and  New 
York,  1915. 

This  is  a very  excellent  work.  Beginning  with 
a valuable  introduction,  in  which  are  several  new 
thoughts,  the  author  continues  to  discuss  almost 
the  entire  obstetric  field  in  considerable  detail. 
The  fact  that  information  is  given  which  will  prob- 
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ably  never  be  required  of  a nurse  and  which  might 
be  dangerous  in  the  hands  of  an  overzealous  in- 
dividual, is  offset  by  the  indications  that  the  au- 
thor fully  recognizes  the  necessity  of  an  intensive- 
ly trained  and  specialized  assistant  in  the  proper 
practice  of  obstetrics.  It  is  especially  pleasing 
to  note  that  he  demands  of  his  nurses  ability  to 
follow  the  fetal  heart  sounds,  to  take  blood  pres- 
sure, etc.  Widespread  acceptance  of  these  prin- 
ciples will  do  much  to  improve  obstetric  practice. 

Marti  n. 


Students’  Manual  of  Gynecology.  By  John  Os- 
born Polak,  M.  Sc.,  M.  D.,  F.A.C.S.,  Professor  of 
Obstetrics  and  Gynecology,  Long  Island  College 
Hospital,  etc.  12  mo.  414  pages,  illustrated  with 
100  engravings  and  9 colored  p’ates.  Cloth, 
$3.00  net.  Lea  & Febiger,  Publishers,  Philadel- 
phia and  New  York,  1915. 

A sketchy  outline  of  gynecology  is  presented 
here,  enough  no  doubt  for  the  student  for  whom 
the  book  is  written.  However,  in  compressing  any 
subject,  something  must  be  lost  and  in  this  case 
one  feels  that  so  many  undiscussed  statements  may 
dull  the  thinking  powers  of  the  untrained  reader. 
This  objection  would  not  hold  if  the  book  be  used, 
as  it  is  intended,  as  an  adjunct  to  lecture  and 
clinical  courses.  The  field  is  well  covered  and  no 
doubt  portrays  Dr.  Polak’s  practice,  which  in  it- 
self makes  it  well  worth  while.  There  are  a few 
errors  indicating  the  necessity  of  more  . careful 
proof  reading.  ‘ Martin. 


Nervous  and  Mental  Diseases.  Practical  Medicine 
Series,  Vol.  X,  1914.  Edited  by  H.  T.  Patrick, 
M.  D.,  and  Peter  Bassoe,  M.  D.  Year  Bocli  Pub- 
lishers, Chicago. 

This  little  volume  is  an  interesting  report  and 
review  of  the  literature  on  nervous  and  mental  dis- 
eases during  1914.  The  editor  has  gone  carefully 
over  the  various  articles  and  after  quoting  concisely 
the  essentials  of  the  original  papers,  adds  thereto 
his  comments  and  conclusions.  Owing  to  the  prom- 
inence of  the  writer  the  publication  will  prove  inter- 
esting and  instructive.  Many  subjects  compara- 
tively new  to  the  general  practitioner  will  be  found 
therein,  and  the  specialist  may  derive  much  benefit 
as  well  by  freshening  his  memory  on  topics  that 
have  arisen  during  the  previous  year.  Smith. 


A Useful  Laxative  Food.  Every  physician  has 
frequent  occasion  to  regret  the  necessity  of  con- 
stantly prescribing  laxative  drugs  for  patients,  well 
knowing  that,  once  the  habit  has  been  instituted,  it 
will  continue  indefinitely.  The  advantages  of  regu- 
lating the  bowels  by  means  of  the  diet  are  well 
known  to  the  laity  a3  well  as  physicians.  This  fact 
explains  the  popularity  of  Uncle  Sam's  Breakfast 
Food,  composed  of  cereals  and  coarse  grains  that 
thus  serve  both  as  food  and,  by  their  bulk,  as  a 
useful  laxative.  By  its  daily  consumption  one  soon 
avoids  the  necessity  of  laxative  drugs  and  thus 
helps  to  restore  nature’s  digestive  relations. 
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ORIGINAL  CONTRIBUTIONS 

CARDIOSPASM  * 

By  O.  F.  Lamson,  M.  D. 

SEATTLE,  WASH. 

Thf*  first  series  of  so-called  idiopathic  dilatation 
of  the  esophagus  was  collected  by  Ziemssen  and 
Zenker  in  1878  but,  little  being  known  of  the  his- 
tory of  the  cases,  their  report  was  based  mostly 
on  postmortem  findings.  Two  years  later,  in 
1880,  Striimpel  and  Mikulicz  recognized  and  de- 
scribed the  etiologic  significance  of  spasm  in  dif- 
fuse dilatation  of  the  esophagus  and  gave  the  name 
cardiospasm  to  this  spastic  closure  of  the  lower 
end  of  the  esophagus.  If  by  cardia  be  understood 
the  esophageal  orifice  of  the  stomach,  where  the 
pale  pink  mucous  membrane  of  the  esophagus 
unites  with  the  deeper  red  musosa  of  the  stomach, 
this  name  seems  somewhat  inadequate,  as  it  con- 
veys the  idea  that  only  this  junction,  the  cardia,  is 
involved  and  that  the  cardia  governs  the  physio- 
logic closure  of  the  esophagus.  Therefore,  often 
when  the  examining  sound  meets  an  anatomic  ob- 
struction higher  up  in  the  esophagus  than  at  this 
junction,  a tumor  or  an  angulation  is  thought  to 
be  the  cause  of  the  obstruction.  For  instance, 
Striimpel  in  1881  described  an  angulation  in  the 

‘Read  before  King  County  Medical  Society,  Seattle,  Wash., 
Jan.  4,  1915. 


lower  end  of  the  esophagus  and,  when  Weigert 
made  the  postmortem,  he  found  no  tumor,  no  an- 
gulation, but  an  ordinary  case  of  cardiospasm  with 
dilatation. 

Such  a diffuse  dilatation  of  the  esophagus  cannot 
be  ascribed  to  spasm  of  the  true  anatomic  cardia, 
as  it  is  generally  accepted  that  this  has  very  lit- 
tle to  do  with  the  true  physiologic  closure  of  the 
esophagus  and  also  that  the  cardia,  though  it  may 
resist  considerable  pressure  from  below  upward, 
will  very  easily  yield  to  moderate  force  from  above. 
Schreiber  shows  that  in  so-called  cardiospsm  one 
has  to  expect  spasm  at  the  epicardia  and  not  at  the 
cardia.  By  epicardia  he  understands  the  part  of 
the  esophagus  which  extends  from  the  cardia  of 
the  stomach  to  the  hiatus  esophagus,  4-5  cm.  long 
and  comprising  the  abdominal  and  the  dia- 
phragmatic parts. 

The  great  variety  of  names  under  which  cardio- 
spasm has  been  reported  indicates  our  limited 
knowledge  of  the  true  etiology  of  the  disease.  The 
titles  under  which  cases  have  been  reported  are 
idiopathic,  fusiform,  diffuse  dilatation,  dilatation 
without  anatomic  stenosis. 

Some  of  the  etiologic  factors  which  have  been 
given  are  primary  cardiospasm  (Meltzer,  Miku- 
licz), primary  atony  of  the  musculature  of  the 
esophagus  (Rosenheim),  simultaneous  paralysis 
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of  the  circular  fibers  of  the  esophagus,  and  cardio- 
spasm brought  about  by  paralysis  of  the  vagus 
(Kraus).  He  describes  a case  of  greatly  dilated 
esophagus  with  cardiospasm,  in  which  at  post- 
mortem changes  in  the  vagus  were  demonstrated, 
less  than  one-half  the  normal  nerve  bundles  ap- 
pearing to  be  intact. 

Cardiospasm,  like  pylorospasm,  is  considered  by 
some  as  a reflex  pathologic  process,  associated  with 
gastric  disturbances  as  gastric  ulcers  or  hyperchlor- 
hydria.  Neurosis  has  been  considered  by  some  as 
a cause  of  cardiospasm  and  no  doubt  this  disease 
like  many  others  is  aggravated  by  a neurotic  tend- 
ency. Yet  this  cannot  be  considered  the  real 
cause,  as  only  a few  isolated  cases  have  been  re- 
ported which  could  be  recognized  as  a distinctly 
neurotic  type.  Plummer,  of  the  Mayo  Clinic, 
says  that  out  of  ninety-one  cases  of  diffuse  dilata- 
tion of  the  esophagus  without  anatomic  stenosis,  no 
gross  gastric  lesions  were  found  and  only  five  of 
the  patients  were  of  a neurotic  type. 

There  is  another  factor  which  it  seems  to  me 
should  not  be  ignored  in  searching  for  an  etiologic 
cause  for  the  disease,  although  I have  not  seen  it 
mentioned  in  the  literature  on  the  subject,  viz.,  the 
sphincter  effect  of  the  diaphragm  on  the  hiatus 
esophagus.  It  is  true  that  normally  this  sphincter 
is  not  well  developed  but  it  seems  plausible  that 
in  these  cases  of  cardiospasm  this  sphincter  may 
be  overdeveloped  and  constrict  the  esophagus  at 
this  point,  as  it  is  generally  conceded  that  the 
diaphragmatic  portion  of  the  esophagus  is  involved 
in  this  disease.  Lerche  reports  that,  in  cases  of 
cardiospasm  which  have  come  to  postmortem,  the 
epicardia-cardia  is  almost  always  found  anatomic- 
ally normal,  though  the  circular  muscular  layer 
of  the  diaphragmatic  portion  may  be  found 
atrophic. 

The  symptom-complex  in  cardiospasm,  as  a rule, 
is  pathognomonic.  Patients  complain  of  (1)  dys- 
phagia and  the  necessity  of  drinking  large  quan- 
tities of  liquids  with  their  meals  to  force  the 
food  in  the  stomach;  (2)  sensation  of  food  stick- 
ing at  some  region  in  the  esophagus;  (3)  regurgi- 
tation of  food  during  and  after  meals,  usually  not 
associated  with  nausea;  (4)  loss  of  weight  which, 
though  not  constant  in  some  instances,  amounts  to 
emaciation;  (5)  pain  or  discomfort  usually  lo- 
cated beneath  the  lower  end  of  the  sternum  and 
referred  to  the  back;  (6)  sense  of  constriction 
at  the  lower  end  of  esophagus  which  may  occur 
spasmodically  during  meals,  and  the  patient  will 
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usually  describe  it  as  a contraction  beneath  the 
lower  end  of  the  breast  bone;  (7)  food  remnants 
in  esophagus  obtained  by  lavage. 

In  the  diagnosis  of  cardiospasm  we  have  to  con- 
sider the  various  lesions  of  the  esophagus  which 
have  a similar  symtomatology,  as  ( 1 ) diverticulum 
of  esophagus;  (2)  stricture  of  esophagus;  (3) 
cancer  of  esophagus. 

In  diverticulum  the  symptomatology'  is  often 
very  much  the  same  as  in  cardiospasm.  The  pa- 
tients will  complain  of  difficulty  is  swallowing,  re- 
gurgitation of  food  during  meals  and,  at  varying 
intervals  following  the  ingestion  of  food  and  if 
the  diverticulum  be  large,  enormous  quantities  of 
food  may  be  regurgitated,  often  food  that  has  been 
taken  days  before  and  which  therefore  is  very 
foul.  Often  pain  beneath  the  sternum  is  present 
and,  from  pressure  on  the  surrounding  lung  tis- 
sue, there  is  apt  to  be  a cough.  After  the  ingestion 
of  food  or  after  taking  a large  amount  of  fluid, 
careful  percussion  may  elicit  a circumscribed  tum- 
or. The  esophagoscope,  if  one  be  skilled  in  its 
use,  is  a help  in  diagnosis.  The  x-ray  following 
the  taking  of  bismuth  is  perhaps  the  greatest  aid 
in  differential  diagnosis. 

In  an  organic  stricture  the  symptoms  may  be 
much  the  same  as  in  cardiospasm,  depending  large- 
ly on  the  location  of  the  stricture.  If  it  be  at 
the  lower  end  of  the  esophagus  the  symptoms  are 
quite  similar  to  spasm.  The  main  point  in  dif- 
ferential diagnosis  is  that  in  stricture  the  symp- 
toms are  more  constant.  If  the  stricture  be  very 
small  the  patient  may  be  compelled  to  take  only 
liquids,  while  in  cardiospasm  solids  can  usually 
be  taken. 

Again,  there  is  no  feeling  of  dilatation  of  the 
stricture  from  taking  considerable  food  in  the 
esophagus,  while  in  cardiospasm  the  increase  in 
intraesophageal  pressure  from  the  weight  of  the 
column  of  food  causes  the  spasm  to  relax.  Stric- 
ure,  generally,  will  not  allow  the  passing  of  an 
ordinary  size  bougie,  while  cardiospasm  will  usu- 
ally readily  yield  to  it.  In  stricture  we  often 
have  a history  of  swallowing  some  corrosive  sub- 
stance or  a history  of  syphilis  preceding  the  first 
symptoms. 

In  cancer  of  the  esophagus  the  cardia  and  the 
upper  end,  just  below  the  cricoid  cartilage,  are 
the  regions  most  commonly  affected.  Four  inches 
below  this  point  at  the  bifurcation  of  the  trachea 
is  another  region  sometimes  the  seat  of  cancer. 
In  the  diagnosis  the  age  of  the  patient  is  an  im- 
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portant  factor.  Symptoms  are  apt  to  be  more  sud- 
den in  onset  than  in  cardiospasm  and,  when  the 
new  growth  has  increased  much  in  size,  the  symp- 
toms are  more  constant  and  the  patient  is  not  like- 
ly to  be  able  to  take  any  solid  food.  In  passing 
a bougie  for  exploration  it  will  meet  with  more 
resistance  than  in  cardiospasm,  and  manipulation 
is  more  apt  to  cause  bleeding.  The  emaciation  is 
usually  quite  marked.  The  esophagoscope  is  ot 
great  importance  in  the  diagnosis  of  cancer. 

In  the  treatment  of  cardiospasm  we  have  the 
following  methods : 

(1)  Hydrostatic  dilators;  (2)  air  pressure  di- 
lators; (3)  graduated  bougies;  (4)  operative. 

The  hydrostatic  dilators  were  first  used  by 
Russell.  Briefly  considered  it  consists  of  intro- 
ducing into  the  epicardia-cardia  a silk  rubber  bag 
attached  to  a stomach  tube  and  distending  it  forci- 
bly wTith  water,  leaving  the  dilator  in  situ  as  long 
as  the  patient  can  stand  it,  which  usually  can  be 
endured  but  a few  minutes. 

Air  pressure  dilators  are  practically  the  same 
as  water  dilators,  only  air  pressure  is  used  in- 
stead of  water. 

Graduated  bougies  (olive  tipped)  have  been 
used  in  dilating  cardiospasm  though  they  are  not 
as  effectual  as  the  water  or  air  dilators,  as  with 
them  it  is  not  possible  to  overstretch  the  epicardia- 
cardia  sufficiently  to  paralyze  the  spasm,  w'hich 
is  very  necessary  to  effect  a cure. 

The  operative  treatment  consists  in  doing  a 
gastrostomy  and  forcibly  dilating  the  spasm  from 
below.  This  method  is  hardly  in  vogue  now. 
Mikulicz  reported  four  cases  treated  by  this 
method  in  1904  with  apparent  perfect  success. 

The  chief  dangers  in  the  treatment  are  ruptur- 
ing the  esophagus  by  overstretching  and  punctur- 
ing the  right  wall  of  the  esophagus  just  above 
the  diaphragm.  Plummer,  who  has  perhaps  done 
more  of  this  work  than  any  other  man,  reports 
a case  in  which  rupture  of  the  esophagus  took 
place  during  dilatation.  The  monometer  recorded 
a pressure  of  720  mm.  of  mercury.  He  states  that 
600  mm.  can  be  used  with  safety  and  is  usually 
sufficient  to  effect  a cure.  Pain  is  the  chief  guide 
in  avoiding  rupture  of  the  esophagus.  To  avoid 
puncturing  the  right  wall  of  the  esophagus  a silk 
thread  is  made  use  of;  that  is,  the  day  before  the 
instrument  is  to  be  used  the  patient  is  instructed 
to  swallow'  three  yards  of  button  hole  silk  twist 
and  the  following  morning  three  more,  which  finds 
its  way  into  the  intestines.  When  threaded  on 


the  olive  tip  at  the  end  of  the  tube  which  has  an 
opening  for  that  purpose,  it  acts  as  a guide.  1 en- 
sion  is  made  on  the  thread  while  the  tube  is  be- 
ing passed  which  effectually  guides  it  into  the 
epicardia-cardia. 

As  the  treatment  of  cardiospasm  by  dilatation  is 
comparatively  recent  it  is  impossible  to  say  defin- 
itely what  the  end  results  will  be,  though  we  have 
reason  to  believe  that  it  will  effect  a permanent 
cure.  Plummer,  in  his  series  of  cases,  reports  sev- 
eral that  are  still  well  after  seven  years  and  he 
reports  three  cases  in  which  the  esophagus  has 
returned  to  its  normal  size. 

The  following  is  a typical  case  of  cardiospasm, 
which  I recently  treated : 

Patient  is  37  years  of  age,  is  of  neurotic  tem- 
perament, but  a man  of  high  standing  and  with 
good  modes  of  living.  Drinks  only  occasionally 
(wines)  and  smokes  moderately.  Family  history 
negative. 


Fig.  1.  RadiogTaph  of  dilated  esophagus.  A.  (dark  shadow) 
esophagus;  B.  (light  shadow)  heart. 


When  twelve  years  of  age,  very  suddenly  he 
felt  as  “if  he  had  an  obstruction  in  his  esophagus, 
which  prevented  the  food  passing  into  the  stom- 
ach.” However,  in  a week  or  two  the  esophagus 
seemed  to  stretch  and  he  experienced  no  difficulty 
in  swallowing  until  1900,  when  symptoms  re- 
turned accompanied  by  pain  beneath  the  lower 
end  of  the  sternum.  Symptoms  grew  worse  from 
1904  to  1908,  when  he  would  be  forced  to  leave 
the  table  once  or  twice  at  each  meal.  It  is  inter- 
esting to  hear  him  say  that  solid  food  taken  in 
large  quantities  would  push  the  rest  down.  “I 
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had  to  eat  a great  deal  of  dry  bread  to  form  a 
column,”  he  says.  Undoubtedly  additional  weight 
would  then  open  the  epicardia-cardia  and  let  the 
contents  through.  But  even  then  considerable  food 
would  lodge  in  the  esophagus  and  cause  regurgita- 
tion without  nausea. 

In  1911  he  consulted  a number  of  physicians, 
one  of  whom  passed  a good  sized  sound,  which 
gave  him  temporary  relief.  In  August,  1912,  and 
again  in  November  of  that  year  he  had  a severe 
hemorrhage,  very  likely  caused  by  a fissure  or  ulcer 
developing  at  seat  of  trouble.  Since  that  time  he 
has  had  ever  increasing  difficulty  in  eating,  with 
periods  of  marked  exacerbation.  Regurgitation 
seemed  to  take  place  almost  after  every  mouthful 
of  food.  His  weight  was  considerably  less  than 
that  of  the  average  man  of  his  height. 

Bismuth  was  given  and  examination  by  fluoro- 
scope  and  x-ray  showed  a large,  dilated  esophagus, 
two  and  a half  times  its  normal  size,  and  no 


Pig.  2.  A shows  normal  esophagus,  B shows  dilator  in  place, 
C shows  dilatation  of  esophagus. 

bismuth  passed  into  the  stomach  during  the  twen- 
ty minutes  of  the  examination  (Fig.  1).  A diag- 
nosis of  cardiospasm  was  made  and  dilatation  with 
Plummer’s  water  dilator  was  advised. 

May  23,  1914,  patient  swallowed  three  yards 
silk  thread.  May  24,  three  yards  more,  to  be 
used  as  guide  for  dilator.  May  25,  under  fifteen 
feet  water  pressure  the  first  dilatation  with  Plum- 
mer’s dilator  took  place,  with  excellent  and  prom- 
ising results.  The  second  dilatation  was  on  May 
31,  under  twenty-eight  feet  wrater  pressure.  I 
was  unable  to  continue  dilatations  at  that  time  as 
patient  went  abroad  but  since  his  return  have 
dilated  the  spasm  three  times.  Since  second  treat- 
ment patient  has  been  practically  well  as  far  as 
his  symptoms  are  concerned,  though  on  account 


Vol.  VII.  No.  4. 

N«w  Senes. 

of  the  enormous  dilatation  of  the  esophagus  there  is 
still  very  slight  retention  of  certain  foods  and 
treatments  will  be  continued  until  this  difficulty 
is  eliminated  (Fig.  2). 

He  is  able  to  take  food  he  has  not  eaten  since 
1900  and  has  gained  considerable  weight.  After 
second  dilatation  x-ray  examination,  after  bis- 
muth was  given,  showed  a definite  outline  of  the 
stomach,  as  bismuth  had  passed  through  during 
x-ray  examination. 
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SOME  MODERN  CONCEPTIONS  OF 
HEART  DISEASE* 

By  E.  H.  Smith,  M.  D. 

OGDEN,  UTAH. 

Sanitarians  assert  that  most  of  the  prevalent 
contagious  diseases  could  be  exterminated  if  the 
knowdedge  which  we  now  possess  concerning 
them  could  be  adequately  applied  to  this  end. 
Their  elimination  as  a source  of  morbidity  and 
mortality  among  civilized  peoples  is  now  largely 
a matter  of  administration.  To  control  them, 
with  the  light  that  medical  science  has  shed 
upon  their  causation  and  modes  of  dissemination, 
has  become  largely  a social  problem.  The  solu- 
tion of  the  problems  of  cardiovascular  diseases, 
however,  demands  a different  method  of  attack. 
Here  the  battle  cannot  be  won  by  the  hurling  of 
the  army  of  science  against  the  ramparts  of  dis- 
ease and  a more  or  less  indifferent  public.  These 
problems  are  for  the  alert  and  trained  physician 
and  the  individual  patient,  quietly  cooperating  in 
the  protection  of  the  body’s  most  vital  citadel  or 
doggedly  but  hopefully  yielding  inch  by  inch  in  a 
losing  struggle. 

The  modern  conceptions  of  heart  disease  to 
which  I will  call  your  attention  in  this  paper  may 
not  be  final  truths.  So  large  a field  remains  un- 
explored that  radical  changes  in  these  conceptions 
are  possible.  This  should  add  zest  to  a consid- 
eration of  them,  however,  for,  as  has  been  said, 
these  are  problems  for  the  individual  physician, 
and  a broad  field  lies  before  each  one  of  us,  re- 
read before  the  Twentieth  Annual  Meeting  of  Utah  State 
Medical  Association,  Salt  Lake  City,  Utah,  Sept.  29-30,  1814. 
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quiring  no  elaborate  equipment  for  its  exploration 
— only  zeal,  steadfastness  of  purpose  and  pro- 
longed observation. 

The  mechanical  factors  have  received  such  great 
emphasis  in  organic  cardiac  disturbances  that  it 
has  led  many  to  infer  that  all  symptoms,  local 
and  remote,  are  attributable  to  them.  The  heart 
in  valvular  disease  has  been  looked  upon  as  a 
pump  with  an  inefficient  mechanism,  which  could 
be  as  easily  repaired  if  we  could  but  reach  and 
correct  the  mechanical  defects  in  its  interior.  Such 
ideas,  in  the  extreme,  fail  to  take  into  account 
the  fact  that  the  functions  of  the  muscular  walls 
of  the  heart  itself  may  be  perverted,  its  structure 
diseased,  its  nervous  supply,  intrinsic  and  extrinsic, 
disturbed  and  all  of  these  modified  by  external 
organic  changes  or  by  the  circulation  through 
them  of  poisons,  toxins  and  infectious  material 
arising  elsewhere  in  the  body.  So  that  knowledge 
of  the  condition  of  the  heart  presupposes  a knowl- 
edge of  its  relations  to  the  body  as  a whole  and,  in 
disease  as  in  health,  its  mechanism  should  not  be 
the  sole  consideration. 

In  infections,  such  as  typhoid  fever,  pneumonia, 
influenza  and  diphtheria,  we  know  that  the  heart 
is  frequently  damaged.  Much  remains  to  be 

learned,  however,  concerning  the  frequency  of 
the  involvement  and  the  characteristic  reaction 
of  the  heart  to  these  various  infections.  In 

pneumonia  the  heart  muscle  is  most  frequently 
and  most  seriously  damaged  or  affected.  To 
these  myocardial  changes  two  factors  contribute— 
a mechanical  one,  in  that  the  consolidated  lung 
offers  greater  resistance  to  the  blood  from  the 

right  side  of  the  heart ; and  a toxic,  from  the  con- 
tamination of  the  blood  stream  by  the  specific 

toxins  of  the  disease.  Other  structures,  especially 
the  pericardium,  often  show  signs  of  an  acute 
disturbance. 

In  influenza  and  typhoid  fever  signs  of 
myocardial  insufficiency  are  most  frequently 
noted.  The  toxin  of  diphtheria  most  seriously 
affects  the  heart  when  it  disturbs  the  nervous 
impulses  normally  conveyed  to  it  by  the  vagus. 

These  few  examples,  thus  briefly  mentioned, 
give  some  idea  of  the  variety  and  importance  of 
the  cardiac  changes  which  may  be  met  with  in 
these  and  other  infections,  and  in  none  of  these 
are  mechanical  factors  of  very  great  importance. 
What  we  do  know  of  these  changes  is  probably 
very  little  compared  with  what  is  yet  to  be  dis- 
covered. For  instance,  our  knowledge  of  the 


frequency  with  which  permanent  damage  may  re- 
sult from  these  infections  is  very  meagre.  This 
phase  of  the  subject  can  hardly  be  adequately 
studied  in  the  hospital  or  clinic,  but  is  a problem 
for  the  man  in  family  practice  who  can  watch  his 
patients  for  years,  note  any  cardiac  deficiencies, 
follow  their  progress  or  retrogression  and  in  this 
way  determine  the  permanency  of  the  lesion. 
Years-  of  observation,  and  by  many  observers, 
will  be  necessary'  before  accurate  conclusions  are 
possible. 

Rheumatic  cardiac  disease  is  too  broad  a subject 
to  be  extensively  dealt  with  at  this  time.  It  will 
be  sufficient  for  the  purposes  of  this  paper  to  call 
attention  to  a few  of  its  important  phases.  It  is 
now  well  known  that  rheumatism,  if  we  concede 
that  it  is  a distinct  disease  entity,  may  manifest 
its  only  symptoms  in  the  heart ; that  a pericarditis 
or  an  endocarditis  may  mean  rheumatism  and  there 
be  no  evidences  of  the  disease  outside  the  heart. 
Cases  may  occur  in  which  the  rheumatic  symptoms 
may  be  so  mild  and  vague  that  they  may  be  over- 
looked unless  the  history-  of  the  case  be  thoroughly 
gone  into.  Growing-pains,  leg  ache,  torticollis, 
bilious  attacks  with  fever  may  all  have  an  im- 
portant relation  to  the  development  of  cardiac 
disease  and,  on  the  basis  of  an  infection  whose 
only  manifestations  may  be  these  indefinite 
symptoms,  a fatal  heart  affection  may  have  its  be- 
ginning. It  is  seldom  that  either  the  pericardium, 
the  endocardium  or  the  heart  muscle  is  affected 
to  the  exclusion  of  the  other  structures.  Rheu- 
matic carditis  more  nearly  describes  the  condition 
to  be  found  in  most  cases,  if  more  easily  recog- 
nized symptoms,  such  as  murmurs,  are  not  allowed 
to  obscure  other  evidences  of  disease.  Poynton 
states  that  increase  in  the  area  of  cardiac  dullness 
is  the  first  sign  of  the  involvement  of  the  heart 
in  the  rheumatic  process.  This  is  due  to  dilata- 
tion resulting  from  lack  of  tone  in  the  heart 
muscle.  This  sign  should  always  be  sought  in 
the  presence  of  any  rheumatic  symptoms  and  be 
given  due  weight  in  the  prognosis.  Care  should  be 
‘aken  not  to  confuse  a dilated  heart  with  pericar- 
ditis with  effusion. 

Many  children  who  suffer  from  chronic 
infections  will  be  found  to  have  an  ex- 
cessively rapid  heart,  with  perhaps  an  ir- 
regular or  galloping  rhythm,  suggestive  of 
damage  to  the  myocardium.  Just  how  fre- 
quently and  to  what  extent,  permanent  damage 
may  result  in  these  cases,  only  many  observations 
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over  many  years  can  determine.  These  symptoms 
may  entirely  disappear  within  a short  period  of 
time.  It  remains  to  be  determined  whether  the 
functional  capacity  of  the  heart  is  permanently 
damaged,  and  whether  an  apparently  temporary 
disturbance  will  prepare  the  field  for  a more 
serious  injury  later  upon  the  advent  of  a fresh  in- 
fection. 

Children  with  seriously  damaged  hearts  are 
frequently  seen  who  give  histories  of  having  had 
a murmur,  an  enlarged  heart  or  both  for  a num- 
ber of  years.  Sudden  increase  of  all  the  symptoms 
with  evidence  of  heart  failure  are  not  infrequently 
attributed  to  overexertion,  and  the  term  “broken 
compensation”  is  applied  to  the  condition.  The 
inference  is  that  the  efficiency  of  the  heart  has  be- 
come impaired  by  reason  of  the  mechanical  de- 
mands of  overwork.  A careful  study  of  the  case 
will  in  most  instances  show  that,  preceding  the 
exacerbation  of  the  heart  symptoms,  there  has 
been  a slight  febrile  attack  or  other  evidence  of 
infection.  Mechanical  factors  have  had  but  little 
to  do  with  the  production  of  the  heart  failure ; it 
has  been  a reinfection  with  an  active  inflammatory 
localization  in  the  heart.  It  is  of  supreme  im- 
portance to  bear  this  fact  in  mind,  for  both  prog- 
nosis and  treatment  hinge  on  the  accuracy  of  the 
diagnosis. 

Of  equal  or  greater  importance  for  the  welfare 
of  the  child  is  the  recognition  of  the  source  of  the 
infection,  for  in  this  w’ay  only  can  the  heart  be 
protected  from  further  damage.  In  many  cases 
it  may  be  difficult  to  find  a localized  nidus  of  in- 
fection, so  that  no  part  of  the  body  should  escape 
examination.  Apparently  innocent  tonsils  may 
contain  small  abscesses  in  their  deeper  structures; 
the  naso-pharynx  and  the  accessory  sinuses  may 
harbor  virulent  organisms ; middle  ear  disease, 
which  is  often  almost  symptomless  in  children,  is 
easily  overlooked ; the  lungs  or  pleura  may  con- 
tain old  infected  areas.  Pyelitis  in  children  is 
more  frequently  overlooked  than  found,  fre- 
quently presents  no  sign  of  genitourinary  irrita- 
tion, is  characterized  by  chronicitv  and  recurring 
febrile  attacks  whose  source  may  remain  unsus- 
pected until  a microscopic  examination  of  the  urine 
is  made. 

Consideration  of  these,  to  mention  but  a few 
among  many  possible  infected  areas,  emphasizes 
the  necessity  of  a complete  and  painstaking  ex- 
amination in  every  case  of  carditis.  The  heart 
affection  is  but  one  manifestation  of  a larger  pro- 
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cess,  and  he  who  considers  it  in  the  light  of  a 
mechanical  defect  in  one  part  of  the  human  ma- 
chine will  ultimately  fail  in  his  endeavors  to  cor- 
rect the  difficulty. 

The  earliest  and  perhaps  the  most  important 
signs  by  which  impaired  muscular  efficiency  is 
shown  are  those  due  to  lack  of  tonus.  Normal 
heart  muscle  will  not  relax  beyond  a certain  de- 
gree and  constantly  resists  dilatation  beyond 
physiologic  limits  during  periods  of  rest.  Should 
this  property  be  interfered  with  on  account  of 
any  degeneration  of  the  muscular  fibres  or  by  the 
circulation  through  the  substance  of  the  heart 
of  extrinsic  poisons,  a lack  of  it  would  be  first 
manifest  by  dilatation.  As  Hirschfelder  puts  it, 
“The  only  true  numerical  criterion  of  cardiac  ef- 
ficiency is  whether  a given  strain  causes  it  to 
diminish  in  size  (increase  in  tonicity-stimulation), 
or  to  dilate  (decrease  in  tonicity-over-strain).” 

Evidences  of  dilatation  occur  very  early  in  the 
development  of  acute  rheumatic  carditis,  often  be- 
fore signs  indicative  of  injury  to  the  endocardium 
or  pericardium.  In  chronic  conditions  the  muscle 
may  retain  its  tonus  for  long  periods  of  time. 
Hypertrophy  may  occur  but,  if  the  muscle  retains 
this  important  quality,  the  field  of  normal  cardiac 
response  is  not  markedly  limited  and  the  individ- 
ual may  live  an  active  life  with  comfort.  Hyper- 
trophy, however,  is  but  a makeshift,  and  denotes  a 
departure  from  the  normal  which  sooner  or  later 
is  liable  to  manifest  itself  in  symptoms  of  failure. 
As  Mackenzie  says,  “It  may  be  stated  that  a 
hypertrophied  heart  is  always  an  impaired  heart 
and,  however  complete  the  compensatory  hyper- 
trophy may  be,  there  will  always  be  found  a 
limitation  in  the  field  of  response.” 

The  space  devoted  to  discussion  of  the 
arrhythmias  in  most  modern  text-books  of  med- 
icine is  not  a very  reliable  criterion  of  the  im- 
portance of  this  phase  of  heart  disease.  No  longer 
will  brief  and  simple  consideration  of  tachycardia, 
bradycardia,  intermittent  pulse,  etc.,  suffice.  The 
subject  is  a more  extensive  and  a more  com- 
plicated one  than  was  once  suspected.  The  bear- 
ing that  abnormal  rhythms  have  upon  prognosis 
and  the  light  that  they  shed  upon  obscure  con- 
ditions in  the  myocardium  and  the  nervous  mechan- 
ism of  the  heart  have  only  recently  been  made 
clear  enough  to  be  of  value  to  the  medical  “man 
in  the  street.”  Here,  again,  I can  only  call  at- 
tention to  one  or  two  of  the  most  important  of 
recent  advances  in  this  line,  but  it  is  hoped  that 
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what  is  said  will  stimulate  closer  observation  of 
these  common  conditions. 

It  is  so  easy  to  go  to  one  of  two  extremes  when 
a patient  with  an  irregularity  presents  himself 
for  examination ; either  to  pass  it  off  as  a nervous 
or  functional  condition  in  the  absence  of  a mur- 
mur, or  to  base  a grave  prognosis  upon  the  mere 
presence  of  an  irregular  rhythm.  It  should  be 
borne  in  mind  that  an  irregularity  per  se  is  not 
always  evidence  of  a damaged  heart.  If  the 
rhythm  in  the  young  and  robust  be  always  care- 
fully noted,  it  will  be  found  that  in  many  cases 
there  is  a departure  from  the  normal  without  other 
discoverable  evidences  of  a diseased  heart.  Young 
persons  often  exhibit  an  irregularity  characterized 
by  variations  in  rate,  and  by  an  occasional  missed 
beat,  the  so-called  “youthful  type”  of  irregularity, 
which  is  always  a benign  condition.  The  irregular 
rhythm  in  this  class  of  cases  is  due  to  variation 
in  the  length  of  the  diastole  which  in  turn  is 
probably  dependent  upon  some  vagal  disturbance. 
It  characteristically  occurs  when  the  rate  is  slow, 
and  disappears  when  the  heart  action  becomes 
more  rapid. 

A great  many  individuals  exhibit  a type  of 
irregularity  characterized  by  the  occurrence  of  a 
systole  following  a preceding  beat  at  an  abnormally 
short  interval  and  succeeded  by  a pause  longer 
than  normal.  The  systole  following  this  long 
interval  is  very  frequently  more  forcible  than 
normal,  so  much  so  that  the  patient  is  made  aware 
of  its  occurrence.  At  other  times  the  long  pause 
may  attract  his  attention,  and  the  “stopping”  of 
his  heart  may  alarm  him.  This  condition  is  known 
as  extrasystole,  and  is  due  to  a premature  con- 
traction brought  about  by  an  irritability  greater 
than  normal  at  some  point  in  the  conducting 
mechanism  of  the  heart.  The  long  pause  is  due 
to  absence  of  a sufficient  stimulus  to  contraction 
or  to  the  refractory  period  following  the  extra- 
systole, during  which  interval  the  ventricles  can- 
not respond  to  stimulation.  It  is  variously  known 
as  “missed  beats,”  “intermittent  pulse,”  etc.  Its 
significance  has  been  variously  interpreted  and  its 
occurrence  has  usually  been  considered  of  serious 
import.  It  may  occur  as  the  result  of  damage  to 
the  heart  muscle  by  the  rheumatic  process  and  is 
frequently  brought  about  by  nicotine  poisoning. 
Many  individuals,  however,  present  this  ir- 
regularity as  the  only  evidence  of  an  abnormal 
heart.  In  all  cases  it  should  be  looked  upon  as 
one  symptom  only.  A heart  should  not  be  judged 


incompetent  from  this  symptom  alone.  Its  ex- 
istence is  not  incompatible  with  a heart  perfectly 
competent  in  other  respects,  and  it  may  exist  for 
years  without  causing  any  symptoms  whatever. 

Perhaps  the  most  important  advance  which  has 
been  made  recently  in  the  study  of  abnormal 
rhythms  has  been  the  determination  of  the 
pathogenesis  and  symptomatology  of  auricular 
fibrillation.  Various  investigations  have  shown 
that  in  certain  diseased  conditions  of  the 

myocardium  the  auricles  dilate  and  cease  to  con- 
tract, their  individual  muscular  fibres  being  thrown 
into  a state  of  fibrillation,  contracting  independ- 
ently of  one  another,  and  not  in  response  to 
rhythmical  stimuli  originating  in  the  sinoauricular 
node.  If  this  fact  of  the  existence  of  a dilated  and 
non-contracting  auricle  be  kept  in  mind,  the 
symptoms  resulting  therefrom  will  be  readily 
understood.  The  onset  of  fibrillation  may  be  very 
rapid  and  may  give  rise  to  sudden  and  alarming 
symptoms  of  heart  failure.  In  other  cases  the 
patient  may  scarcely  be  aware  of  any  abnormal 
occurrence.  With  the  onset  of  this  condition  the 
heart  action  usually  becomes  much  more  rapid 
than  normal,  and  the  rhythm  becomes  absolutely 
irregular. 

The  so-called  delirium  cordis  is  usually  a re- 
sult of  the  occurrence  of  auricular  fibrillation. 
Only  a part  of  the  systolic  impulses  of  the 
ventricles  are  transmitted  to  the  pulse  at  the 
wrist,  but  auscultation  will  reveal  the  occurrence 
of  weak  irregular  contractions  which  do  not  force 
onward  a sufficient  quantity  of  flood  to  pro- 
duce a perceptible  filling  of  the  perphieral  arteries. 
This  absolute  irregularity  is  one  of  the  most  char- 
acteristic signs  of  the  onset  of  auricular  fibrillation. 
To  the  occurrence  of  this  condition  are  due  the 
irregularities  so  frequently  found  late  in  chronic 
rheumatic  carditis,  especially  when  there  has  been 
a mitral  stenosis.  It  is  often  present  as  well  in 
more  acutely  occurring  cardiac  failure. 

Due  to  the  fact  that  there  is  no  longer  a con- 
tracting auricle  to  insure  a forward  propulsion  of 
the  blood  stream,  there  occurs  a positive  or  ventric- 
ular form  of  the  venous  pulse  in  the  great  veins 
of  the  neck.  Enlargement  of  the  liver,  with  per- 
haps ventricular  pulsation  of  this  organ,  may  oc- 
cur very  early.  Besides  these,  and  due  to  the 
same  cause,  other  signs  of  so  called  broken  com- 
pensation may  appear:  dyspnea,  pulmonary  con- 
gestion and  edema,  anasarca  and  ascites.  Auricular 
fibrillation  so  completely  and  satisfactorily  explains 
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the  occurrence  of  these  various  conditions,  that 
its  pathogenesis  and  manifestations  should  be  care- 
fully studied  by  every  physician.  Of  its  ultimate 
cause,  no  more  can  be  said  than  that  it  is  due  to 
poor  nutrition  of  the  heart  muscle.  As  this  may  vary 
greatly  in  degree,  the  severity  and  duration  of  the 
symptoms  produced  are  correspondingly  variable. 
In  certain  cases  it  lasts  a few  minutes  only  and 
in  passing  off  leaves  the  patient  with  no  permanent 
cardiac  embarassment.  The  tendency,  however,  is 
for  it  to  recur  with  increasing  severity  and  to  be- 
come permanent.  It  may  be  a steadily  persisting 
condition,  lasting  for  years,  and  yet  the  individual 
be  not  perceptibly  limited  in  his  activities. 

In  arriving  at  a prognosis  here,  as  in  all  other 
cardiac  affections,  the  only  safe  guide  is  the  con- 
dition of  the  heart  muscle,  for  upon  its  integrity 
the  outcome  depends.  If  an  individual  has  large 
reserves  of  fairly  healthy  myocardial  tissue,  his 
heart  may  continue  to  meet  his  demands  for  long 
periods  of  time  with  little  difficulty;  or  in  the 
face  of  acute  and  alarming  symptoms,  may  come 
to  his  rescue  and  a speedy  improvement  occur. 
Thus,  again,  is  impressed  upon  us  the  truth  of 
the  dictum  that  in  all  cardiac  affections  the  whole 
heart,  and  not  one  part — all  symptoms  and  not 
one  isolated  abnormality,  must  be  considered,  if 
a rational  diagnosis  and  a safe  prognosis  are  the 
ends  sought. 

It  has  long  been  known  that  digitalis,  which 
is  of  such  signal  benefit  in  certain  cardiac  con- 
ditions, as  signally  fails  in  others.  All  of  the 
special  indications  for  its  administration  have  not 
yet  been  worked  out.  In  fibrillation  of  the 
auricles,  however,  the  benefits  following  its  proper 
use  are  often  most  striking.  The  method  of  ad- 
ministration is  of  great  importance.  Mackenzie 
gives  from  fifteen  to  twenty  drops  of  the  tincture 
every  four  hours  until  its  action  is  manifested 
either  in  gastro-intestinal  disturbance  (nausea, 
vomiting  or  diarrhea),  or  until  the  heart  action 
becomes  slow,  seventy  beats  or  less.  The  remedy 
is  then  discontinued  for  a day  or  two,  to  be  re- 
sumed in  smaller  dosage  thereafter,  an  effort  be- 
ing made  to  determine  just  what  amount  it  is 
necessary  to  give  to  keep  the  pulse  at  the  above 
rate  and  the  untoward  symptoms  in  abeyance.  At 
this  dose  the  digitalis  is  continued  as  long  as  the 
conditions  demand  it.  In  this  manner  he  avoids 
the  dangers  of  the  cumulative  action  of  the  drug 
and  the  sudden  collapse  and  death  which  has  fol- 
lowed its  administration. 
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PRODROMAL  SYMPTOMS  OF 
GALL-STONES* 

By  Royale  H.  Fowler,  M.  D. 

BROOKLYN,  N.  Y. 

Cholethaisis  is  a common  disease  and  one  in 
which  the  early  symptoms  are  prone  to  be  over- 
looked. 

Hesse  has  studied  the  postmortem  material  of 
the  Obuchow  Hospital,  in  Petrograd,  with  re- 
gard to  the  frequency  of  gall-stones  in  that  city. 
The  material  comprised  17,402  necropsies  per- 
formed during  the  last  ten  years  and  refers  most- 
ly to  the  laboring  classes.  Only  378  gall-stone 
cases  were  found  recorded,  that  is  2.17  per  cent, 
while  from  the  collective  statistics  of  nineteen 
European  and  American  authors,  with  80,802 
necropsies,  the  frequency  of  gall-stones  averaged 
5.94  per  cent.  Males  were  found  less  frequently 
affected  than  females  and  the  sixth  decade  was  the 
most  affected.  Cancer  was  found  in  ten  cases. 
“In  84  per  cent  of  the  cases  the  gall-stones  had 
given  no  signs  of  their  presence  during  life.” 
(Russky  Vrach,  Petrograd.  xiii,  No.  9,  pp.  289- 
324.) 

The  appearance  of  the  last  statement  in  the 
year  1914  calls  for  special  comment.  Despite  the 
writings  of  Krause,  in  Germany,  who  first  drew 
attention  in  1884,  thirty  years  previously,  to  the 
prodromal  stage  of  cholelithiasis  and  notwithstand- 
ing the  forceful  contributions  of  Moyniham,  in 
England,  Mayo  and  others  in  this  country,  it 
would  seem  that  the  profession  is  still  slow  in 
recognizing  the  heresy  inculcated  by  postmortem 
observation.  Inaccurate  histories  again  correlated 
with  the  terminal  postmortem  pathology! 

Surgical  operations  upon  the  living  have  afforded 
opportunity  for  the  correlation  of  early  symp- 
toms with  incipient  pathologic  changes  and  have 
disproven  this  statement.  It  should  be  effaced 
from  records. 

The  following  cases  suffice  to  illustrate  cer- 
tain features  upon  which  early  diagnosis  may  be 
based : 

Case  1.  Mrs.  H.,  age  30,  housewife,  born 
in  the  United  States,  was  admitted  to  the  Kings 
County  Hospital  in  October,  1914.  The  chief 
complaints  were  pain  in  the  abdomen  and  back, 
radiating  along  lower  right  ribs,  eructations  of 
gas.  The  pain  begins  in  the  right  shoulder  blade, 
radiating  to  lower  right  ribs.  Referred  to  right 
hypochondriac  and  epigastric  region.  Tempera- 
ture 97°  F.,  pulse  70,  respiration  24. 

•From  the  Surgical  Clinic  of  Dr.  J.  Bion  Bogart,  Kings 
County  Hospital,  Brooklyn,  N.  Y. 
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Present  illness.  Onset  seven  years  ago.  Six 
weeks  following  the  birth  of  her  first  child  the 
patient  was  suddenly  seized  with  severe  pain  be- 
tween the  shoulder  blades  which  radiated  around 
ribs  to  the  front  of  the  abdomen.  She  became  very 
weak  and  experienced  cold  sweats.  She  did  not 
faint.  Pain  persisted  for  about  a half  hour,  when 
she  was  relieved  by  a hypodermic  of  morphia. 
These  attacks  occurred  about  every  six  weeks 
for  the  first  year  and  then  became  less  frequent, 
occurring  about  four  times  a year.  Four  years 
ago  they  became  more  frequent,  occurring  every 
two  months  for  a period  of  six  to  eight  months. 
They  have  occurred  at  irregular  intervals  up  to 
the  present.  Two  attacks  occurred  last  week. 
The  patient  states  that  these  attacks  are  appar- 
ently brought  on  by  excitement  and  hard  work. 
In  the  interval  between  attacks  she  feels  well.  She 
states  that  the  pain  rarely  begins  in  the  epigastric 
region.  When  it  does  occur  first  in  this  situation 
it  radiates  to  the  back.  Pain  has  been  sufficiently 
severe  to  warrant  hypodermics  of  morphin  in  each 
attack.  These  relieved  the  pain  but  were  invari- 
ably followed  by  vomiting.  Fever  accompanied 
the  attacks  but  no  jaundice  was  observed.  Flatu- 
lent dyspepsia  with  frequent  eructations  of  gas 
after  meals  and  constipation  have  been  present 
evanescently  in  moderate  degree.  She  has  con- 
sulted many  physidans  without  permanent  re- 
lief. She  is  prepared  mentally  for  operation,  in- 
deed she  is  anxious  to  have  one  performed. 

Past  medical  history.  Irrelevant. 

Family  history.  Father  died  of  pulmonary 
tuberculosis  three  years  ago.  Mother,  sister  and 
brother  alive  and  well.  One  sister  and  two 
brothers  died  in  infancy,  another  brother  died  of 
scarlet  fever  at  age  of  ten.  Husband  living  and 
well.  One  child  died  of  anterior  poliomyelitis, 
one  living  and  well  at  age  of  6 months. 

Menstrual  history.  Puberty  at  age  of  twelve 
and  one-half,  regular  twenty-eight  day  type,  slight 
dysmenorrhea  day  before  flow  appears. 

Obstetric.  Two  children.  First  born  at  age 
of  23,  full  term,  normal  delivery.  Second  at  age 
of  30,  six  months  ago.  Full  term  children,  no 
complications  in  either  case.  Denies  venereal  in- 
fection. 

Habits.  Small  amount  of  coffee  and  tea,  oc- 
casionally glass  of  beer  but  no  whiskey. 

Physical  examination.  Patient  is  well  developed 
and  well  nourished  adult  female,  large  frame, 
tendency  to  obesity.  Skin  and  mucous  membranes 
good  color.  Appears  in  good  health.  Slight  im- 
pairment of  hearing  left  ear.  Pupils  equal  and 
react  to  light  and  accommodation.  No  nasal  ob- 
struction. Tongue  clean,  pharynx  normal,  teeth 
good,  following  dental  work.  No  enlargements 
or  pulsations  in  neck. 

Breasts  are  pendulous,  lactating.  No  abnormal- 
ities found  in  lungs.  Heart  action  regular,  good 
muscular  action,  no  murmurs  or  friction  sounds 
audible.  Abdominal  wall  slightly  flabby,  and 


obese.  Striae  of  previous  pregnancies  present. 
Tenderness  over  the  gall-bladder  region.  No 
masses  or  enlargements  palpable.  Extremities 
negative.  Vulva  normal.  Unilateral  tear  of  cer- 
vix. Cervix  points  downward  and  backward,  soft 
to  touch.  Body  of  uterus  and  adnexae  are  not 
palpable. 

October  19,  1914.  Patient  complains  of  dull, 
aching  pain  in  the  lumbar  region.  Otherwise 
is  feeling  well. 

Oct.  20.  Patient  free  from  pain  this  A.  M. 

At  operation  the  gall-bladder  was  removed.  It 
was  found  to  contain  385  small  stones.  Ducts 
free. 

Nov.  15.  Wound  healed  by  primary  union,  ex- 
cept at  the  upper  angle.  At  this  point  there  is  a 
sinus  two  inches  deep  which  discharges  bile.  Gen- 
eral condition  excellent.  The  patient  was  dis- 
charged and  placed  under  care  of  Dr.  Corwin,  her 
physician.  In  a recent  report  he  stated  that  the 
wound  was  entirely  closed  and  that  the  patient 
was  in  excellent  condition. 

Case  2.  Mrs.  Mary  A.,  widow,  age  68,  com- 
plaining of  abdominal  pain  and  indigestion,  was 
seen  by  me,  Jan.  1,  1915.  She  had  been  in  good 
health  until  seven  years  ago  when  she  developed 
a chill,  fever,  sweats  and  right-sided  upper  abdom- 
inal pain  and  jaundice.  There  was  no  vomiting. 
The  attack  was  diagnosed  appendicitis,  lasted  sev- 
en weeks  and  is  said  to  have  been  succeeded  by 
“colitis.” 

Three  years  ago  the  patient  first  observed  belch- 
ing of  gas,  a sense  of  fullness  in  the  epigastrium, 
distress  but  no  pain  after  meals.  This  has  been 
constantly  present  ever  since.  No  waterbrash  or 
nausea  but  a great  deal  of  gaseous  eructations. 
Bowels  constipated.  No  clay  colored  stools.  On 
one  occasion  she  complained  of  epigastric  pain 
which  remained  localized  and  she  vomited.  She 
has  had  chilly  sensations  and  pain  under  the  right 
lower  ribs  on  deep  breathing. 

Feb.  5.  Sudden  attack  of  acute  well  localized, 
lancinating  pain  beneath  the  ribs  on  the  right  side. 
No  nausea,  no  vomiting,  no  fever,  no  sweats. 
Pain  lasted  greater  part  of  day.  This  attack 
passed  off  in  three  days  without  treatment.  It 
was  preceded  by  an  increase  in  severity  of  the  flatu- 
lent dyspepsia. 

Feb.  15.  Flatulence  present  in  spite  of  char- 
coal tablets  except  on  three  days.  She  has  had  one 
attack  of  sharp  pain  two  hours  after  meals.  She 
vomited  and  pain  was  relieved. 

March  1.  Indigestion  much  improved.  She 
believes  it  due  to  rhubarb  and  ipecae  compound 
tablets  prescribed  for  her.  Vaginal  discharge  con- 
tinues to  be  annoying. 

Personal  history.  Menstrual.  Commenced  at 
17,  no  pain,  regular,  duration  five  days.  Meno- 
pause at  51  without  symptoms.  Three  months 
after  cessation  flow  returned  for  six  months,  then 
stopped  and  has  not  returned  since.  Patient  was 
married  at  21,  “avoided  pregnancy  by  not  indulg- 
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ing  in  intercourse  for  three  weeks  after  menstrua- 
tion.” Habits  good. 

Past  history.  Six  years  ago  patient  was  con- 
fined to  bed  with  an  illness  lasting  two  months, 
characterized  by  pain  in  the  right  side  of  the  low- 
er abdomen,  vaginal  discharge  and  fever.  This 
was  diagnosed  by  Dr.  Ives  as  tubo-ovarian  ab- 
scess. No  operation.  Bronchopneumonia  three 
years  ago.  Dyspnea  and  chilly  sensations  for 
three  years.  No  swelling  of  feet  or  cardiac  pain. 
For  a number  of  years  she  has  had  a profuse  leu- 
corrheal  discharge,  fistula  in  ano  and  hemorrhoids, 
for  which  she  received  treatment  at  the  hands  of 
her  physician,  Dr.  Ayres.  Bowels  habitually  con- 
stipated, occasional  headaches  and  frequency  of 
urination.  She  has  had  frequent  attacks  of  bron- 
chitis, “catarrhal  colds”  and  laryngitis. 

Physical  examination.  Jan.  1,  1915.  Patient  is 
an  adult  female,  somewhat  deaf.  The  skin  is 
slightly  yellowT  and  dry.  Tissues  flabby.  Tongue, 
coated.  Sclera  lemon  tint.  Head  and  neck  nega- 
tive. Ears  not  examined.  Throat  negative,  wears 
a dental  plate. 

Thorax.  Thick  wall.  Heart  action  regular, 
no  murmurs.  Sounds  weak  and  distant.  Hyper- 
trophy of  left  ventricle.  Lungs.  Signs  of  mild 
diffuse  bronchitis. 

Abdomen  protuberant,  obese,  walls  flabby.  Liv- 
er and  spleen  not  palpable.  No  masses.  Tender- 
ness to  deep  pressure  is  marked  over  the  gall-blad- 
der region. 

Vaginal  examination.  External  genitals  nor- 
mal. Vagina  deep,  orifice  small,  admits  one  finger 
with  difficulty.  Speculum  shows  slight  cervical 
erosion  which  bleeds  easily  to  gauze  touch.  Mod- 
erate white,  thick  tenacious  discharge  from  the 
cervix.  Cervix  points  downward  and  forward. 
Body  of  uterus  not  felt.  External  hemorrhoids 
and  external  fistula  in  ano. 

Extremities  negative. 

Pulse  small,  regular,  70,  arterial  wall  thickened. 
Blood  pressure  140. 

Urinalysis,  acid,  1020,  no  albumen  or  sugar, 
few  leucocytes  epithelium,  amorphous  urates. 

Movnihan  credits  Molly  with  grouping  of  the 
inaugural  symptoms  in  the  phrase  “gall-bladder 
dyspepsia.”  Of  the  surgical  dyspepsias  caused  by 
lesions  of  the  upper  abdomen,  gall-bladder  dyspep- 
sia is  the  most  frequent.  In  this  class  surgery  has 
not  found  such  great  activity  because  of  the  lack 
of  precision  in  early  diagnosis.  Physicians  have 
waited  for  the  late  classic  picture.  The  classic 
picture  is  based  upon  the  postmortem  pathology 
of  late  complications.  It  is  a phase  of  the  symp- 
tomatology improbable  of  failure  of  recognition, 
namely  the  passage  of  stones  from  the  gall-bladder 
into  the  ducts,  their  lodgment  therein,  the  develop- 
ment of  jaundice,  a tender  tumor  in  the  region 
of  the  gall-bladder,  infection  outside  the  biliary 
apparatus  and  the  occurrence  of  gripping  adhesions. 
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The  early  symptoms  of  gall-stones  in  the  gall- 
bladder or  of  their  early  formation  are  referred 
not  to  the  gall-bladder  but  to  the  stomach.  They 
are  obscure  even  when  viewed  in  this  light.  En- 
tirely too  much  stress  has  been  laid  upon  the  gall- 
stones. It  is  the  infection  in  which  we  are  in- 
terested. Pathologically  the  formation  of  stones 
is  best  explained  by  infection.  The  initial  in- 
fection may  manifest  itself  as  dyspepsia  or  in 
definite  symptoms  of  cholecystitis. 

It  is  unlikely  that  stones  are  formed  in  any 
one  attack.  Repeated  mild  attacks  of  inflamma- 
tion prbably  result  in  dyspepsia,  while  a more 
severe  infection  manifests  itself  clinically  as  a 
more  or  less  typical  attack  of  cholecystitis.  If  we 
recognize  that  the  initial  infection  of  the  gall- 
bladder (a  cholecystitis)  is  an  essential  factor  in 
the  formation  of  stones,  cholelithiasis  may  be  con- 
sidered a complication  or  sequel  of  cholecystitis,  a 
late  stage  of  the  same  infection.  There  is  no 
doubt  that  the  near  and  remote  results  of  chole- 
cystitis and  cholelithiasis  should  be  classed  as  se- 
quels of  infection.  Pathologically  cholelithiasis  is 
almost  constantly  associated  with  cholecystitis. 
Clinically  this  is  also  very  often  true.  Just  what 
factors  are  involved  in  determining  that  infection 
in  one  case  will  result  in  one  particular  kind  of 
inflammation  or  pericystic  adhesions  and  in  another 
in  gall-stones  it  is  not  possible  to  state.  There 
are  no  symptoms  associated  with  cholecystitis  which 
we  can  attribute  to  the  manufacture  of  stones.  In 
other  words,  there  is  no  diagnostic  criterion  to 
distinguish  non-calculous  catarrh  from  a sluggish 
stone-forming  inflammation. 

In  a measure,  then,  it  is  true  that  gall-stones 
of  themselves  cause  no  symptoms  when  present 
in  the  gall-bladder,  the  infection  being  responsible. 
They  are,  however,  a source  of  more  or  less  con- 
stant irritation  to  the  organ  and  aggravate  the 
inflammation  initiated  by  the  original  infection. 
Strictly  speaking,  then,  one  should  not  speak  of 
gall-stone  dyspepsia  but  of  gall-bladder  dyspepsia. 
Just  as  appendix  dyspepsia  is  due  to  infection,  so 
gall-bladder  dyspepsia  arises  from  infection. 

With  the  improved  diagnostic  methods  and  ad- 
vanced education  of  the  lay  mind,  patients  will  be 
willing  to  undergo  operation  for  the  relief  of 
dyspepsia  due  to  biliary  disease  and  the  late  com- 
plications will  be  encountered  less  frequently.  In 
the  early  diagnosis  of  disease  of  the  biliary  tract 
gall-stones  have  no  place.  We  should  operate 
for  cholecystitis.  The  laity  has  not  yet  been  edu- 
cated to  undergo  operation  for  this  condition. 
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Gall-stones  only  are  significant  in  the  lay  mind 
of  a serious  surgical  condition.  Robert  T.  Mor- 
ris states,  “Diagnose  cholecystitis  and  if  stones  are 
present  they  are  all  velvet.”  Dr.  Morris  has 
found  “cobwebs  in  the  attic  of  the  abdomen”  to  be 
a more  frequent  complication  of  cholecystitis  than 
gall-stones. 

Difficulty  is  often  encountered  in  making  pa- 
tients realize  the  importance  of  operation  in  the 
early  stage  when  dyspepsia  is  present  from  a mild 
or  moderate  infection  in  the  gall-bladder.  A cer- 
tain proportion  of  patients  would  prefer  to  take 
a chance  and  suffer  from  time  to  time  until  more 
urgent  si'mptoms  develop.  It  is  said  by  the  laity' 
of  the  advanced  surgical  mind  who  advocates  early 
operation  in  these  cases,  “my  goodness,  Dr.  So  and 
So  is  even  operating  for  indigestion.”  Little  do 
they  realize  that  the  surgeon  who  diagnoses  such 
conditions  in  their  incipiency  may  be  saving  the 
patient  from  ten  or  fifteen  years  of  distress  and 
possibly  a cancer  death. 

In  going  over  the  list  of  operative  cases  we  find 
that  about  80  per  cent  have  complained  of  gastric 
disturbance  over  a period  of  from  five  to  fifteen 
years  before  the  so-called  typical  symptoms  de- 
veloped which  permitted  an  undoubted  diagnosis. 
In  a recent  paper  Deaver  writes,  “it  is  a high  aim 
to  get  our  cases  in  this  stage  . . . and  should  com- 
mand the  united  efforts  of  the  profession.”  It 
has  been  taught  that  the  disease  is  a condition  of 
declining  years.  As  a matter  of  fact  the  condi- 
tion begins  in  early  adult  life.  In  a consideration 
of  the  ages  of  a large  number  of  operative  cases 
and  the  duration  of  symptoms,  Deaver  has  shown 
that  the  average  age  was  thirty-four  years  when 
these  patients  were  known  to  be  infected. 

280  Jefferson  Ave. 


WHEN  TO  DRAIN  AND  WHEN  TO  RE- 
MOVE THE  GALL-BLADDER.* 

By  Andrew  C.  Smith,  M.  D. 

PORTLAND,  ORE. 

When  to  drain  and  when  to  remove  the  gall- 
bladder has  not  always  been  an  easy  matter  to 
decide.  The  ordinary  drainage  operation,  cholecys- 
totomy,  has  been  the  usual  procedure  with  most 
surgeons  for  the  relief  of  gall-bladder  and  duct 
affections  due  to  stones,  although  many,  notably 
Roswell  Park,  of  Buffalo,  have  for  years  pro- 
claimed that  a gall-bladder  once  badly  diseased 
should  be  no  more  conservatively  considered  than 

*Read  before  the  Thirtieth  Annual  Meeting  of  Oregon  State 
Medical  Association,  Portland,  Ore.,  Sept.  10-11,  1914. 


a diseased  appendix.  In  my  own  work,  until  re- 
cently, I have  generally  adhered  to  the  old  prac- 
tice of  considerisg  the  gall-bladder  as  of  possible 
functional  value  and  have,  therefore,  but  rarely 
removed  it  primarily,  though  at  times  I have,  in 
the  frequently  false  conservatism  of  saving  it,  sub- 
mitted the  patient  to  much  discomfort  and  a pro- 
tracted convalescence,  only  to  postoperatively  add 
to  old  adhesions  and  additional  pathologic  changes 
in  a diseased  gall-bladder  which  later  I have  had 
to  remove. 

Several  times  have  I had  this  experience  and 
more  times  have  my  patients,  with  drained  and 
unwdsely  retained  gall-bladders,  been  subjected  to 
progressive  postoperative  annoyances  that  should, 
at  time  of  removal  of  gall-stones,  have  been  per- 
manently relieved  by  excision  rather  than  simple 
drainage.  Some  of  the  drainage  cases  of  each  of 
us  will  later  seek  more  radical  surgical  relief  in 
cholecystectomy.  That  these  unpleasant  experi- 
ences are  not  confined  to  my  limited  sphere  is 
demonstrated  to  me  by  occasional  experiences  with 
similar  cases  of  my  colleagues  and  some  surgeons 
of  other  parts. 

My  own  clinical  deductions,  therefore,  from 
my  own  hitherto  ultraconservative  practice  of 
draining  and  retaining  gall-bladders  that  were 
thickened  and  changed  in  color  and  found  to  be 
extensively  adherent,  are  to  be  less  sparing  of 
diseased  gall-bladders.  Of  course,  none  will  dis- 
pute the  advisability  of  cholecystectomy  for  the 
more  serious  lesions  of  the  gall-bladder,  such  as 
severe  trauma,  gangrene,  ulceration  and  thick- 
ened walls.  Therefore,  I think  it  may  be  said 
that  it  is  unwise  and  false  conservatism  to  inflict 
on  our  patients,  who  are  laparotomized  for  gall- 
stones, the  continued  annoyance  and  danger  of 
bearing  a pathologic  appendage  which  at  best  is 
of  questionable  utility. 

Nevertheless,  I am  not  yet  fully  convinced  that 
the  other  extreme  of  removing  all  stone-bearing 
gall-bladders  should  be  adopted,  particularly  when 
there  are  no  accompanying  pathologic  changes.  I 
believe  that  each  operation  has  its  place  but  that 
cholecystectomy  rather  than  cholecystotomy  should 
be  much  more  frequently  resorted  to.  This  is 
proven  by  the  considerable  percentage  of  post- 
operative cases  that  are  reoperated  on,  and  by  the 
larger  percentage  that,  while  they  do  not  seek 
secondary  operations,  are  sufferers  nevertheless  and 
that  should  have  been  permanently  relieved  by 
the  removal  of  the  biliary  appendix. 

In  determining  which  of  the  two  procedures, 
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excision  or  simple  drainage,  should  be  resorted  to, 
one  would  naturally  be  much  influenced  by  his 
opinion  as  to  whether  or  not  the  gall-bladder  really 
has  a distinct  function.  There  seems  to  be  pro- 
gressively cumulative  clinical  evidence  that  diges- 
tive and  nutritive  functions  are  in  no  way  inter- 
fered with  by  removal  of  the  gall-bladder.  If  this 
appendical  theory  of  functional  uselessness  were 
fully  established,  there  could  hardly  be  reasonable 
excuse  for  simply  draining  and  retaining  a gall- 
bladder that  had  undergone  pathologic  changes, 
except  perhaps  in  those  patients  who,  because  of 
senility  or  other  unfavorable  conditions  for  opera- 
tion, should  be  submitted  to  the  very  slightest 
possible  surgical  risk,  which  would  of  course  de- 
termine the  selection  of  the  less  hazardous  opera- 
tion of  simple  drainage. 

Being  of  an  amiable  and  peace-loving  nature, 
I will  not  attempt  to  arouse  you  to  a riotous  dis- 
cussion by  sweepingly  stating  that  all  gall-bladders 
requiring  surgical  interference  should  be  excised, 
although  there  are  many  practitioners  who  are  of 
that  opinion,  but  I will  venture  the  statement  that 
only  those  gall-bladders  should  be  retained  and 
simply  drained  that  are  merely  the  seat  of  stones 
without  accompanying  pathologic  changes,  except 
perhaps  those  with  acute  duct  or  pancreatic  com- 
plications or  both. 

There  are  certain  conditions  requiring  ’ectomy 
that  are  not  questioned  in  any  company.  Among 
these  are  injuries  of  a perforative  nature,  such 
as  gun-shot,  or  stab  wounds.  None  of  us  any 
longer  think  of  suturing  or  draining  these,  we 
excise  them.  The  same  may  be  said  of  phlegmonous 
or  membranous  inflammation  of  the  gall-bladder. 
Indeed  in  any  type  of  inflammation,  which  has 
shrunken  or  thickened  and  lessened  the  capacity 
of  the  gall-bladder  to  serve  as  a bile  reservoir,  espe- 
cially when  accompanied  with  extensive  adhesions, 
it  should  be  taken  out.  The  opposite  condition,  dis- 
tension, especially  if  empyemic  and  with  obstructed 
cystic  duct,  should  not  be  temporized  with  by  drain- 
age, as  it  is  likely  to  become  more  widely  adherent 
and  a continued  menace  to  health  and  comfort. 
When  the  gall-bladder  or  cystic  duct  has  become 
adherent  to  the  stomach  or  howel,  and  especially  if 
there  be  fistulous  communication,  the  offending 
appendage  should  be  removed.  Whenever  the 
stones  have  by  pressure  caused  erosion  or  ulcera- 
tion of  the  bladder,  it  should  be  removed,  par- 
ticularly so  because  of  the  tendency  in  such  cases 
to  carcinoma.  If,  however,  the  infection  that  has 
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invaded  the  gall-bladder  has  extended  to  the  pan- 
creas, it  would  be  well  to  retain  the  bladder  for 
more  effective  and  continued  drainage. 

The  old  rule  that  the  gall-bladder  should  not 
be  taken  out  if  the  cystic  duct  be  patent  and  bile 
flows  readily  to  and  from  it,  should  no  longer  be 
strictly  adhered  to,  for  there  may  nevertheless 
be  complications  which  may  be  the  cause  of  much 
future  trouble.  The  gall-bladder,  if  simply  to  be 
drained,  should  not  only  functionate  freely  as  a 
receptacle  for  the  bile,  but  it  should  be  free  from 
adhesions,  thickening  and  other  pathologic  condi- 
tions. 

In  a paper  on  this  subject  several  years  ago  be- 
fore this  society,  I made  the  prediction  that,  if 
the  gall-bladder  function  should  on  further  clin- 
ical observation  prove  to  be  on  a par  with  that 
of  the  appendix,  it  would  ultimately,  as  a surgi- 
cal entity,  be  placed  on  equality  with  it  as  an  of- 
fending culprit  before  any  court  of  surgical  in- 
quiry and,  therefore,  would  if  a serious  offender, 
like  the  appendix,  be  condemned  to  the  guillotine 
so  that  the  world  might  be  free  of  the  mischievous 
felon,  rather  than  be  paroled  for  future  reform 
through  the  temporary  aid  of  a sin-cleansing 
drainage  tube. 

As  clinical  evidence  accumulates,  the  pathologic 
similarity  of  the  “hepatic”  appendix  to  the  in- 
testinal appendix  grows  convincingly  and  we  are 
about  persuaded  that  we  should  apply  the  same 
dictum  to  the  gall-bladder  that  we  do  to  the  ap- 
pendix, viz. : operate  in  the  initial  attack.  As 
in  appendical  surgery,  we  unanimously  proclaim, 
“do  not  submit  the  patient  to  further  attacks ; do 
not  procrastinate  till  a pronounced  pathology  in- 
valids or  destroys  the  patient,”  so  in  gall-bladder 
surgery  we  will  become  unanimous  in  educating 
the  people  to  look  upon  cholecystitis  or  chole- 
lithiasis, as  upon  appendicitis,  and  demand  opera- 
tion in  the  original  attack.  Then  as  clinical 
statistics  accumulate,  if  there  be  still  a protecting 
sentiment  favoring  retention  of  an  offending  gall- 
bladder, it  can  better  be  excised  if  drained  early, 
before  pathologic  changes  shall  have  resulted  from 
offending  stones  or  even  from  infections  without 
stones. 

I will  not  delay  you  with  reports  of  cases  ex- 
cept to  say  that  I have  had  a number  of  chole- 
cystotomies  with  several  postoperative  troubles, 
mostly  pain  and  digestive  trouble  due  to  adhesions, 
seven  of  which  came  to  secondary  operation  with 
much  more  satisfactory  results  after  the  removal 
of  the  offending  bladder. 
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THE  CONSTITUTIONAL  FACTOR  IN 
SURGERY.* 

By  Charles  P.  Noble,  M.  D. 

BOISE,  IDA. 

Since  the  epoch-making  discoveries  of  Pasteur  in 
bacteriology  and  the  relatively  crude,  but  most 
fruitful,  work  of  Lister  in  the  application  of  the 
discoveries  of  Pasteur  and  his  predecessors,  almost 
the  entire  attention  of  surgeons  has  been  taken  up 
with  problems  in  technic.  In  the  very  rapidly 
broadening  field  of  operative  surgery,  as  one  region 
after  another  of  the  body  became  more  and  more 
invaded  by  the  operating  surgeon,  as  a consequence 
of  the  discoveries  of  anesthesia,  antisepsis  and 
asepsis,  there  have  been  developed  such  a multitude 
of  operative  procedures  to  cure  or  to  alleviate  the 
manifold  surgical  disorders  of  the  human  body,  that 
technical  considerations  necessarily  filled  the  field 
of  vision  of  surgeons  until  these  problems  should 
be  worked  out  to  a successful  conclusion.  In  addi- 
tion to  the  extremities  and  the  exterior  of  the  body, 
which  the  older  surgeons  more  usually  dealt  with, 
first  the  abdominal  viscera,  then  the  brain,  and 
finally  the  thoracic  organs  and  their  particular  dis- 
eases, have  been  both  added  to  surgery,  and  also 
more  or  less  successfully  dealt  with  by  surgeons ; so 
that  now  the  diseases  of  the  entire  body,  from  the 
technical  standpoint,  can  be  dealt  with  surgically, 
when  operative  measures  offer  a better  means  of 
either  cure  or  relief  than  is  true  of  the  resources 
of  internal  medicine. 

The  rapid  advances  of  surgery  and  the  great  im- 
provements in  the  systemization  of  technical  details, 
together  with  the  constantly  increasing  reduction  in 
both  the  mortality  and  the  morbidity  attendant 
upon  surgical  operations,  when  performed  by  a 
master  in  the  art  of  surgery,  have  been  one  of  the 
most  striking  phenomena  in  the  progress  of  civiliza- 
tion in  the  end  of  the  nineteenth  and  the  beginning 
of  the  twentieth  centuries.  That  all  of  these  state- 
ments are  true  is  so  universally  admitted  as  scarcely 
to  require  supporting  evidence.  As  a matter  of 
fact,  each  and  all  of  these  discoveries  and  additions 
to  biologic  and  medical  science,  either  in  principle 
or  in  practice,  with  the  exception  of  anesthesia, 
have  been  made  not  only  within  my  lifetime  but 
almost  equally  within  the  period  of  my  professional 
life.  It  is  only  those,  whose  experience  as  surgeons 
dates  back  to  the  80’s  and  the  90’s,  who  can  truly 
appreciate  the  great  progress  which  has  been  made, 
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because  of  both  personal  knowledge  and  experience 
with  the  surgery  of  the  present  era,  as  contrasted 
with  that  which  preceded  it. 

Surgical  operations  in  the  earlier  epoch  were 
dreaded  by  all  concerned,  because  of  their  great 
mortality  and  their  even  greater  morbidity,  both 
of  which  unfortunate  and  generally  avoidable  con- 
sequences have  been  very  largely  eliminated  by  the 
masters  of  surgery  in  the  later  epoch.  For  example, 
during  the  first  five  years  of  my  experience  as  a 
surgical  assistant,  hysterectomy,  in  the  hands  of  my 
chief,  had  a one  hundred  per  cent,  mortality  and 
abdominal  surgery,  in  general,  in  the  hands  of  its 
best  known  exponents  in  Philadelphia,  had  a mor- 
tality exceeding  twenty  per  cent.  I have  lived  to 
see  such  a revolution  that  one  could  conduct  a 
surgical  hospital,  doing  a large  per  centage  of  both 
major  and  abdominal  surgery,  with  a lower  mor- 
tality' among  its  patients  than  that  of  the  city  in 
which  it  was  located ; and  I have  recently  read 
that,  in  the  surgical  service  of  Dr.  Crile,  of  Cleve- 
land, the  mortality  among  his  operative  patients  has 
been  reduced  to  eight-tenths  of  one  per  cent. 

As  a result  of  the  great  increase  in  operative 
procedures  and  of  the  very  remarkable  increase  in 
the  number  of  operations  performed,  many  new 
facts  in  pathology  have  been  learned  by  surgeons 
who  have  thus  enlarged  the  foundations  of  medi- 
cine. To  use  the  specialty  of  gynecology'  as  an 
illustration,  in  the  performance  of  abdominal 
operations  upon  the  pelvic  organs,  much  has  been 
incidentally  learned  concerning  the  diseases  of  the 
abdominal  viscera.  For  example,  the  surgery  of 
the  liver  and  gall-bladder,  the  surgery  of  the  kid- 
ney and  ureter,  the  prevention  and  cure  of  post- 
operative hernia,  and  the  facts  concerning  the 
ptoses  of  the  abdominal  viscera,  have  been  either 
in  large  part  or  wholly  added  to  surgery  by 
gymecologists.  To  limit  our  remarks  to  those  who 
are  dead,  the  names  of  J.  Marion  Sims,  Lawson 
Tait  and  George  M.  Edebohls  will  always  remain 
associated  with  the  pioneer  work  in  connection 
with  the  surgery  of  perforating  wounds  of  the 
abdomen,  of  the  gall-bladder  and  liver,  of  abdomi- 
nal ptoses  and  of  involution,  so-called,  appendicitis 
or  premature  senile  changes  in  the  appendix. 
Doubtless  in  the  development  of  each  of  the 
specialties  within  the  same  period,  similar  additions 
to  our  knowledge  of  the  facts  of  pathology  could 
be  adduced. 

The  entire  development  alluded  to  above, 
whereby  surgeons  have  so  greatly  added  to  the 
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facts  of  pathology,  is  frequently  referred  to  as  the 
study  of  “living  pathology”  or,  more  correctly 
stated,  morbid  anatomy.  Unquestionably  very 
much  of  this  development  has  been  wholly  good. 
For  example,  every  additional  fact  in  morbid 
anatomy  or  in  pathology,  and  every  improvement 
in  the  technical  details  of  operative  procedures  is, 
in  itself,  wholly  good,  but  growing  out  of  the 
practical  situation,  brought  about  by  this  move- 
ment, have  been  certain  evils,  to  which  we  shall 
refer. 

As  a consequence  of  the  application  of  the  prin- 
ciple of  asepsis  to  surgery  and  of  the  evolution  of 
the  technical  details  of  operative  procedures,  to- 
gether with  the  multiplication  of  hospitals  with 
modern  nursing  facilities  and  the  great  reduction 
in  the  mortality  of  operations,  there  has  developed 
a furor  operativus  on  the  part  of  doctors,  so  that 
there  has  come  about  a conviction,  not  only  upon 
the  part  of  the  public  but  also  upon  the  part  of 
thoughtful  surgeons,  that  many  operations  are  per- 
formed which,  because  unnecessary,  are  harmful. 
This  maldevelopment  of  surgery  is  partly  the  re- 
sult of  the  wave  of  enthusiasm  which  has  been 
created  by  the  marvelous  strides  which  surgery  has 
made  in  the  relative  perfection  of  technical  details, 
and  is  partly  due  to  the  mechanical  point  of  view 
which  such  a large  degree  of  attention  paid  to 
technical  questions  has  brought  about  in  almost 
all  surgeons.  This  result  is  one  of  the  conse- 
quences of  the  limitations  of  the  human  mind.  No 
body  of  men  can  occupy  themselves  exclusively 
with  a field  of  investigation  and  of  practical  activ- 
ity without,  at  least  in  some  measure,  losing  their 
sense  of  proportion,  which,  undoubtedly,  has  be- 
come true  of  the  surgeons  of  the  present  day. 

Why  is  it  that  surgeons,  in  a measure,  have  lost 
their  sense  of  proportion?  Unquestionably  the 
chief  reason  is  that  which  has  been  discussed — the 
great  amount  of  attention  which  necessarily  has 
been  paid  to  the  development  of  the  mechanics  of 
surgery,  including  the  technic  of  asepsis.  In  addi- 
tion, as  the  field  of  surgery  has  been  broadened  so 
rapidly  and  as  disease  after  disease  formerly  be- 
longing to  the  department  of  internal  medicine 
has  been  included  within  the  field  of  surgery, 
necessarily  practical  surgeons  have  been  obliged  to 
acquire  the  essential  facts  concerning  the  numerous 
diseases,  with  which  in  the  beginning  they  were 
not  familiar.  This  very  practical  situation,  just 
as  is  true  of  their  studies  in  the  mechanics  of  sur- 
gery, has  tended  to  lessen  their  sense  of  propor- 


Vol.  VII.  No.  4. 

New  Series. 

tion.  Surgeons,  as  is  true  of  doctors  in  general, 
have  likewise  been  influenced  by  the  “spirit  of  the 
times”  which,  in  medicine,  has  been  largely  de- 
veloped through  the  teachings  of  Virchow  and  his 
successors — the  laboratory  school  of  doctors. 
Virchow  taught  that  medicine  has  too  many  theo- 
ries, and  that  what  is  needed  is  facts,  more  facts 
and  ever  more  facts.  No  one  can  gainsay  the  im- 
portance of  exact  knowledge  of  facts;  nevertheless, 
it  is  true  that  a knowledge  limited  to  facts  is  most 
incomplete.  Not  only  is  it  true  that  the  surgeons 
themselves  have  added  very  greatly  to  the  sum  of 
facts  of  surgical  diseases  but,  also,  it  is  even  more 
true  that  the  laboratory  school  of  doctors  has  added 
observation  to  observation  and  fact  to  fact,  until 
their  number  is  so  increased  that  no  human  mind 
is  capable  either  of  remembering  them  or  of  using 
them  in  the  details  of  the  practice  of  either  medi- 
cine or  surgery. 

That  this  is  true,  finally  has  become  recognized 
by  some  of  the  laboratory  school  of  doctors  them- 
selves, the  most  prominent  of  whom  is  Adami,  who 
comments  both  pertinently  and  wisely  upon  the 
present  status  of  pathology,  and  who  has  success- 
fully set  himself  the  task  of  digesting  the  facts  of 
pathology  and  reducing  them  to  principles.  The 
nature  of  the  situation,  more  especially  in  the  field 
of  pathology  and  also  in  the  field  of  surgery,  was 
appreciated  so  long  ago  as  the  era  of  Confucius, 
and  is  summed  up  in  his  maxim:  “Undigested 

knowledge  leads  to  confusion.”  While,  of  course, 
there  are  exceptions,  it  is  my  own  judgment  that 
this  is  largely  the  status  of  both  pathologists  and 
surgeons  at  the  present  time. 

The  attention  of  both  pathologists  and  surgeons, 
during  the  past  thirty  years,  has  been  so  largely 
taken  up  with  the  nature  of  morbid  processes, 
that  they  have  almost  wholly  neglected  the  study 
of  the  nature  of  the  individuals  in  whom  the  mor- 
bid processes  take  place,  i.  e.,  the  constitutional 
factor  in  disease,  which  is  the  subject  to  which  I 
wish  to  call  your  attention.  The  constitutional 
factor  in  disease  was  very  prominently  emphasized 
by  the  great  clinical  teachers  of  medicine  prior  to 
the  present  era.  Hippocrates,  the  father  of  medi- 
cine, himself  taught  that  it  is  even  more  important 
to  understand  the  nature  of  the  patient  than  of 
the  disease  from  which  he  is  suffering;  and  his 
greatest  successors,  as  clinicians,  emphasized  the 
differing  types  of  the  same  disease,  which  types  are 
dependent  upon  the  constitutional  differences  in 
different  patients.  My  own  pupilage  in  medicine 
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antedated  the  preseht  era,  so  that  I had  the  ad- 
vantage of  being  trained  by  those  who  paid  due  re- 
spect to  the  truths  of  clinical  medicine  which  have 
been  worked  out  by  clinicians  during  the  past 
twenty-five  hundred  years.  The  constitutional 
factor  in  disease  was  constantly  emphasized,  and  it 
was  duly  impressed  upon  all  students  that  the  busi- 
ness of  the  practising  physician  or  surgeon  is  to 
assist  the  sick  man  to  rid  himself  of  the  sickness, 
rather  than,  as  is  so  much  the  case  at  the  present 
time,  that  the  business  of  the  doctor  is  to  concern 
himself  with  the  nature  of  the  morbid  processes 
which  are  taking  place  in  the  body  of  the  patient, 
and  more  especially  as  to  the  morphologic  aspects 
of  such  morbid  processes  as  seen  under  the 
microscope. 

This  present  point  of  view,  which  is  so  generally 
taught  and  which  so  largely  influences  the  efforts 
of  doctors,  is  partly  the  result  of  the  therapeutic 
nihilism  fostered  by  the  teachings  of  Osier,  com- 
bined with  the  very  great  if  not  undue  importance 
which  has  been  placed  upon  the  morphologic  ap- 
pearances of  morbid  processes  as  learned  at  autopsy, 
and  by  the  subsequent  microscopic  study  of  speci- 
mens. The  older  clinicians,  when  discussing  types 
of  disease  and  more  especially  of  febrile  reactions, 
sharply  differentiated  them  into  the  sthenic,  the 
asthenic,  and  the  nervous  or  irritative  types  of 
disease  or  fever.  It  will  be  found  that  these 
three  types  of  constitutional  reaction  to  pathogenic 
agencies  correspond  to  three  defined  biologic  types 
of  which  humanity  is  made  up. 

Mankind  is  made  up  of  three  series  of  in- 
dividuals: (1)  Those  of  sound  stock  and  having 

good  constitutions,  or  evolving  men  and  women 
or  evolutes;  (2)  those  coming  from  unsound  stocks 
and  having  each  one  or  more  particular  defects  or 
diatheses  of  hereditary  origin,  or  hereditary  de- 
volutes; (3)  and  those  whose  development  has 
been  arrested  either  in  general  or  in  particular 
through  unfavorable  environment  at  some  period  in 
their  development,  whether  this  be  before  con- 
ception, during  intrauterine  life,  or  subsequent  to 
birth  or  environmental  devolutes. 

The  state  of  vitality  and  the  ability  of  particu- 
lar individuals  to  resist  pathogenic  agencies  is  very 
largely  dependent  upon  the  nature  of  the  particu- 
lar constitution  with  which  the  individual  is  en- 
dowed. The  older  clinicians  dwelt  upon  the 
differences  as  to  vital  resistance  in  different  con- 
stitutions, the  truth  of  which  they  had  established 
by  clinical  observations,  and  which  today  is  dis- 


cussed under  the  subject  of  immunity,  being  the 
same  old  truths  under  a new  form — the  later  form, 
owing  to  greater  knowledge  of  the  facts  as  to  the 
processes  whereby  the  organism  resists  pathogenic 
agencies,  affording  us  a clearer  understanding  of 
the  subject. 

Unfortunately,  surgeons  of  late  years  have  con- 
cerned themselves  very  little  with  the  problems  of 
immunity  or  of  vital  resistance,  dealing  with  the 
subject  practically  only  in  isolated  cases  of  per- 
sistent local  infection  or  of  recurrent  local  infec- 
tions, through  the  use  of  autogenous  vaccines  to 
increase  the  vital  resistance  of  the  individuals 
against  the  particular  infection  or,  as  it  is  said,  to 
raise  the  opsonic  index.  One  may  search  modern 
surgical  literature  in  vain  for  any  adequate  discus- 
sion of  the  influence  of  the  diatheses  and  the 
dyscrasias  upon  the  production  of  many  diseases, 
with  which  surgeons  deal  practically  by  operative 
measures;  and  there  is  even  less  attention  devoted 
to  the  relation  between  defective  constitutions  of 
environmental  origin,  and  the  many  morbid  states 
of  a developmental  or  mechanical  nature,  which 
surgeons  attempt  to  cure  by  means  of  operations. 
Or,  if  the  alleged  morbid  condition  be  recognized 
as  being  due  to  arrest  of  development,  the  whole 
tendency  of  modern  surgery  is  to  deal  with  the  con- 
dition mechanically  and  to  neglect  the  underlying 
constitutional  factor  which  has  brought  it  about. 

In  the  time  at  our  disposal  it  is  impossible  to 
give  an  adequate  exposition  of  the  subject  and  it 
must  suffice  to  make  allusion  to  some  of  the  more 
striking  instances,  both  of  the  positive  evils  grow- 
ing out  of  the  present  status  of  surgery  and  also 
the  negative  evils — the  failure  of  surgeons  to  do 
what  is  possible  toward  remedying  or  improving 
constitutional  conditions. 

Twenty  or  more  years  ago,  dilatation  of  the 
cervix  uteri  for  dysmenorrhea,  really  due  to  arrest 
of  development,  was  the  most  striking  illustration 
of  the  mechanical  treatment  of  a condition  largely 
constitutional  or  developmental  in  its  nature.  Nor 
have  the  surgeons  of  the  present  modified  their 
practice,  even  though  they  may  have  learned  the 
essential  nature  of  the  condition. 

The  malpositions  of  the  uterus,  more  especially 
retropositions  and,  to  a certain  extent,  downward 
displacements  were  the  next  set  of  conditions  to  be 
treated  mechanically,  with  little  or  no  reference  to 
the  constitutional  factor  very  frequently,  if  not 
generally,  operative  in  such  conditions.  And  so 
imbued  with  the  mechanical  point  of  view  .have 
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been  not  a few  surgeons,  that  they  have  attempted 
to  cure  the  morbid  states  in  question  upon  the 
principles  of  pure  mechanics,  without  even  being 
influenced  by  the  anatomic  mechanics  or  biologic 
architecture  which  is  supposed  to  be  the  basis  of 
all  good  reparative  surgery. 

Ptosis  and  undue  movability  of  the  kidney  was 
the  next  condition  to  be  dealt  with  from  the 
mechanical  standpoint,  which  was  followed  by 
fixation  operations  for  gastroptosis  and  this  in 
turn  by  mediate  fixation  operations  for  displace- 
ments of  the  colon ; and  this,  under  the  leadership 
of  Lane,  by  colectomy  and  anastomosis  of  the 
ileum  with  the  sigmoid  for  so-called  intestinal 
stasis.  The  underlying  constitutional  factor  which 
is  very  largely  and,  indeed,  almost  constantly  not 
only  present,  but  also  the  chief  factor,  in  the  pro- 
duction of  each  and  all  of  the  ptoses,  as  well  as 
of  intestinal  stasis,  has  received  either  very  scant 
or  else  no  attention  upon  the  part  of  surgeons.  It 
is  true  that  reference  is  made  to  the  fact  that  at 
times  a kidney,  occupying  a position  low  in  the 
abdomen  or  even  in  the  pelvis,  is  not  a displaced 
kidney,  in  the  sense  that  it  has  dropped  from  its 
normal  anatomic  position  but,  on  the  contrary,  is 
one  occupying  a fetal  or  an  infantile  position.  That 
is,  its  position  is  due  to  arrest  of  development, 
whereby  the  kidney  has  never  ascended  above  the 
loin  but  has  remained  in  the  pelvis,  or  In  the 
lumbar  region — positions  normal  in  the  fetus  or 
in  the  infant. 

It  is  also  true  that  references  to  persisting  posi- 
tions, normal  in  the  fetus,  infant  and  child,  are 
made  concerning  w’hat,  in  the  beginning,  were  con- 
sidered as  displacements,  more  especially  of  the 
different  portions  of  the  colon  in  the  adult;  which, 
again,  are  instances  of  arrested  development  and 
not  of  ptoses — persisting  fetal  and  infantile  posi- 
tions continuing  during  adult  life.  However,  this 
partial  recognition  on  the  part  of  the  surgeons  of 
the  developmental  or  constitutional  factor  has  had 
but  little  influence  upon  surgical  therapeutics,  with 
the  exception  that  the  more  conservative  of  sur- 
geons have  restricted  their  operative  activity,  on 
the  ground  that  the  results  secured  by  the  mechani- 
cal treatment  of  the  abdominal  ptosis  are  either 
poor,  negative  or  even  bad,  in  that  the  symptoms 
presented  by  this  general  group  of  patients,  largely 
neurologic  in  their  nature,  persist  after  or  are 
even  made  worse  by  the  mechanical  methods  of 
operative  treatment,  so  largely  and  so  frequently 
employed  by  surgeons  in  general. 

The  fundamental  or  underlying  cause  of  all  the 
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ptoses  and  also  of  intestinal  stasis  is  relative  lack 
of  vitality  on  the  part  of  the  particular  patient, 
associated  with  and,  in  great  part,  dependent  upon 
malnutrition,  with  accompanying  absorption  of  fat, 
w'hereby  the  fibrous,  connective  and  muscular  tis- 
sues relatively  lose  their  tonicity  and,  in  conse- 
quence, the  supporting  structures  of  the  abdominal 
and  pelvic  viscera  fail  to  perform  their  functions 
adequately.  As  a result  of  the  absorption  of  fat, 
the  various  viscera  lose  the  relative  support  of 
the  fatty  tissues  and  also,  in  the  case  of  the  kidney, 
there  develops  more  room  in  the  false  or  fatty 
capsule. 

As  a result  of  the  relative  loss  of  tonicity  in  the 
connective  and  fibrous  tissues,  the  capsular  liga- 
ments are  more  easily  stretched  as  a result  of  strain- 
ing efforts  and  of  gravitation.  Also,  the  liga- 
mentous supports  of  the  spinal  column  are  weak- 
ened, which  largely  tends  toward  the  result  of 
bringing  about  alterations  in  the  configuration  of 
the  spinal  column  which,  in  turn,  alters  the  lines 
of  intra-abdominal  pressure  and  tends  to  cause  what 
is  physiologically  a conservative  force  to  become  a 
destructive  one,  in  that  intra-abdominal  pressure 
under  these  circumstances  tends  towards  the  dis- 
placement of  the  abdominal  viscera,  instead  of  as- 
sisting in  maintaining  their  proper  morphologic 
relations. 

The  relative  loss  of  tonicity  in  the  musculature, 
added  to  the  loss  of  tonicity  in  the  ligamentous 
supports  of  the  spinal  column,  brings  about  dis- 
tinctive alterations  in  the  configuration  of  the 
trunk,  the  shoulders  become  stooped,  the  posterior 
dorsal  convexity  of  the  thorax  is  increased  and 
usually  the  posterior  concavity  of  the  lumbar  re- 
gion is  increased,  although,  at  times,  there  is  a 
reverse  tendency  in  the  lumbar  region.  As  a 
result  of  lack  of  typical  muscular  activity  in 
respiration,  the  chest  becomes  flattened  antero- 
posteriorly,  with  resulting  sinking  of  the  anterior 
ends  of  the  ribs.  The  recti,  the  oblique  and 
transverse  muscles  of  the  abdominal  wall,  through 
relative  loss  of  tonicity,  fail  to  give  adequate  sup- 
port to  the  abdominal  contents,  and  through  their 
loss  of  tonicity  there  is  a tendency  to  the  develop- 
ment of  “pot-belly”  in  these  subjects,  more  espe- 
cially in  women  who  are  multiparae.  The  re- 
sultant of  the  combined  action  of  each  and  all  of 
these  factors  is  the  development  of  the  abdominal 
ptoses,  the  displacement  of  the  viscera  being  also 
promoted  under  these  conditions  by  muscular  ef- 
forts and  by  gravitation. 

It  should  be  definitely  recognized  that,  whereas 
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one  coming  of  sound  stock  and  having  a good  con- 
stitution has  a greater  vitality  or  a greater  resist- 
ance or  immunity  to  pathogenic  agencies  of  all  de- 
scriptions, it  is,  nevertheless,  true  that,  under  ex- 
cessive vicissitudes  in  life  or  as  a result  of  acute 
and  exhausting  illness,  with  consequent  mal- 
nutrition and  absorption  of  the  fatty  structures, 
conditions  may  arise  leading  to  the  development  of 
a ptosed  viscus  or  even  the  development  of  ptoses 
of  the  viscera.  However,  it  is  exceptional  for 
them  to  develop  displacement  of  more  than  one 
viscus.  Indeed,  the  number  of  viscera  displaced  in 
any  one  subject  is  a relatively  fair  index  to  the  de- 
gree of  defect  in  his  or  her  particular  constitu- 
tion. 

What  is  the  field  for  mechanical  surgery  in  this 
particular  group  of  cases?  Certainly  no  mechani- 
cal operation  can  restore  the  original  defect  in  a 
constitution,  nor  can  it  restore  the  lost  vigor  or 
vitality  in  any  patient,  except  indirectly  it  remove 
a local  factor  which  is  having  an  inimical  influence 
upon  the  health  of  the  particular  patient.  No  fact 
has  been  more  definitely  established  than  that  the 
positon  of  the  different  abdominal  viscera  is  not  a 
fixed  one  but  that  almost  even'  viscus  has  a range 
of  movement.  Also  it  has  been  established  that 
the  range  of  movement  of  the  viscera  may  be  very 
greatly  increased  without  having  any  harmful  in- 
fluence upon  the  patient’s  health.  What,  then,  is 
the  field  of  mechanical  surgery  in  the  treatment 
of  the  ptoses  and  upon  what  does  a favorable 
prognosis  in  such  operations  depend? 

Certain  ptoses  at  times  produce  definite  local 
morbid  states  as,  for  example,  a loose  kidney  may 
become  twisted  upon  its  vessels  and  result  in  a so- 
called  Dietl’s  crisis,  which,  if  associated  with  tor- 
sion of  the  ureter,  may  bring  about  persisting 
hydronephrosis  and  even  destruction  of  the  kidney 
through  suppuration ; or,  again,  it  may  produce  a 
persisting  passive  congestion  of  the  kidney  with 
hematuria,  etc.  It  s also  true  that  a moderately 
displaced  kidney  may  produce  marked  reflex  symp- 
toms, as  is  true,  at  times,  of  displacements  of  the 
uterus  of  not  a marked  degree.  In  such  cases 
mechanical  surgery  finds  its  proper  field,  although 
in  many  of  the  ptoses  of  moderate  degree,  when 
actually  producing  either  local  or  reflex  symptoms 
and  injuring  the  health  of  the  patient,  constitu- 
tional treatment  in  the  form  of  a strict,  or  a modi- 
fied Weir  Mitchell  rest  cure,  will  restore  the 
patient’s  health  and  also  cure  the  ptosis,  the  re- 
cumbent position  permitting  the  ptosed  viscus, 


more  especially  the  kidney,  to  resume  its  proper 
position,  and  the  gain  in  weight,  owing  largely  to 
the  deposit  of  fat  and  the  increase  in  vitality 
through  improvjed  nutrition,  restoring  the  lost 
tonicity  to  the  tissues,  effecting  the  cure.  However, 
it  is  in  this  very  limited  field  of  application  that 
the  prognosis  of  operations  for  the  ptoses  is  good, 
whereas  operations  done  for  ptoses,  which  are  pro- 
ducing neither  local  mischief  nor  reflexes,  neces- 
sarily accomplish  no  good  purpose  and,  on  the 
other  hand,  in  patients  having  defective  nervous 
systems,  not  infrequently  aggravate  the  nervous 
disorders  from  which  the  patients  are  suffering. 

This  is  not  true  of  those  having  defective  con- 
stitutions, even  though  a particular  ptosis  or  sev- 
eral ptoses  in  them  may  be  producing  either  local 
trouble  or  reflex  symptoms.  The  reparative  forces 
of  nature  in  them  are  insufficient  to  bring  about 
their  recovery.  Both  before  and  after  operation 
it  is  necessary  to  treat  them  from  the  neurologic 
and  nutritional  standpoints,  in  order  to  restore 
them  to  their  own  normal.  It  is  also  necessary  to 
re-educate  them  as  to  matters  of  health,  and  more 
especially  to  make  them  understand  the  limitations 
of  their  constitutions  in  generating  energy  and 
that,  for  them,  the  only  way  in  which  they  can 
maintain  their  health,  after  regaining  It,  is  not 
only  to  persist  in  doing  those  things  of  a hygienic 
character  which  build  up  the  bodily  energies  but 
also — and  what  is  even  more  important — that  they 
must  expend  less  energy  in  their  daily  lives  than 
they  are  capable  of  generating. 

Health  for  all  is  like  a bank  account.  If  one 
overdraws  his  bank  account,  he  is  bankrupt;  and 
equally,  if  one  expends  more  energy  than  he  gener- 
ates, he  becomes  sick,  suffers  from  nervous  ex- 
haustion and  from  whatever  functional  disease  this 
may  lead  to  in  the  particular  patient.  And  while 
this  is  true  of  all  men,  just  as  the  wealthy  man  has 
resources  upon  which  he  can  draw  to  meet  emer- 
gencies in  his  banking,  so  have  those  who  come  of 
sound  stocks  and  have  good  constitutions,  have 
large  reserves  of  potential  or  stored-up  energy, 
upon  whch  they  can  draw  in  emergency;  whereas, 
those  having  defective  constitutions  have  no  such 
reserves  and,  if  they  overdraw  in  the  expenditure 
of  energy  in  emergencies,  they  promptly  become 
sick.  It  is  for  these  reasons  that  institutional  care 
offers  far  better  opportunities  for  the  restoration 
of  such  patients  to  health,  and  for  re-educating 
them  as  to  the  necessary  methods  which  they  must 
employ  to  retain  it,  than  is  true  of  the  resources 
of  domestic  practice. 
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INSANITY  FROM  THE  STANDPOINT 
OF  THE  GENERAL  PRACTITIONER  * 
By  W.  J.  Howells,  M.  D. 

SPOKANE,  WASH. 

While  insanity  is  probably  one  of  the  oldest 
diseases  of  the  human  race,  its  origin  is  shrouded 
in  mystery.  The  Bible  tells  us  the  descendants 
of  Adam  and  Eve  became  so  morally  degenerate, 
that  God  sent  the  flood  to  destroy  them.  In  select- 
ing Noah  and  his  family  the  taint  was  so  marked 
in  Ham  that  he  changed  his  skin  to  black  and  to 
this  day  his  descendants  are  looked  upon  as  below 
the  average  mentally,  this  being  the  first  ex- 
ample of  punishment  for  mental  defect. 

History  tells  us  insanity  was  looked  upon  bv 
the  ancients  as  an  evidence  of  divine  favor  or  dis- 
favor rather  than  a disease.  The  Mohammedans, 
believing  the  souls  of  the  insane  were  removed 
early  by  God  as  an  evidence  of  his  favor,  treated 
them  as  if  of  the  blessed,  giving  them  all  the  at- 
tention, care  and  honor  possible,  while  the 
Christians  considered  these  people  as  possessed  of 
evil  spirits  and  devils  and  endeavored  to  drive 
out  these  unwelcome  guests  by  prayers,  exorcism, 
burning,  etc.,  confining  the  violent  in  dungeons 
and  prisons.  This  continued  up  to  the  time  of 
Hippocrates  who  in  430  B.  C.  first  called  attention 
to  the  fact  that  these  persons  were  suffering  from 
disease  and  earned  the  title  of  “creator  of  mental 
science.”  He  called  it  insanity  and  classified  it 
in  three  forms  of  mania,  melancholia  and  sacred 
diseases.  He  treated  these  patients  by  regulation 
of  diet,  exercise,  baths,  music,  travel,  purgation 
and  phlebotomy.  From  his  time  until  473  A.  D. 
there  were  but  slight  advancements  made  in  the 
treatment  or  knowledge. 

During  the  middle  ages  insanity  returned  to 
the  realm  of  superstition  and  sorcery,  religious 
ceremonies,  duckings,  whipping,  exorcism  and 
burning  or  condemnation  to  death  being  used  to 
drive  out  the  evil  spirits  and  witches.  Not  until 
1660,  when  the  French  parliament  set  aside  two 
wards  in  the  Hotel  Dieu  for  these  cases,  was  any 
material  advance  made.  Even  then,  when  they 
failed  to  recover  in  a few  weeks,  they  were  called 
incurable  and  put  in  prisons  and  dungeons,  where 
they  were  clothed  in  rags,  poorly  fed  and  usually 
kept  in  chains.  These  conditions  still  existed  in 
1793,  when  Philip  Pinel  was  appointed  physician 
to  the  insane  at  Bicetre,  Paris.  Against  great 
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opposition  he  inaugurated  the  moral  treatment  and 
many  of  the  precepts  laid  down  by  him  are  still 
followed.  About  this  same  time  Tuke,  of  Eng- 
land, and  others  started  similar  reforms  and  the 
care  of  the  insane  started  upward  again  and  has 
advanced  steadily  since.  Unfortunately,  while 
these  patients  are  better  cared  for,  the  medical 
treatment,  with  the  exception  of  improvement  in 
the  methods  of  administration  and  addition  of  new 
drugs,  really  has  not  materially  advanced  beyond 
the  general  principles  laid  down  by  Hippocrates 
over  2000  years  ago. 

The  difficulties  experienced  by  the  alienist  in 
defining  insanity  are  due  to  the  fact  that  we  have 
no  standard  of  perfect  mentality  to  use  as  a basis 
and  the  many  grades  of  mentality  found  prevent 
the  drawing  of  a definite  border  line.  The  word 
itself  comes  from  the  Latin,  meaning  not  sane, 
and  what  constitutes  sanity  depends  on  the  en- 
vironment, customs,  mental  and  moral  standards 
in  which  the  individual  lives.  For  our  purpose 
it  is  only  necessary  to  consider  our  own  standards, 
where  a certain  amount  of  intelligence,  clothing, 
conduct,  morality  or  immorality  are  recognized  as 
evidence  of  soundness  of  mind  and  any  variation 
from  these  as  abnormal.  The  many  grades  of 
what  is  called  normal  mentality  only  add  to  the 
difficulty  of  framing  a definition  to  cover  all  forms 
of  insanity  and  so  far  this  has  been  a failure. 

The  man  who  can  say  the  most  and  least  in  the 
fewest  words  comes  nearest  being  intelligent  and 
a rule  that  has  helped  many  times  is  “a  deviation 
from  the  normal  method  of  thinking  and  acting.” 
This  is  dealing  with  insanity  in  the  medical  sense. 
In  the  legal  sense  much  more  is  required  to  bring 
the  individual  out  of  the  so-called  peculiar  or 
eccentric  class.  His  mental  equilibrium  must  be 
so  upset  that  he  becomes  a menace  either  to  him- 
self or  his  associates  through  his  peculiai  ideas 
or  acts.  While  we  as  physicians  deal  with  both, 
it  is  the  medical  side  that  interests  us  and  with 
which  my  paper  deals. 

While  we  know  heredity,  mental  strain  and 
physical  disturbances  are  factors  in  the  causation 
of  insanity,  one  is  often  struck  in  looking  over 
the  lists  given  under  etiology  as  to  whether  these 
are  the  true  causes  or  only  incidentals  and  the 
real  cause  is  yet  to  be  discovered.  I hold  to  the 
latter  opinion  and  believe  that  certain,  as  yet  un- 
known toxic  or  chemical  changes  take  place  in 
either  the  brain  cells,  cerebral  fluid  or  the  blood, 
possibly  from  disturbance  of  the  thyroid  or  some 


April,  1915. 


INSANITY HOWELLS 


121 


other  ductless  gland,  and  which  in  time  is  cor- 
rected by  nature  in  those  cases  that  recover  and 
the  brain  goes  on  working  as  before,  or  else  re- 
mains permanent  in  the  chronic  cases.  While  this 
is  only  a theory,  the  pathologic  findings  point  in, 
that  direction.  In  the  constitutional  or  organic 
forms,  as  the  name  implies,  there  are  certain 
gross  lesions.  But,  as  nearly  three-fourths  of  the 
cases,  including  all  the  curable  forms,  belong  to 
the  functional  type  and  have  no  special  post- 
mortem findings,  it  rather  points  that  way. 

The  classifications  of  insanity  are  numerous  and 
confusing.  I prefer  the  division  of  functional  and 
constitutional  (or  organic),  as  it  is  based  on  fund- 
amental principles,  is  simple  and  less  confusing, 
the  functional  including  the  manias,  melancholias, 
circular  forms  and  paranoiacs,  the  constitutional 
including  the  abulias,  epileptics,  dementias,  organic 
forms,  monstrosities,  etc. 

Our  statistics  on  the  frequency  of  insanity  are 
rather  misleading,  as  they  include  only  those  cases 
sent  to  institutions  and  we  have  no  record  of  those 
cared  for  at  home.  There  are  about  250,000  in- 
sane and  defectives  in  our  public  and  private  in- 
stitutions and,  compared  with  our  population  of 
98.000,000  gives  a proportion  of  about  1 to  400. 
If  we  could  secure  information  as  to  the  number 
of  mild,  temporary  and  harmless  cases  cared  for 
at  home,  we  would  probably  find  the  proportion 
nearer  1 to  200. 

The  symptom atology  of  insanity  is  as  varied  as 
the  mentality  of  the  normal  individual  and  no  two 
cases  are  exactly  alike.  This  is  due  to  the  dif- 
ferent methods  of  reasoning,  etc.,  and  the  fact  that 
the  mental  rather  than  the  physical  conditions  are 
disturbed,  so  that  we  frequently  find  perfect 
physiques  existing  in  the  most  pronounced  cases. 
In  dealing  with  these  disturbances  it  is  well  to 
consider  them  in  a general  way  first  and  then  ap- 
ply them  to  the  special  forms.  In  general  the 
mental  faculties  are  either  abnormally  hyperactive, 
sluggish,  perverted  or  in  abeyance,  resulting  in 
disturbances  of  sensation,  idea  associations  and 
actions.  These  disturbances  range  all  the  way 
from  the  very  slight  ones  of  our  so-called  eccentrics, 
through  the  scale  to  the  most  maniacal,  depressed 
or  demented.  Again  there  may  be  only  one  faculty 
affected,  as  in  monomania  or  a disturbance  of  the 
whole  mentality. 

The  disturbances  of  sensation  are  of  quality, 
quantity  and  tone.  Thus  under  quality  we  get 
illusions  and  hallucinations  of  the  special  senses, 


those  of  hearing  and  sight  being  most  frequently 
affected.  By  quantity  we  have  the  frequency,  in- 
tensity and  permanency  of  these  hallucinations, 
and  the  tone  gives  their  nature  as  to  agreeability, 
excitability,  depressibility  (fear)  or  imperativeness. 
Under  idea  associations  wre  group  those  processes 
that  go  to  form  the  methods  of  reasoning,  etc., 
namely,  the  activity,  concentration,  coherence, 
memory  and  judgment.  The  activity  of  the  flow 
of  ideas  is  either  increased  or  diminished  in  vary- 
ing degrees.  As  a result  of  these  disturbances  of 
sensation  and  idea  associations  we  get  changes  in 
the  actions  of  the  patient,  depending  upon  the  ex- 
tent, frequency  and  nature  of  those  disturbances. 

While  these  changes  in  the  psychologic  processes 
frequently  take  weeks  and  months  to  develop  suf- 
ficiently to  influence  the  actions  of  the  patient  and 
in  mild  cases  may  not  materially  effect  them,  when 
they  do,  we  find  them  evidenced  by  emotional 
manifestations,  as  laughing,  crying,  etc.,  restless- 
ness or  inactivity  as  in  wandering  about,  etc., 
resistance  to  restraint,  physical  assaults,,  destruction 
of  clothing  or  property,  refusal  of  food,  homicide, 
suicide,  in  fact  any  or  every  action  or  habit  the 
person  may  have  had.  Aside  from  the  paralyses 
of  general  paresis,  the  convulsions  of  the  epileptic, 
the  amenorrhea  of  the  female,  constipation,  etc., 
there  are  few  physical  disturbances  resulting  from 
the  disease  found. 

The  course  and  prognosis  in  each  case  is  un- 
certain. The  average  duration  of  the  acute 
manias  and  melancholias  is  from  three  to  nine 
months,  although  recovery  may  take  place  after 
several  years  duration.  The  prognosis  in  the  acute 
forms  is  good,  from  70  to  90  per  cent,  recovering, 
the  exception  being  the  hyperacute  manias  which 
usually  end  in  death  in  from  three  to  six  months. 
Acute  cases  which  do  not  show  evidence  of  im- 
provement inside  of  two  years  are  usually  classed 
as  chronic. 

When  recovery  begins,  signs  of  the  mental  im- 
provement are  accompanied  by  an  increase  in 
weight  and  in  females  a return  of  the  menstrua- 
tion. When  a patient  begins  to  put  on  flesh,  or 
menstruation  returns  without  mental  improve- 
ment, the  prognosis  is  bad,  and  the  patient  is 
usually  becoming  chronic. 

The  primary  dementia  lasts  from  a few  months 
to  a year,  about  60  per  cent,  recovering,  although 
not  always  completely.  Dementia  precox  is 
chronic  from  the  beginning.  The  recurrent,  inter- 
mittent and  chronic  manias,  melancholias  and  cir- 


122 


INSANITY HOWELLS 


cular  forms  may  live  for  years,  eventually  ending 
in  dementia.  They  are  incurable  and  death  is 
their  only  release. 

General  paresis  is  incurable,  although  we  may 
have  occasional  periods  of  remission  lasting  for 
several  months.  The  average  duration  is  from 
three  to  five  years,  terminating  in  paralysis  and 
death,  although  some  have  lived  for  twenty  years. 
Paranoia  is  progressive  and  incurable,  lasting 
years,  the  duration  of  the  patient’s  life  only  mark- 
ing the  time  limit,  dementia  frequently  marking 
the  final  stages. 

The  diagnosis  of  insanity  in  a well  marked 
case  is  not  difficult  but  it  may  take  considerable 
time  to  classify  it  and  requires  a careful  study  and 
prolonged  observation.  Frequently  this  cannot  be 
decided  for  months  and  sometimes  not  for  years. 
Where  there  is  any  question  as  to  the  diagnosis 
of  insanity  it  should  be  made  by  exclusion  or 
elimination.  It  is  necessary,  not  only  to  go 
thoroughly  into  the  history  of  the  present  attack 
but  to  carefully  search  the  previous  history  of  the 
patient  as  well  as  his  heredity. 

When  the  question  of  simulation  comes  up,  these 
investigations  must  be  most  carefully  made,  and  a 
careful  watch  made  for  inconsistencies  or  con- 
tradictory symptoms,  for  it  is  rare  that  the 
malingerer  is  fully  enough  conversant  with  the 
symptoms  displayed  in  the  form  he  is  attempting 
to  simulate  so  that  he  will  not  add  symptoms  that 
do  not  belong  in  that  class  or  leave  out  symptoms 
that  he  should  unquestionably  have. 

In  the  treatment  of  insanity  we  unfortunately 
are  confined  to  the  treatment  of  symptoms  and 
incidental  causes  rather  than  to  the  basic  causes. 

The  prophylaxis  usually  falls  to  the  general 
practitioner  who  is  first  consulted  not  only  as  to 
the  reason  for  any  abnormalities  but  also  as  to  the 
future  of  the  child,  or  when  any  peculiarities  are 
shown  by  his  adult  patients.  It  is  especially  im- 
portant that  he  point  out  to  the  parents  of  de- 
fective children  the  necessity  of  special  care  in 
bringing  them  up.  The  physical  development 
should  take  precedence  over  the  psychical,  an  out- 
door life  with  plenty  of  wholesome  exercise  dur- 
ing the  development  period,  nourishing  food  and 
avoidance  of  all  stimulants.  The  schooling  should 
be  delayed  several  years  and  should  be  demon- 
strative rather  than  descriptive,  and  not  be  of  a 
forced  character.  As  they  approach  puberty  they 
should  be  especially  watched,  and  all  undue  excite- 
ment and  overtaxing  of  the  body  or  intellect 
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should  be  carefully  avoided.  The  selection  of  oc- 
cupation for  the  future  should  be  made  with  the 
idea  of  securing  physical  strain  rather  than  mental, 
an  outdoor  country  life  always  taking  the  pre- 
cedence over  indoor  city  life.  Marriage  should 
always  be  forbidden  or  sterilization  performed.  In 
adults,  where  there  has  been  illness  leaving  the 
patient  weak,  or  severe  mental  strain,  rest,  change 
of  scene  or  an  outdoor  life  will  often  prevent  the 
development  of  a psychosis. 

On  being  called  to  a developing  or  a fully  de- 
veloped case  of  acute  insanity,  it  is  first  necessary 
to  determine  the  nature  and  severity  of  the  at- 
tack. In  some  cases  this  can  be  done  at  once,  in 
others  it  may  require  careful  observation  for  some 
time.  Having  determined  the  grade,  the  question 
then  arises  as  to  whether  it  can  be  treated  as  an 
ambulatory  case  or  must  be  restrained  and  isolated. 

Contrary  to  the  general  opinion,  operations, 
especially  ovariotomy,  hysterectomy,  etc.,  do  not 
benefit  these  patients,  unless  the  conditions  are 
severe  enough  to  materially  lower  the  physical  re- 
sistance, in  which  case  the  earlier  the  operation  is 
performed  the  better.  In  the  more  severe  cases, 
where  isolation  and  restraint  are  necessary,  the 
question  as  to  the  best  manner  and  place  must  be 
settled  by  circumstances  and  surroundings  of  the 
patient.  It  is  an  unfortunate  fact  that  the  ma- 
jority of  our  public  institutions  for  the  care  of 
these  cases  are  in  reality  only  custodial  institutions, 
and  that  most  of  our  private  institutions  are  merely 
boarding  houses  for  the  insane. 

The  treatment  of  these  cases  is  primarily  a ques- 
tion of  finance.  There  is  no  doubt  that  if  the 
patient  has  the  means  to  pay  for  sufficient  specially 
trained  help,  he  can  be  better  cared  for  at  home 
than  in  any  institution,  private  or  public.  The 
association  with  sane  persons  cannot  help  but  have 
a better  influence  on  the  course  of  the  disease  than 
association  with  other  insane,  as  is  necessary  in 
our  public  institutions  where  they  are  housed  to- 
gether in  wards,  intermingling  the  acute  and 
chronic  cases.  Unfortunately  the  majority  of  these 
patients’  financial  condition  excludes  the  possibil- 
ity of  private  care.  In  these  cases  the  only  re- 
course left  is  to  commit  them  to  a public  insti- 
tution. 

The  difficulties  in  undertaking  the  treatment 
of  acute  cases  at  home  are  the  cost  and  the  secur- 
ing of  assistants,  trained  in  the  handling  of  this 
class  of  cases.  If  this  can  be  overcome,  the  patient 
is  then  put  to  bed  in  as  isolated  a part  of  the  house 
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as  possible  or  a tent  in  the  yard.  Rest  is  probably 
as  valuable  an  adjunct  in  the  early  treatment  of 
these  cases  as  we  at  present  have  at  our  command. 
This  may  be  either  of  the  Weir-Mitchell  method 
or  one  of  the  modifications  better  suited  to  the 
case.  Next  comes  the  question  of  diet.  These 
patients  usually  lose  flesh  either  through  neglect 
or  refusal  to  eat  and  forced  feeding  of  easily  di- 
gested and  nourishing  foods  is  required. 

If  there  be  insomnia  from  worry  or  excessive 
activity,  try  hydrotherapeutics  first,  using  the  hot 
pack  or  hot  tub  bath  for  from  a half  to  an  hour. 
If  these  fail  then  resort  may  be  had  to  drugs,  as 
veronal,  choral,  sulfonal,  bromide,  etc.,  by  mouth, 
hyoscin  or  morphin  by  hypodermic,  the  former 
being  better  in  excited  states  and  the  latter  in  de- 
pressed. At  the  outset  a thorough  cleaning  out  of 
the  alimentary  tract  is  necessary  and  it  should  be 
kept  active.  Any  abnormal  physical  condition 
should  be  attended  to.  Prolonged  rest  in  bed  will 
require  massage.  Daily  visits  by  the  physician, 
during  which  a quiet,  non-antagonistic,  argu- 
mentative discourse  between  them  is  indulged  in, 
is  productive  of  great  benefit  in  some  cases.  As 
the  patient  begins  to  improve,  exercise,  daily 
walks  in  the  parks,  the  hot  and  cold  morning 
douche,  static  electricity,  nerve  tonics  and  in  some 
cases  travel  and  change  of  scene  hasten  a re- 
covery. 

After  recovery  from  acute  psychosis  there  is  a 
period  of  several  months  during  which  the  mental 
strength  is  not  as  great  as  before  the  attack.  It  is 
during  this  period  that  the  great  danger  of  re- 
lapse is  to  be  guarded  against  and  they  should 
be  especially  protected  from  mental  strain,  worry 
or  physical  overexertion.  While  these  methods  fre- 
quently fail  to  give  as  satisfactory  results  as  we 
would  like  to  see,  we  do  the  best  we  can  with 
them,  living  in  the  hope  that,  as  the  future  in- 
creases our  knowledge  of  the  etiology  of  the  dis- 
ease, it  may  also  improve  our  methods  of  treat- 
ment and  eventually  lead  to  the  discovery  of  a 
specific  which  will  not  only  materially  shorten  the 
course  of  the  disease  but  greatly  increase  the  num- 
ber of  permanent  recoveries. 


Typhus  Fever.  The  first  case  of  typhus  fever  re- 
ported from  Minnesota  is  published  by  G.  D.  Head, 
Minneapolis  (Journal  A.  M.  A.,  March  20,  1915). 
The  case  seems  to  have  been  carefully  diagnosed, 
and  other  diseases,  such  as  typhoid,  measles,  lues 
and  meningitis,  excluded.  The  favorable  course 
of  the  case,  in  which  the  patient  recovered,  the 
negative  blood  culture  and  low  leukocyte  count  ex- 
cluded septicemia  and  the  toxic  purpuras  were  out 
of  the  question. 
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CLEAN  MILK  IN  THE  SMALL  TOWN.* 
By  R.  W.  Ashley,  M.  D. 

SALT  LAKE  CITY,  UTAH. 

Once  upon  a time  there  dwelt  near  a certain 
small  town  four  farmers.  These  farmers  decided 
to  go  into  the  dairy  business,  each  for  himself, 
separate,  alone  and  apart  from  each  other.  The 
first,  Mr.  Best,  was  a progressive  farmer  who  read 
farmers’  magazines  and  kept  in  touch  with  the 
work  of  the  U.  S.  Department  of  Agriculture. 
He  wrote  to  the  Bureau  of  Animal  Industry  for 
literature  regarding  dairy  equipment.  Having 
ample  means  he  built  a roomy,  well-ventilated, 
well-drained  barn  and  a splendid  milk  house  which 
he  equipped  with  the  most  approved  machinery. 

The  second,  Mr.  Good,  was  also  a progressive 
farmer  but  had  not  the  means  with  which  to  equip 
a milk  plant  similar  to  that  of  his  neighbor,  Mr. 
Best.  He  explained  his  case  to  the  Bureau  of 
Animal  Industry  and,  guided  by  their  advice,  re- 
modeled his  old  barn,  building  a tight  floor  and 
removing  the  over-head  feeding  racks.  His  milk 
house  contained  nothing  but  a tank  of  cold  water 
and  a bottling  machine,  made  by  soldering  an  ordi- 
nary water  tap  to  a hole  in  the  bottom  of  a wash 
boiler.  He  sterilized  his  utensils  by  boiling  and 
made  up  for  his  lack  of  apparatus  by  careful 
methods  combined  with  hard  work. 

The  third,  Mr.  Ignorance,  was,  like  Mr.  Best, 
possessed  of  ample  means  but  had  never  learned 
the  value  of  scientific  farming.  He  read  no  maga- 
zines and  had  a very  vague  idea  concerning  the 
Bureau  of  Animal  Industry.  He  consulted  no 
one  except  the  salesman  for  the  dairy  supply  com- 
pany and  bought  all  of  the  unnecessary  and  expen- 
sive apparatus  which  that  oily  individual  could 
foist  upon  him.  His  barn  was  large  and  expen- 
sive but  poorty  arranged  and  hard  to  clean.  Being 
thus  equipped,  he  thought  the  dairy  ought  to  run 
itself  and  gave  very  little  thought  to  methods  of 
handling  milk. 

The  fourth  was  an  old  moss  back,  named  Gen- 
eral Cussedness,  who  lived  on  a farm  handed  down 
by  his  father.  His  equipment  consisted  of  a 
tumbled-down  barn  and  a flowing  well.  He  read 
nothing  except  a Montgomery-Ward  catalog  and 
had  never  heard  of  the  Bureau  of  Animal  Industry. 
He,  like  all  of  his  kind,  had  no  money  with  which 
to  pay  for  improvements,  even  if  he  had  cared  to 
make  them  which  he  did  not.  Besides  all  this  he 

*Read  before  the  Twentieth  Annual  Meeting  of  Utah  State 
Medical  Association,  Salt  Lake  City,  Utah,  Sept.  29-30,  1914. 
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was  lazy.  He  was  fond  of  saying,  “Well,  what 
was  good  enough  fer  Pa  is  good  enough  fer  me ; 
and  what’s  good  enough  fer  me  is  good  enough 
fer  them  durned  town  folks,  by  Heck.” 

Mr.  Best  and  Mr.  Good  had  their  cows  tested 
annually  for  tuberculosis  and  looked  them  over 
carefully  daily,  excluding  from  the  dairy  herd  all 
cows  not  in  perfect  health.  If  one  of  their  milkers 
was  sick  he  was  not  allowed  to  enter  the  dairy 
barn. 

Mr.  Ignorance  had  his  cows  tested  for  tubercu- 
losis whenever  he  was  compelled  to  do  so  by  the 
state  law  and  paid  little  or  no  attention  to  the 
general  health  of  his  cows.  One  of  his  milkers 
was  a young  man  who  had  recently  recovered  from 
a prolonged  spell  of  “mountain  fever.” 

General  Cussedness  grumbled  when  he  was 
compelled  to  have  his  cows  tested  for  tuberculosis 
and  was  threatened  with  apoplexy  when  four  of 
his  best  milkers  reacted  to  tuberculin  and  were 
condemned  and  destroyed.  He  employed  men  who 
were  as  careless  as  himself  and  kept  them  at  work 
as  long  as  they  were  able  to  be  up  and  about,  re- 
gardless of  sore  throat,  cold  sores,  dysentery  and 
other  such  simple  maladies. 

At  milking  time  Mr.  Best  and  Mr.  Good 
cleaned  their  cows  and  drove  them  into  clean 
barns,  milked  them  and  turned  them  out  again 
into  sheds  filled  with  clean  straw.  Immediately 
after  each  milking  the  barns  were  cleaned  and  the 
feeding  for  the  cows  for  the  next  milking  put  into 
place.  In  this  manner  they  were  assured  that  each 
milking  time  found  the  air  of  the  barn  to  be  free 
from  odor  and  floating  particles  of  dust.  Their 
milkers  were  clad  *n  clean  suits  and  washed  and 
dried  the  udder  of  each  cow  before  milking  her. 
Their  milk  pails  were  of  the  approved  “small-top” 
type,  cleaned  and  sterilized  after  each  milking. 

The  cows  of  Mr.  Ignorance  were  dirty  and  the 
air  of  the  barn  was  dusty  and  had  a bad  odor. 
This  was  due  to  the  fact  that  the  cleaning  had 
been  done  and  the  feed  put  into  place  about  a 
half  hour  before  the  milking,  instead  of  imme- 
diately following  the  preceding  milking.  He  al- 
lowed the  cows  to  remain  in  the  barns  all  night  in 
uncomfortable  positions  and  with  an  insufficient 
supply  of  fresh  air.  The  milkers  wore  their  ordi- 
nary farm  clothes.  To  clean  the  udders  of  the 
cows  the  milker  squirted  a stream  of  milk  from 
one  teat  into  the  palm  of  his  hand,  washed  off  the 
udder  with  this,  and  dried  both  the  udder  and  his 
hands  on  a cloth  which  he  carried  for  the  pur- 
pose. 
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1 he  General  and  his  staff  drove  their  filthy 
cows  into  filthy  barns,  put  on  rubber  boots — they 
needed  them — and  went  to  work.  They  scorned 
such  a formality  as  washing  off  the  cows’  udders 
but,  as  the  udders  and  their  hands  were  dry  and 
slick,  each  man  furnished  the  necessary  lubrication 
in  the  well-known  manner,  most  approved  by  sons 
of  toil  and  professional  base-ball  players.  During 
the  milking  the  cows  pulled  hay  out  of  overhead 
hay  racks  and  produced  a steady  shower  of  dust 
which  tumbled  into  the  old  fashioned  wide 
mouthed  milk  pail,  along  with  such  filth  as  the 
milker’s  head  and  arms  might  dislodge  from  the 
flanks  of  the  cows. 

Mr.  Best  and  Mr.  Good  removed  from  the 
barn  the  milk  of  each  cow  as  soon  as  the  milker 
finished  with  her  and  cooled  it  immediately.  Mr. 
Ignorance  and  the  General  allowed  their  milkers 
to  pour  the  milk  from  the  milking  pails  into  ten 
gallon  cans  standing  wide  open  in  the  corner  of  the 
barn,  in  order  that  the  milk  might  absorb  all  of  the 
dust  and  stench  it  might  have  missed  during  the 
milking.  After  the  milking  Mr.  Ignorance  poured 
his  milk  through  his  $500  cooling  machine,  while 
the  General  placed  the  ten  gallon  cans  in  a pool 
of  water  near  the  flowing  well.  Under  ordinary 
circumstances  this  would  cool  the  milk  to  55°  F. 
in  about  seven  hours. 

Mr.  Best  and  Mr.  Good  kept  their  milk  cold 
until  delivered ; the  other  two  did  not.  To  sum 
up,  Mr.  Best  had  good  equipment  and  good 
methods.  Mr.  Good  poor  equipment,  the  lack  of 
which  was  offset  by  careful  methods  and  hard 
work.  Mr.  Ignorance  had  good  equipment  but 
did  not  know  how  to  use  it,  while  the  General  had 
nothing  but  faults. 

Examination  of  the  milk  of  these  four  producers 
would  have  shown  the  product  of  Mr.  Best  and 
Mr.  Good  to  be  clean  and  to  contain  fewer  than 
15,000  bacteria  per  cc.,  that  of  Mr.  Ignorance  to 
be  rather  dirty  and  contain  250,000  to  500,000 
bacteria,  and  that  of  the  General  to  be  filthy  and 
containing  millions  of  bacteria. 

The  town  supplied  by  these  men  was  of  about 
4000  people  and  the  local  health  officer  was  a 
physician.  He  would  not  have  been  guilty  of 
deliberately  conveying  typhoid  bacilli  to  a patient 
but  at  the  same  time  regarded  such  cases  as  a 
legitimate  source  of  income.  Besides  this,  he  did 
not  think  it  worth  while  to  attempt  to  control  the 
milk  supply  of  his  town,  because  he  would  be 
unable  to  equip  a laboratory  with  a $50  sterilizer, 
a $75  incubator,  etc. 
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This  is  the  attitude  of  most  health  officers  in 
small  towns  and  a foolish  one  it  is.  The  labora- 
tory has  absolutely  no  bearing  on  the  production 
of  clean  milk.  The  finest  milk  in  the  world  might 
be  produced  without  having  a laboratory  within 
a thousand  miles.  In  checking  up  results  obtained 
it  is  of  great  value  and  in  enforcing  ordinances 
and  securing  convictions  it  is  indispensable,  but 
the  lack  of  a laboratory  is  no  excuse  for  a health 
officer  to  offer  for  neglecting  to  control  the  milk 
supply  of  his  town.  It  is  equally  as  foolish  as  it 
would  be  for  a surgeon  to  refuse  to  put  up  a frac- 
ture because  he  had  no  x-ray  machine  with  which 
to  check  up  his  results,  or  for  the  physician  to 
refuse  to  give  a dose  of  nitroglycerin  because  he 
had  no  sphygmomanometer  to  record  the  fall  of 
blood  pressure.  Both  the  x-ray  and  the  sphygmo- 
manometer are  valuable  instruments  but  not  indis- 
pensable in  all  cases,  and  so  it  is  with  the  labora- 
tory. 

Fortunately  for  the  community  the  old  health 
officer  sold  out  and  departed  and  his  successor  wras 
a younger  man  with  a conscience,  with  high  ideals 
as  to  his  duty  to  the  community  and  with  a goodly 
supply  of  common  sense.  He  discovered  imme- 
diately that  eight  patients  with  typhoid  fever  had 
used  the  milk  from  the  dairy  of  Mr.  Ignorance, 
while  three  children  with  tuberculous  lesions  and 
five  with  gastrointestinal  troubles  had  been  fed  on 
milk  obtained  from  the  General.  Instead  of  con- 
gratulating himself  upon  having  twTo  such  revenue- 
producing  institutions  within  his  field  of  endeavor, 
he  learned  all  that  he  could  about  the  dairy  busi- 
ness and  sallied  forth  to  remedy  conditions,  de- 
spite his  lack  of  a well-equipped  laboratory.  His 
apparatus  consisted  of  a Wisconsin  sediment 
tester  and  his  kitchen  refrigerator. 

He  obtained  two  samples  of  the  milk  of  each 
producer,  placing  one  in  the  refrigerator  and  pour- 
ing the  other  through  the  sediment  tester.  The 
milk  of  Mr.  Best  showed  no  sediment ; that  of  Mr. 
Good  only  a trace  which  a magnifying  glass 
showed  to  be  sand  which  had  probably  been  car- 
ried into  the  bottle  by  the  water  used  for  washing; 
while  the  milk  of  Mr.  Ignorance  and  the  General 
showed  a heavy  sediment,  consisting  chiefly  of  cow 
manure.  The  samples  placed  in  the  refrigerator 
were  examined  the  following  morning  and  the 
milk  of  Mr.  Best  and  Mr.  Good  found  to  be 
sweet,  that  of  Mr.  Ignorance  was  slightly  turned, 
while  that  of  the  General  was  quite  sour.  This 
test  was  to  determine  the  keeping  quality  of  the 


milk  and  served  as  a means  of  roughly  estimating 
the  bacterial  content  of  the  milk. 

The  “cream  line”  on  the  bottles  showed  that 
each  sample  contained  a reasonably  good  amount 
of  butter  fat  but  this  feature  of  the  case  concerned 
the  health  officer  very  little,  as  he  realized  that 
the  richness  of  the  milk  had  little  or  no  bearing 
on  public  health.  The  house-wife  usually  knows 
wThen  milk  is  not  rich  in  butter  fat  and  as  a rule 
is  not  backward  about  expressing  her  views  to  the 
dairy  man. 

Armed  with  the  results  of  these  tests  and 
equipped  with  his  sediment  tester,  he  visited  the 
dairies.  At  Mr.  Best’s  he  had  no  suggestions  to 
offer,  but  on  the  contrary  received  several  hints 
which  were  of  value  to  him.  At  Mr.  Good’s  he 
had  little  to  criticize,  but  was  able  to  make  a few 
suggestions  which  when  carried  out  would  result 
in  considerable  saving  of  labor  to  the  dairy 
workers. 

At  the  dairy  of  Mr.  Ignorance  he  spent  con- 
siderable time — finding  the  owner  to  be  a rational 
man,  willing  to  learn.  He  suggested  that  the  cows 
be  turned  out  into  a shed  after  each  milking,  ex- 
plaining to  Mr.  Ignorance  that  the  cows  would  not 
freeze  in  the  winter  if  protected  by  a shed  from 
wind  and  wet  weather.  He  explained  the  ad- 
vantage of  cleaning  the  barn  and  putting  down  the 
feed  immediately  after  each  milking;  of  removing 
from  the  barn  the  milk  of  each  cow  as  soon  as  she 
was  milked.  He  made  a sediment  test  of  some  of 
the  milk  which  had  just  been  strained  in  a care- 
less manner  and,  when  Mr.  Ignorance  saw  the 
cow  manure  on  the  cotton  disc,  he  was  able  to  see 
at  once  the  need  for  improvement.  To  a man  of 
his  type  talk  of  high  bacterial  counts,  etc.,  would 
have  been  as  incomprehensible  as  the  binomial 
theorem,  but  the  sediment  test  was  conclusive.  Mr. 
Ignorance  was  surprised  to  learn  that  the  expensive 
apparatus  must  be  cleaned  as  carefully  as  the 
simpler  varieties,  but  promised  to  carry  out  all  of 
the  suggestions  which  the  health  officer  had  offered. 
He  kept  his  promise. 

With  General  Cussedness  it  was  different.  He 
knew  his  business  and  did  not  intend  to  let  any 
young  upstart  of  a doctor  tell  him  how  to  run  it. 
When  shown  the  sediment  test  he  was  not  at  all 
impressed,  said  “a  little  dirt  never  hurts  any- 
body” and  refused  to  believe  the  stories  about  ty- 
phoid, tuberculosis,  etc.  The  health  officer  soon  dis- 
covered that  the  only  way  to  impress  the  General 
was  through  his  purse  and  he  acted  accordingly.  He 
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carried  on  his  tests  weekly  and  published  the  re- 
sults, and  the  public  soon  realized  that  there  were 
three  good  dairies  and  one  poor  one.  The  General 
soon  lost  most  of  his  customers  and  decided  that 
it  was  less  bother  to  sell  his  milk  to  the  creamery, 
that  haven  of  refuge  for  the  lazy,  incompetent 
milk  producer. 

With  the  elimination  of  the  undesirable  the  work 
of  the  health  officer  was  simplified,  but  he  kept 
up  his  work  of  inspection.  He  visited  the  farms 
frequently,  investigated  all  cases  of  illness  occur- 
ring at  each  farm,  insisted  on  annual  tuberculin 
tests  of  the  cows  and  gave  freely  of  his  advice 
whenever  consulted.  As  the  town  grew  and  other 
dairies  were  started,  his  advice  was  valuable  and 
saved  the  owners  many  dollars  and  much  work. 
He  appreciated  throughout  the  value  of  a labora- 
tory and  in  time  acquired  one.  His  success  in  ob- 
taining an  adequate  supply  of  good  milk  was  due 
to  the  fact  that  he  was  able  and  willing  to  co- 
operate with  the  dairy  men.  He  had  only  one  city 
ordinance  under  which  to  work  and  that  was  one 
requiring  each  dairy  to  have  a permit  issued  by 
the  health  officer. 

He  told  them  what  to  do,  why  to  do  it  and  later 
how  to  do  it,  instead  of  adopting  a high  and 
mighty  police  officer  manner  and  saying,  “you  do 
thus  or  I will  put  you  out  of  business.”  An  order 
of  this  kind  does  not  produce  results  and  frequently 
draws  the  reply,  “all  right,  let’s  see  you  make 
me  do  it.” 

DISCUSSION. 

Dr.  Morrell:  I wish  to  emphasize  the  value  of 

the  Wisconsin  sediment  tester.  Two  years  ago  at 
our  Ogden  meeting  Dr.  Ashley  had  one  of  these. 
Immediately  I asked  the  commission  in  Provo  to 
furnish  us  with  one.  It  has  given  more  satisfaction 
than  everything  else  combined  for  the  production 
of  clean  milk.  Later,  in  Cleveland,  I found  they 
place  more  reliance  on  this  tester  than  they  do  on 
bacterial  counts.  It  is  simple,  easily  handled,  in- 
expensive and  efficient. 

Dr.  Tyndale:  I wish  to  express  to  Dr.  Ashley  the 

appreciation  of  the  State  Medical  Association  for 
the  excellent  work  he  has  done  in  giving  Salt  Lake 
City  clean  milk.  Those  of  you  who  have  not  given 
the  subject  thought  or  attention  do  not  appreciate 
the  amount  of  work  and  tact  required  to  make  an 
efficient  health  or  milk  officer. 

Dr.  Joyce:  One  of  the  most  important  things 

brought  out  in  this  paper  is  the  fact  that  a lot  of 
expensive  apparatus  is  not  needed  in  order  to  carry 
out  the  work  satisfactorily.  It  is  hard  to  impress 
on  a county  or  city  commission  the  advisability 
of  these  things  as  we  see  them.  The  physician, 
who  can  use  his  ingenuity  to  give  the  public  better 
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and  purer  milk  or  purer  food  without  going  through 
all  of  the  fine  work  required  in  a laboratory,  has 
done  a most  excellent  thing.  For  a man  to  carry 
out  this  work  as  Dr.  Ashley  has  requires  a lot  of 
nerve.  For  a health  commissioner  to  try  to  revolu- 
tionize a farmer’s  ideas  about  running  a farm  or 
dairy  makes  him  about  as  popular  as  a skunk  at 
a lawn  party.  Every  time  they  see  him  coming 
they  feel  like  getting  out  the  shotgun  and  dog  and 
chasing  him  off  the  premises. 

Dr.  Ashley,  in  closing:  Sometimes  physicians 

think  because  they  have  not  an  expensive  labora- 
tory at  hand  they  cannot  proceed  along  the  lines 
suggested,  and  the  farmers  think  the  same  thing. 
Two  or  our  very  best  dairies  in  Salt  Lake  have  the 
least  equipment.  The  dairymen  now  come  and  con- 
sult us  whenever  they  want  to  make  changes  in 
their  barns.  We  have  the  Bureau  of  Animal  Indus- 
try and  we  send  them  to  the  doctor  in  charge,  who 
shows  them  how  to  build  a barn  for  five  cow? 
cr  five  hundred.  In  regard  to  the  sediment 
tester  it  impresses  the  farmer  that  there  is  no 
question  about  the  sediment  being  there.  He  can 
see  the  cow  manure  right  in  front  of  him. 


A STUDY  OF  PILOCARPIN. 

By  R.  J.  Smith,  M.  D. 

BANCROFT,  IDA. 

Pilocarpin  is  a liquid  alkaloid  obtained  from 
pilocarpus  microphyllus  or  true  jaborandi,  with 
the  formula,  C«  Hie  N=  (X  existing  in  the  plant 
with  three  other  alkaloids,  two  of  which  at  least 
are  antagonistic.  The  relative  proportion  of  these 
in  the  crude  drug  varies  to  such  a degree  as  to 
make  the  galenical  preparations  most  unreliable. 
This  is  true  of  the  true  jaborandi  and,  of  course, 
much  more  so  of  the  many  other  varieties  of 
jaborandi  found  on  the  market.  This  important 
and  valuable  remedy  is  almost  unknown  to  the 
majority  of  physicians  or  known  simply  through 
its  action  as  a sialagog,  because  of  the  unreliabil- 
ity of  the  usual  preparations.  The  use  of  the  ac- 
tive principle,  however,  does  away  with  uncer- 
tainty and  we  find  that  its  field  of  action  is  very 
extensive. 

The  nitrate  of  pilocarpin  is  the  preparation  of 
the  active  principle  usually  used.  Hypodermically 
the  dose  is  gr.  1-12,  per  os  gr.  1-64.  It  may  be 
given  every  fifteen  minutes  to  effect,  if  sweating 
be  desired,  or  every  hour  or  two  for  sedative  effect. 

Pilocarpin  is  an  example  of  the  double  action 
of  a drug  through  modification  of  the  dose.  In 
a small  dose  it  cures  ptyalism;  in  larger  dose,  it 
is  opposite  in  action,  it  produces  ptyalism.  In 
small  dose  it  is  an  arterial  sedative,  lessening  rap- 
idity of  the  heart  action  and  reducing  temperature. 
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In  sthenic  cases  it  is  often  to  be  preferred  to  aconi- 
tin.  In  large  doses  it  is  antispasmodic,  as  in  rigid 
os  uteri.  It  produces  profuse  perspiration,  ptyal- 
ism,  sometimes  vomiting.  All  the  secretions  are 
augmented,  the  urine,  saliva,  sweat,  bile,  tears, 
gastric  juice,  milk  and  bronchial  mucus. 

Pilocarpin  is  useful  in  jaundice  to  relieve  itch- 
ing. Here  the  dose  is  small  and  continued  at 
intervals  to  effect.  As  a diaphoretic  it  is  un- 
equalled. In  acute  pulmonary  diseases,  due  to 
cold,  a full  dose  will  often  break  the  attack.  In 
acute  rheumatism,  also,  the  attack  may  be  jugu- 
lated by  a full  hypodermic  dose  of  gr.  1-12  to  1-6. 
It  relieves  the  acute  pain  and  the  swelling  very 
promptly.  It  is  a valuable  remedy  in  eclampsia, 
to  produce  free  elimination,  administering  vera- 
trin  to  reduce  the  pulse.  Also  in  uremia,  for  pilo- 
carpin not  only  increases  the  water  of  the  urine 
but  also  the  urea,  and  urea  is  thrown  off  in  quan- 
tity through  the  skin.  It  is  a positive  remedy  for 
all  muscular  pains.  Lumbar  myositis,  lumbago,  is 
often  relieved  by  a full  dose  when  other  remedies 
fail.  Pleurodynia  and  torticollis  are  benefited, 
as  are  severe  abdominal  pains  of  a colicky  nature. 
It  will  jugulate  an  attack  of  parotitis.  Hiccough 
is  frequently  stopped  by  a timely  dose.  Pleurisy 
is  rapidly  relieved  by  pilocarpin,  in  conjunction 
with  bryonin. 

In  the  eruptive  fevers,  with  slowness  of  develop- 
ment of  the  eruption,  pilocarpin  is  indicated.  It 
is  a specific  in  erysipelas  of  the  sthenic  type.  It 
is  one  of  the  best  means  for  breaking  the  chill  of 
malaria.  Asthma,  pertussis,  edema  of  the  glottis, 
mania,  dryness  of  the  mouth  from  any  cause,  are 
all  very  successfully  treated  by  pilocarpin.  In 
eye,  ear,  nose  and  throat  diseases  it  has  an  import- 
ant place.  In  serous  iritis,  plastic  and  traumatic 
iritis,  in  rheumatic  iritis,  it  absorbs  the  exudate, 
rapidly  and  relieves  the  patient  of  his  discomfort. 
In  traumatism  of  the  eye,  with  effusion  of  blood 
into  the  aqueous  or  vitreous,  in  retinal  hemor- 
rhages and  separation  of  the  retina,  it  has  seemed 
to  be  of  use,  causing  absorption  of  the  blood.  In 
some  cases  of  deafness  it  has  either  lessened  the 
amount  of  deafness  or  cured  it  entirely.  It  is  often 
useful  in  tonsilitis  in  the  early  stages.  In  atrophic 
rhinitis  and  laryngitis  it  relieves.  It  stimulates 
the  growth  of  the  hair,  applied  locally  and  given 
internally  and  is  said  to  darken  it  in  color.  It 
removes  serous  effusions  and  is  indicated  when 
there  is  dryness  of  the  tissues  or  atrophy  of 
mucous  structures.  Pilocarpin  is  antagonistic  to 


atropin  and,  if  too  profuse  action  of  the  former 
occurs,  atropin  will  counteract  that  effect.  It  is 
contraindicated  in  weak  heart  or  depression. 


CLINICAL  REPORT. 

TRANSVERSE  RUPTURE  OP  BICEPS  MUSCLE. 
By  F.  E.  Boyden,  M.  D.,  and  G.  L.  Boyden,  M.  D. 

PENDLETON,  ORE. 

In  looking  over  the  literature  we  have  been  un- 
able, with  a somewhat  limited  library,  to  find  any 
case  report  of  a transverse  rupture  of  the  fleshy 
portion  of  the  biceps  of  the  arm,  although  several 
cases  are  reported  of  a rupture  of  the  tendinous 
portion. 

B.  G.,  male,  age  23  years,  single,  was  injured  in 
the  stage  coach  race  at  the  Pendleton  “Round  Up” 
Sept.  24,  1914,  when  the  coach  turned  over.  Was 
seen  by  us  about  three  minutes  after  the  injury, 
when  there  appeared  a depression  in  the  left  arm, 
between  the  separated  ends  of  the  fleshy  portion 
of  the  biceps  muscle.  The  humerus  could  be  easily 
felt.  The  patient  was  taken  to  St.  Anthony’s  Hos- 
pital and  again  seen  about  one  hour  later,  when 
the  depression  was  filled  in  and  swollen  so  that 
the  cut  ends  could  not  be  felt.  The  swelling  fluc- 
tuated, showing  it  to  be  fluid.  Patient  complained 
of  much  pain.  He  was  next  seen  the  following 
morning,  at  which  time  an  operation  was  advised. 

Operation  Sept.  25.  We  found  the  skin,  sub- 
cutaneous tissue,  muscle  sheath  and  humerus  with- 
out injury,  but  the  fleshy  belly  of  the  biceps  muscle 
was  divided  transversely,  all  fibres  being  separated. 
Upon  opening  the  sheath  about  6 ounces  of  dark 
blood  run  out.  By  means  of  several  mattress  su- 
tures the  separated  edges  were  brought  together 
and  the  wound  closed  without  drainage,  the  arm 
being  put  up  in  flexion  and  bound  to  the  chest. 
This  dressing  was  left  on  for  one  week  when  the 
arm  was  simply  carried  in  a sling.  There  was 
some  discharge  of  serum  for  three  weeks,  when 
the  patient  was  discharged. 

Dec.  12  patient  reported.  The  arm  had  re- 
gained its  former  strength  and  the  depression 
caused  by  the  injury  had  filled  in  nearly  to  size 
of  other  arm. 


Wassermann  Reaction.  T.  H.  Weisenburg,  Phila- 
delphia (Journal  A.  M.  A.,  March  20,  1915),  says 
it  seems  to  him  that  physicians  have  placed  too 
much  dependence  on  the  Wassermann  reaction,  and 
neglected  too  much  the  clinical  diagnosis.  He  has 
come  to  the  conclusion  that  the  percentage  of  er- 
rors in  the  diagnosis  of  the  specific  diseases  of  the 
nervous  system  were  no  greater  in  the  pre-Wasser- 
roann  days  than  at  the  present  time,  when  an  equal 
number  of  mistakes  are  made  by  depending  too 
much  on  the  serum  test.  The  clinician  should  re- 
gard the  Wassermann  test  as  a symptom  aiding 
the  diagnosis,  but  not  as  its  principal  factor.  In  a 
rather  large  experience  with  serologists  in  private 
and  hospital  practice,  he  has  come  to  the  conclu- 
sion that  it  makes  a great  deal  of  difference  who 
performs  the  test.  Serology  should  not  be  a side 
issue,  but  should  be  the  main  work  of  any  one  who 
takes  it  up;  secondly,  with  the  various  reagents 
and  technics  used  by  different  individuals,  it  is  not 
at  all  infrequent  to  have  different  reports  on  the 
same  specimen,  and  uniform  results  can  be  ob- 
tained only  when  we  have  uniform  technic  and  re- 
agents. He  does  not  wish  to  be  understood  to  mean 
that  he  undervalues  the  Wassermann,  but  it  is  not 
an  infallible  test.  The  clinical  symptoms  should 
be  the  first  and  last  word  in  the  diagnosis. 
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EDITORIAL 

WASHINGTON  MEDICAL 
LEGISLATION 

The  medical  results  of  the  recent  session  of  the 
Washington  legislature  are  noticeable  from  a nega- 
tive standpoint,  in  that  nothing  was  enacted  into 
law  materially  affecting  medical  practice.  The 
act  legalizing  drugless  healers  passed  both  the 
Senate  and  the  House  with  liberal  majorities,  fos- 
tered by  the  widespread  and  active  support  the 
measure  received  from  many  parts  of  the  state, 
aided  by  the  spasmodic  and  indifferent  opposition 
from  the  unorganized  medical  profession  and  a 
few  of  the  laity.  Thanks  to  the  good  judgment 
and  discretion  of  Governor  Lister,  the  bill  was 
vetoed  after  the  legislature  had  adjourned  on  the 
grounds  that  such  a bill  was  uncalled  for  and 
tended  to  vitiate  the  medical  practice  act.  As  a 
result  of  a similar  exercise  of  the  veto  power  the 
first  aid  measure,  intended  to  supplement  the  In- 
dustrial Insurance  Act,  was  killed,  although  it 
easily  passed  both  branches  of  the  legislature. 
This  bill  was  prepared  by  the  manufacturers’  as- 
sociation but  met  the  disfavor  of  the  governor  be- 
cause it  provided  for  a period  of  ten  days  before 
the  injured  workmen  should  receive  compensa- 
tion, also  on  account  of  the  compensation  fund 
being  administered  by  the  manufacturers  instead 
of  the  state  and  that  it  discriminated  against  the 
smaller  manufacturer  in  favor  of  the  larger  em- 
ployer. This  result  has  been  received  with  favor 
by  the  medical  profession  at  large,  since  the  bill 
provided  for  universal  contract  practice  instead 
of  distributing  the  work  among  the  physicians  of 
the  state.  The  amendment  to  the  medical  act, 
fathered  by  Dr.  Ghent,  was  enacted  into  law. 
It  adds  an  eighth  clause  to  the  definition  of  un- 
professional medical  conduct  by  prohibiting  a con- 
spiracy on  the  part  of  one  physician  to  obtain 
money  from  or  injure  the  reputation  of  another 
practitioner.  The  bill  to  license  midwives  passed 
the  Senate  but  failed  to  get  through  the  House. 
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The  so-called  vital  statistics  act,  prepared  by 
the  State  Board  of  Health,  was  enacted  into  law. 
It  provides  for  redistricting  the  state  outside  of 
first,  second  and  third-class  cities,  each  district  to 
be  in  charge  of  a district  health  officer.  This  sys- 
tem will  supplant  the  present  county  health  offi- 
cers, providing  equable  distribution  of  territory 
and  work  on  the  part  of  these  officers.  The  board 
of  health  bill  which  gave  it  supervision  over  the 
sources  of  water  supply  and  the  sewage  arrange- 
ments of  the  state  passed  the  House,  but  at  the 
very  end  of  the  session  failed  to  get  on  the  Senate 
calendar.  The  medical  profession  has  occasion 
once  more  to  observe,  from  the  experiences  of  this 
legislative  session,  that  if  it  ever  expects  to  attain 
or  prevent  legislation  in  which  it  is  interested, 
such  results  can  be  accomplished  only  by  organ- 
ized efforts,  initiated  at  an  early  date  and  con- 
tinued persistently  by  a united  body. 


THE  IDAHO  LEGISLATIVE  SESSION. 

The  thirteenth  session  of  the  Idaho  legislature, 
just  adjourned,  accomplished  very'  little  in  the 
way  of  needed  legislation  and  a goodly  portion  of 
the  bills  passed  were  vetoed  by  Governor  Alex- 
ander. The  medical  profession  has  reason  to  thank 
the  governor  for  vetoing  the  Workmen’s  Com- 
pensation Act  (H.  B.  No.  151),  the  usual  bi-en- 
nial  effort  (S.  B.  No.  9)  to  get  a universal  reci- 
procity amendment  to  our  medical  practice  act,  and 
a bill  (S.  B.  No.  8)  relating  to  physicians  and 
surgeons  giving  confidential  testimony.  On  the 
other  hand,  the  profession  has  cause  to  criticise  the 
governor’s  action  in  vetoing  S.  B.  Nos.  192  and 
193,  proposed  amendments  to  our  medical  practice 
act  making  it  unlawful  for  any  physician  or  other 
person,  institution,  etc.,  to  advertise  in  any  man- 
ner the  treatment  or  curing  of  venereal  or  private 
diseases,  or  lending  his  name  to  any  person,  insti- 
tution, etc.,  for  such  practice.  Particularly  of- 
fensive has  been  his  attempt  to  oust  the  secretary 
of  the  State  Board  of  Health  by  vetoing  that  part 
of  the  appropriation  bill  providing  for  his  salary 
and  office  expenses.  Just  at  the  present  the  of- 
ficial status  of  the  secretary  is  receiving  much  news- 
paper notoriety,  owing  to  a bitter  personal  alterca- 
tion between  the  governor  and  Dr.  Falk,  which 
so  far  has  resulted  in  a draw,  the  secretary  refus- 
ing to  comply  with  the  governor’s  indirect  re- 
quest to  resign  and  the  governor  vetoing  his  ap- 
propriation. The  secretary  claims  that  a continu- 
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ing  appropriation  provides  for  his  salary  and  of- 
fice expenses  in  spite  of  the  veto,  while  the  gov- 
ernor and  his  friends  claim  there  will  be  no  funds 
available  for  the  secretary’s  salary  and  expenses. 
An  action  in  court  will  no  doubt  be  required  to 
convince  one  or  the  other  that  he  is  wrong.  Pro- 
vision has  been  made,  however,  for  continuing  the 
excellent  work  of  the  bacteriological  laboratory 
and  other  departments  of  the  public  health  work. 

The  state  now  has  a law  requiring  physicians  to 
pay  an  annual  license  fee  of  one  dollar  to  the 
state  board  of  medical  examiners  (S.  B.  No.  197, 
by  committee  on  public  health,  passed  and  ap- 
proved). On  January  1,  1916,  Idaho  will  become 
one  of  the  dry  states,  probably  the  driest  of  them 
all,  as  the  recent  legislature  passed  one  of  the  most 
stringent  of  prohibition  laws. 


MEDICAL  LEGISLATION  IN  UTAH. 

The  recent  legislature  had  for  consideration 
several  bills  that  had  a bearing  on  the  practice 
of  medicine.  Perhaps  the  most  iniquitous  was 
S.  B.  No.  84,  providing  for  the  licensing  of 
drugless  healers.  This  bill  had  many  of  the 

usual  features  of  such  bills,  such  as  a separate 
board  of  examiners,  marked  reduction  in  prelimi- 
nary educational  requirements  and  included  all 
the  “practics”  who  finish  their  course  in  six  to 
ten  weeks.  The  preliminary  educational  require- 
ments were  “two  years  or  more  in  a public  high 
school,”  certainly  a very  flexible  term.  This  bill 
received  the  fate  it  so  richly  deserved  in  the 
Senate  Committee  on  Public  Health  and  Labor 
by  being  unfavorably  reported.  S.  B.  No.  144 
along  the  same  lines  as  the  above  failed  in 
passage.  S.  B.  No.  194,  creating  a Commission 
for  Investigating  Provision  for  the  Mentally 
Deficient,  passed  both  houses  and  has  been  signed 
by  the  governor.  This  bill  marks  a step  forward 
in  that  the  legislature,  at  its  next  meeting,  will 
have  before  it  accurate  data  on  which  to  base 
action.  That  an  institution  for  this  class  of  de- 
fectives is  needed  no  one  will  doubt  who  has 
given  the  subject  any  thought.  Another  good 
measure  to  receive  favorable  action  was  S.  B. 
No.  247,  making  the  Secretary  of  the  State  Board 
of  Health  a full  time  officer  and  increasing  his 
renumeration. 

In  summing  up  legislative  action  we  can  say 
that  no  bills  passed  that  will  tend  to  lower  our 
present  standard  or  bring  into  the  state  men  who 


are  less  competent  to  treat  the  sick  than  our  pres- 
ent act  provides  for.  We  have  also  been  fortunate 
in  having  a governor  of  high  ideals  and  one  who 
has  always  stood  for  what  was  best  in  medical 
education.  We  feel  that  the  people  of  the  state 
have  cause  for  thankfulness  in  that  no  standards 
were  lowered. 


THE  WRITING  OF  MEDICAL  PAPERS. 

In  view  of  the  approach  of  the  session  for  meet- 
ings of  our  large  medical  bodies  and  the  fact  that 
many  of  our  physicians  will  feel  called  upon  to 
prepare  papers  to  be  read  at  these  meetings,  it  is 
timely  to  offer  a few  suggestions  concerning  the 
preparation  of  the  average  medical  paper.  It  can- 
not be  too  often  impressed  upon  the  profession 
that  prolix,  long  drawn-out  papers  are  the  bane 
of  medical  meetings.  The  acceptable  and  success- 
ful writer  is  one  who  expresses  himself  concisely 
and  accurately  in  a comparatively  small  number 
of  pages.  The  writer  who  occupies  an  undue 
amount  of  space  is  unjust  to  the  other  members 
on  the  program,  wearies  his  audience  and  fails  to 
make  a lasting  impression.  Perhaps  the  most  ob- 
jectionable feature  of  a paper  is  the  excessive  pre- 
sentation of  symptoms,  diagnostic  features  and 
modes  of  treatment  abstracted  from  the  text- 
books. If  these  be  briefly  summarized  and  one’s 
time  be  chiefly  devoted  to  new  features  which 
present  themselves  less  commonly  to  the  profession, 
an  interest  will  probably  be  excited  which  will  en- 
hance the  author’s  prestige  and  gratify  his  au- 
dience. 

Since  most  of  the  papers  read  before  societies 
are  commonly  published,  the  editor  takes  a lively 
interest  in  the  matters  above  discussed.  He  re- 
ceives with  delight  a short,  pithy  and  well-digested 
paper,  knowing  that  it  will  be  received  with  pleas- 
ure by  his  readers.  The  ordinary  paper  of  undue 
length  he  receives  with  misgivings  and  hesitates 
about  its  publication.  It  often  seems  necessary 
to  return  such  to  the  writer  for  condensation  or 
else  he  assumes  the  responsibility  of  abbreviating 
it  himself.  In  either  case  the  writer  is  generally 
disturbed  and  is  apt  to  receive  ungraciously  sug- 
gestions of  curtailing  his  production,  although  this 
course  may  seem  advisable.  In  this  connection  it 
is  noticeable  that  papers  published  from  the  pens 
of  the  leaders  of  our  profession  are  usually  of  the 
character  herein  advocated,  which  thereby  might 
be  taken  as  a model  by  all  of  us. 
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EDITORIAL. 


THE  SEVENTH  PAN-AMERICAN 
CONGRESS. 

Coincident  with  the  meeting  of  the  American 
Medical  Association  at  San  Francisco  in  June, 
"here  will  also  be  held  gatherings  of  various  medi- 
cal bodies.  One  of  the  most  important  for  all  of 
America  is  the  Pan-American  Congress,  which 
meets  June  17-21.  It  embraces  delegates  from  all 
of  the  republics  of  Central  and  South  America 
and,  therefore,  will  have  a widespread  significance. 
The  first  Pan-American  Congress  was  held  in  the 
United  States  in  1893,  all  the  others  having  been 
held  in  the  Latin-American  countries.  It  is  ex- 
pected this  will  be  the  most  successful  of  all.  The 
congress  meets  in  seven  sections,  covering  all 
branches  of  medicine  and  surgery.  All  members 
of  the  organized  medical  profession  are  eligible 
to  membership  on  the  payment  of  a $5  fee,  which 
entitles  one  to  a set  of  the  transactions.  The  treas 
urer  is  Dr.  Henry  P.  Newman,  of  San  Diego, 
Cal.,  to  whom  application  for  membership  should 
be  sent. 


MEDICAL  NOTES 


OREGON. 

Laboratories  Combined.  The  city  council  of  Port- 
land has  approved  the  plan,  originated  by  Dr.  Mar- 
cellus,  to  combine  the  bacteriologic  laboratories  of 
the  city  and  state.  This  does  away  with  a consid- 
erable amount  of  duplication  of  work  and  will  save 
about  $3,700  a year  to  the  taxpayers. 

Antivaccinationists  Still  Active.  The  decisive  de- 
feat which  was  administered  by  the  legislature  to 
the  narrow  and  reactionary  Moser  bill,  designed 
to  prevent  the  use  of  vaccine  and  curative  serums, 
seems  to  have  passed  unnoticed  by  the  antivaccina- 
tionists. Mrs.  Little,  one  of  the  more  rabid  of  this 
cult,  has  already  started  an  attempt  looking  toward 
a repeal  of  the  present  law  concerning  vaccination. 

Physician  to  Soldiers’  Home.  Dr.  E.  B.  Stewart, 
of  Roseburg,  has  been  appointed  by  the  State  Board 
of  Control  as  physician  for  the  Soldiers’  Home,  to 
succeed  Dr.  E.  B.  Hoover,  who  has  resigned. 

The  Wasco  Hospital  was  badly  damaged  by  fire 
in  the  early  part  of  March.  No  patients  were  In 
the  hospital  at  the  time  and  the  owner  and  attend- 
ants escaped  without  injury.  The  loss  amounted 
to  about  $6,000. 

Smallpox  Epidemic.  The  epidemic  of  smallpox  at 
Seaside  is  now  well  under  control.  About  thirty 
cases  were  reported,  of  which  only  three  or  four 
were  severe. 
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New  Scries. 

WASHINGTON. 

School  for  the  Blind.  The  state  legislature  has 
appropriated  $75,000  for  the  School  for  the  Blind,  at 
Vancouver.  The  $40,000  which  was  asked  for  a 
new  building  for  the  School  for  the  Deaf,  however, 
has  been  refused. 

Physician  an  Inventor.  Dr.  A.  S.  Oliver,  super- 
intendent of  the  Eastern  Washington  Hospital  for 
the  Insane,  is  recognized  by  the  authorities  at 
Washington  as  an  inventor  and  has  been  granted 
a patent  for  an  automatic  gasoline  dispenser. 

The  Washington  State  Organization  of  Public 
Health  Nurses  held  a meeting  in  Seattle,  March  3. 
The  meeting  was  addressed  by  Dr.  J.  E.  Crichton, 
Miss  M.  E.  Durkin  and  others. 

Doctors  Convicted.  Dr.  P.  B.  Warwick,  a Seattle 
physician,  has  been  found  guilty  of  practising  with- 
out a license  and  was  fined  $200  and  costs.  Dr. 
Annie  Russell,  of  Seattle,  also  was  found  guilty  by  a 
jury,  seven  of  which  were  women,  of  performing 
criminal  abortion. 

Typhoid  Among  Indians.  There  is  said  to  be  an 
epidemic  of  typhoid  in  the  district  north  of  the 
Tahola  Indian  Reservation.  The  report  was  brought 
by  the  skipper  of  a power  boat,  who  states  there 
is  no  doctor  in  that  section  and  the  roads  are  so 
bad  that  it  is  almost  impossible  for  physicians  to 
reach  it. 

Tuberculin  Test  for  Cattle.  The  new  state  law 
which  provides  for  tuberculin  testing  of  cattle 
throughout  the  state  has  been  well  received  by 
dairymen.  It  permits  a dairyman  to  apply  to  the 
state  veterinarian  for  this  test  if  he  desires  his 
herds  to  be  tested,  and  also  makes  provision  toi 
quarantine  and  isolation  if  he  prefers  that  instead 
of  a test.  A fund  has  been  provided  for  reimburs- 
ing dairymen  for  the  destruction  of  such  cattle  as 
may  be  necessary. 

The  Raymond  General  Hospital  has  been  closed, 
the  business  having  been  transferred  to  the  River- 
view  Hospital  of  that  city.  Dr.  George  Overmeyer, 
who  built  and  operated  the  hospital,  expects  to 
leave  for  the  East  in  the  near  future  and  may  pos- 
sibly retire  to  farm  life  in  Maryland. 

Cannot  Abolish  County  Coroner.  The  law  passed 
ai  the  last  session  of  the  legislature  abolishing  the 
office  of  county  coroner  in  certain  counties  has 
been  held  unconstitutional  by  the  superior  court 
of  Snohomish  County.  The  decision  will  be  re- 
viewed by  the  Supreme  Court. 

American  Red  Cross  Doctor.  Dr.  W.  D.  Kirk- 
patrick, of  Bellingham,  left  on  March  9 to  accept 
a position  with  the  American  Red  Cross  and  has 
been  sent  to  Belgrade. 

Broken  Clavicle.  Dr.  W.  E.  White,  of  Spokane, 
received  a broken  collar  bone  when  his  automobile 
was  overturned  on  the  Division  Street  bridge.  The 
doctor  was  dazed  when  found  and  was  unable  to 
explain  how  the  accident  happened. 

Dr.  M.  Myers,  of  Davenport,  has  left  for  a visit 
in  the  East,  during  which  he  will  take  postgraduate 
work,  returning  later  by  way  of  the  Panama  Canal. 
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Dr.  L.  P.  Murphy,  of  Pasco,  has  located  in  Bel- 
lingham, where  he  has  taken  a contract  with  a large 
lumber  company. 

Dr.  Robert  Du  Bois,  formerly  of  Ephrata,  has 
returned  to  his  home  in  Auburn,  where  he  will 
practise. 

Dr.  H.  Mitchel,  of  Odessa,  has  been  operated  on 
in  Spokane  for  ulcer  of  the  stomach. 

Dr.  C.  E.  Whitney,  formerly  of  Buckley,  has  lo- 
cated in  Sumner. 


OBITUARIES. 

Dr.  J.  N.  Hannaford  died  at  Mount  Vernon,  Wash., 
March  6,  from  diabetes,  at  79  years  of  age.  He 
was  born  in  Devonshire,  England,  in  1836.  At  the 
age  of  9 years  he  moved  with  his  parents  to  the 
United  States,  settling  near  Cincinnati,  Ohio.  For 
a number  of  years  he  was  engaged  in  the  drug 
business  and  later  graduated  from  Rush  Medical 
College.  He  practised  in  Indiana  and  Kansas,  com- 
ing to  Mount  Vernon  in  1905.  He  was  held  in  high 
esteem  by  a wide  circle  of  friends  in  that  city  ana 
vicinity. 

Dr.  F.  C.  Sellwood  died  at  Sellwood,  Ore.,  March 
6.  He  was  41  years  of  age  and  had  recently  moved 
to  Portland  from  Tigard. 


REPORTS  OF  SOCIETY  MEETINGS 

OREGON. 

PORTLAND  CITY  AND  COUNTY  MEDICAL 
SOCIETY. 

Pres.,  K.  A.  J.  Mackenzie;  Sec.,  G.  S.  Whiteside. 

Meeting  of  the  Portland  City  and  County  Medical 
Society,  held  in  the  new  quarters  in  the  Morgan 
Building,  March  3,  1915.  President  Mackenzie  in 
the  chair.  The  minutes  of  last  meeting  read  and 
approved. 

The  following  members  were  present:  Drs. 

Moore,  Rybke,  Coe,  A.  Johnson,  Else,  Nichols, 
Kiehle,  O’Day,  Browning,  E.  Myers,  Stevenson, 
E.  B.  McDaniel,  Bodine,  Bilderback,  Gellert,  Mason, 
Sommer,  Mackay,  Barbee,  Ricen,  Menzies,  McCool, 
Chalmers,  Payne,  Greene,  McClure,  Nunn,  Koehler, 
Bristow,  Tucker,  White,  Pettit,  Buck,  Watts,  An- 
derson, Benyas,  McGinn,  Wellington,  Booth,  A.  E. 
Rockey,  H.  B.  Myers,  Wight,  Strohecker  and  Hen- 
ton. 

Motion  by  Dr.  O'Day  that  the  election  of  those 
applications  for  membership  whose  names  were 
read  at  the  previous  meeting  be  postponed  until 
the  next  regular  meeting  of  the  society.  Carried. 

Proposed  for  membership:  Drs.  J.  A.  Pargon, 

F S.  Post,  S.  P.  Bittner,  I.  N.  Palmer,  E.  F.  Balcom, 
J.  E.  Kane,  A.  F.  Lawrence,  C.  O.  Boyer,  J.  M.  P. 
Chalmers,  A.  L.  Berkley,  Daniel  Grant,  A.  E.  Kidd, 
J.  P.  Tamiesie,  J.  H.  Besson,  A.  C.  VanCleave,  E.  W. 
Morse,  J.  J.  McCauley,  F.  P.  Firey,  J.  F.  Donnelly, 
A.  T.  Yeilding,  H.  D.  Moore,  J.  A.  Applewhite, 
W.  E.  Cass,  D.  H.  Jessup. 

Paper. 

Some  Fundamental  Innovations  in  Clothing.  By 
Dr.  R.  G.  Hall.  He  described  the  use  of  fenestrated 


and  the  transparent  celluloid  suits  in  the  treatment 
of  tuberculosis  in  children.  Since  layer  of  air  is 
the  best  conserver  of  warmth,  the  transparent  por- 
tion is  held  away  from  the  skin  by  balls  of  cotton 
or  wool.  Dr.  Hall  points  out  the  possibility  of 
using  this  type  of  garment  exposing  the  thorax 
and  abdomen  or  the  entire  trunk  and  demon- 
strates the  advisability  of  providing  for  ventila 
tion.  He  illustrates  his  point  by  drawings  and  by 
the  exhibition  of  two  patients,  wearing  this  form 
of  clothing. 

Discussion  opened  by  Dr.  Else,  who  says  the  use 
of  light  in  tuberculous  joints  and  peritonitis  is  of 
unquestioned  value.  Dr.  R.  Fenton  says  that  tu- 
berculosis in  savages  is  due  more  to  their  dirty 
methods  of  living.  Pigmented  skin  shuts  out  the 
light.  Dr.  Ricen  has  seen  brilliant  results  in  the 
treatment  of  tuberculosis  by  light  in  Luzern. 

Dr.  Green  called  attention  to  the  volume  by  Dr. 
Woodruff  on  the  therapeutic  value  of  light  in  white 
people.  Paper  further  discussed  by  Drs.  Watts, 
Bristow  and  Hall. 

Dr.  Strohecker  complains  that  reports  on  acci- 
dents made  to  the  Workman’s  Compensation  Com- 
mission are  not  kept  confidential.  Dr.  McCool  says 
the  matter  has  been  discussed  at  ophthalmological 
society.  It  was  voted  that  a committee  be  ap- 
pointed by  the  chair  to  consider  this  matter  and 
report  to  the  society. 

Dr.  O’Day  reports  two  interesting  cases  upon 
whom  thyroidectomy  was  done,  resulting  in  com- 
plete recovery  from  glycosuria  which  had  been 
constantly  present  before.  No  such  cases  are  re- 
ported by  Mayo  or  Porter,  both  were  cases  of  true 
diabetes  mellitus. 

Dr.  Kiehle  discussed  methods  of  securing  new 
members,  having  secured  about  forty  himself. 

Dr.  Sommer  believes  that  the  Harrison  anti- 
narcotic act  embarrases  the  hospitals.  On  his  mo- 
tion it  was  voted  that  the  chair  appoint  a com- 
mittee to  look  into  the  act  and  report  to  the  so- 
ciety. 

Metting  adjourned  to  the  building  of  the  Home 
Telephone  Company,  where  very  interesting  dis- 
cussion of  roads  and  road  building  was  presented 
by  Mr.  Samuel  Hill,  during  which  he  showed  his 
colored  views  of  the  Columbia  highway  and  ex- 
hibited one  of  his  globes  of  the  world. 

It  was  voted  that  the  society  adopt  resolutions 
urging  the  retention  of  Major  Henry  L.  Bowlby  as 
state  highway  engineer  and  that  a copy  of  these 
resolutions  be  transmitted  to  the  governor  and  the 
state  highway  commissioner. 


The  second  meeting  of  the  society  was  held 
March  17,  President  Mackenzie  in  the  chair.  Fifty- 
three  members  present. 

Elected  to  membership:  Drs.  Daniel  Grant,  H.  D. 

Haskins,  F.  R.  Mount,  H.  V.  Adix,  H.  B.  Myers, 
R.  W.  Cohill,  T.  J.  Fox,  J.  G.  Abele,  M.  G.  McCorkle, 
H.  M.  Hendershott,  E.  A.  Noyes,  O.  F.  Akin,  C.  J. 
Smith,  J.  R.  Robinson,  L.  C.  Roberts,  A.  J.  Brown- 
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ing,  C.  B.  Frisbie,  J.  H.  Carrico,  H.  C.  Miller,  J.  W. 
Laughlin,  Geo.  W.  King,  J.  A.  Applewhite,  W.  E. 
Cass,  D.  H.  Jessop,  J.  A.  Pargon,  F.  S.  Post,  S.  P. 
Bittner,  I.  N.  Palmer,  E.  F.  Balcom,  J.  E.  Kane,  J.  F. 
McCauley,  E.  W.  Morse,  A.  C.  VanCleave,  J.  H. 
Besson,  J.  P.  Tamiesie,  A.  E.  Kidd,  A.  L.  Berkley, 
J.  M.  P.  Chalmers,  H.  T.  Lawrence,  C.  O.  Boyer, 
Frank  P.  Firey,  J.  F.  Donnelly,  A.  T.  Yeilding,  H.  B. 
Moore,  A.  S.  Torrens. 

Proposed  for  membership:  Drs.  Hugh  William- 

son, G.  E.  Anderson,  J.  H.  Cramer,  Daniel  Meyers, 
H.  M.  Patton,  R.  S.  Fisher. 

Paper. 

X-ray  as  an  Aid  in  Study  of  Pulmonary  Tubercu- 
losis. By  Dr.  Ray  Matson.  X-ray  diagnosis  of  tu- 
berculosis in  children.  Shows  excellent  plates  and 
describes  conditions  found  by  clinical  examination 
and  by  autopsy  in  one  case  and  the  specimen  was 
also  shown. 

Dr.  Coffen  is  impressed  with  the  need  of  con- 
stant experience  in  examination  of  cases.  In  x-ray 
diagnosis  its  usefulness  is  limited  chiefly  to  those 
where  fibrosis,  calcification  or  cavity  formation  is 
present.  Theories  of  origin  of  infection. 

Dr.  Ralph  Matson  shows  two  cases  of  chronic 
tuberculosis  as  shown  by  x-ray  plates. 

Dr.  Bettman  shows  one  case  of  sarcoma  of 
lung,  x-ray  plate. 

Dr.  Sears  presents  plate.  Interpretation  of  phy- 
sical signs  and  also  x-ray  plates  is  often  extremely 
difficult. 

Dr.  Baar  says  syphilis  of  the  lung  often  gives 
similar  signs  to  tuberculosis. 


CENTRAL  WILLAMETTE  MEDICAL  SOCIETY. 
Pres.,  W.  T.  Johnson,  M.D. ; Sec.,  R.  L.  Bosworth,  M.D. 

The  regular  quarterly  meeting  of  the  Central 
Willamette  Medical  Society  was  held  in  Albany, 
Ore.,  March  4,  1915.  The  meeting  was  opened 
with  a five-course  banquet  at  the  Hotel  Albany 
at  7:30  P.  M. 

Papers. 

Pitutrin  in  Obstetrics.  By  Dr.  Edward  J.  Labbe, 
of  Portland. 

The  paper  was  exceedingly  fine  and  of  great 
benefit  to  all  present. 

Discussion  was  opened  by  Dr.  W.  H.  Davis,  of 
Albany. 

Inflammatory  Diseases  of  the  Eye.  By  Dr.  Sher- 
man E.  Wright,  of  Portland. 

Discussion  led  by  Dr.  O.  R.  Gullion,  of  Eugene. 

Clinical  Cases. 

Acute  Dacryocystitis.  An  operative  case  of 
this  condition  was  presented  by  Dr.  Wright,  of 
Portland. 

A clinical  case  for  diagnosis  was  presented  by 
Dr.  Ellis,  of  Albany. 

Dr.  R.  B.  Miller,  of  Lebanon,  and  Dr.  H.  Garn- 
jobst,  of  Halsey,  were  elected  to  membership. 

The  next  meeting  will  be  held  in  Lebanon  June  3. 
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WASHINGTON. 

KING  COUNTY  MEDICAL  SOCIETY. 

Pres.,  G.  S.  Peterkin,  M.D.;  Sec.  A.  C.  Martin,  M.D. 

The  first  regular  semi-monthly  meeting  of  King 
County  Medical  Society  was  held  in  the  Chamber 
of  Commerce,  Seattle,  Wash.,  March  1,  1915,  being 
called  to  order  by  the  president.  Minutes  of  the 
previous  meeting  were  read  and  approved.  About 
80  members  were  present. 

The  president  called  attention  to  the  new  read- 
ing stand,  which  he  stated  was  the  gift  of  the 
honorary  members.  The  appreciation  of  the  so- 
ciety was  indicated  by  applause. 

Papers. 

Tropical  and  Oriental  Diseases.  By  Dr.  D.  S. 
Baughman.  He  discussed  briefly  leprosy,  beri  beri, 
verruga  peruviana,  tinea  cruris,  cestoidea,  minor 
helminthic  infections,  anchylostomiasis,  leishman- 
iasis, filariasis,  tropical  relapsing  fevers,  granu 
lomia  venereum,  yaws,  cholera,  amebic  dysentery. 

This  subject  was  continued  by  Dr.  B.  J.  Lloyd, 
who  took  up  trachoma,  typhus  fever  and  plague. 
Lantern  slides  were  exhibited  showing  various 
phases  of  the  diseases  mentioned,  diagrams  of  the 
important  parasites,  their  eggs,  and  methods  used 
in  combating  plague. 

Sprue.  Dr.  E.  A.  Layton,  who  read  a detailed 
description  of  the  case,  with  typical  symptomatol- 
ogy which  was  cured  by  a milk  and  strawberry 
diet. 

Surgeon  E.  F.  Ely,  U.  S.  N.,  discussed  the  use 
of  salvarsan  and  neosalvarsan  in  yaws,  saying  that 
both  were  equally  efficient. 

P.  A.  Surgeon  O.  J.  Mink,  U.  S.  N.,  described  a 
cure  of  a case  of  dysentery  by  salvarsan. 

Dr.  T.  D.  Tuttle,  the  new  State  Health  Officer, 
emphasized  the  importance  of  early  recognition  of 
these  tropical  diseases  for  the  protection  of  gen- 
eral health. 

Dr.  H.  E.  Coe  spoke  of  sprue  being  common  in 
England  and  of  the  use  of  a strictly  fruit  diet  in 
its  cure. 

P.  A.  Surgeon  H.  F.  Hull,  U.  S.  N.,  spoke  of  the 
frequency  of  mixed  parasitic  infections. 

Dr.  Null  spoke  of  the  extensive  surgical  possi- 
bilities in  Korea  and  mentioned  having  seen  sev- 
eral patients  suffering  from  tropical  disease  m Se- 
attle. 

In  a discussion  concerning  the  identity  of  syphilis 
and  yaws,  Dr.  Baughman  asked  Dr.  Ely  if  he  had 
seen  the  secondary  lesions  of  yaws  attack  mucous 
membranes.  Dr.  Ely  reported  a case  where  this 
condition  probably  obtained. 

Dr.  Lloyd  stated  that  neither  yellow  fever  nor 
malaria  need  be  feared  in  Seattle,  as  there  were 
no  anopheles  or  stygomeia  mosquitoes  in  Wash- 
ington. 

The  report  of  the  committee  on  securing  a new 
meeting  place  was  read  by  its  chairman,  favoring 
leasing  of  the  Press  Club  auditorium.  The  report 
v/as  adopted. 

Dr.  Snively  reported  for  the  legislative  commit- 
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tee,  calling  for  personal  letters  to  representatives 
in  the  House  to  kill  the  Drugless  Healers’  Act.  He 
reported  also  the  work  which  had  been  done  by 
the  committee  on  the  new  First  Aid  Law. 


The  second  regular  meeting  of  the  society  was 
held  March  15,  in  the  auditorium  of  the  Seattle 
Press  Club.  About  125  members  were  present. 
The  minutes  of  the  previous  meeting  were  read  and 
approved. 

Clinical  Cases. 

Frederich’s  Ataxia.  By  Dr.  Nicholson.  The  pa- 
tient was  a girl  14  years  old,  showing  lateral 
nystagmus,  incoordination  of  the  hands  and  feet, 
absent  knee  jerk,  slight  Babinski,  unsteady  station, 
normal  eye  grounds.  He  considered  the  differen- 
tiation from  cerebellar  tumor,  locomotor  ataxia  and 
disseminated  sclerosis. 

Dr.  J.  I.  Durand  showed  another  case  of  the  same 
disease  in  a child  of  5 years,  nystagmus  appearing 
in  first  two  weeks  with  strabismus,  ataxia  of 
speech,  head,  arms  and  legs,  and  moderate  spas- 
ticity in  the  legs.  He  considered  the  differential 
diagnosis  between  Little’s  disease  and  congenital 
ataxia  and  stated  that  the  child  was  improving 
under  muscle  training  and  general  measures. 

Dr.  G.  W.  Swift  discussed  the  differential  diag- 
nosis of  the  above  cases  from  the  standpoint  ^of  eye 
changes  and  the  significance  of  ophthalmic  ex- 
amination in  neurologic  cases  in  general. 

Dr.  R.  P.  Smith  said  he  considered  Dr.  Nichol- 
son’s case  atypical,  because  of  obsence  of  lateral 
nystagmus  and  of  the  typical  equinus  type  of  foot, 
also  because  of  a certain  amount  of  muscular 
atrophy  in  one  leg. 

Dr.  Plummer  showed  a case  with  throat  and 
skin  lesions  which  had  been  diagnosed  as  syphilis 
but  was  tuberculous.  The  condition  was  clearing 
up  rapidly  under  treatment  by  Paschall.  Dr.  Bald- 
win discussed  the  skin  lesion  of  this  case,  calling 
it  an  acneform  tuberculide. 

Paper. 

The  Pathologic  Changes  in  Tuberculosis  and  the 
Way  They  May  Be  Affected  by  Treatment.  By  Dr. 
F.  M.  Pottenger,  of  Monrovia,  Cal.  Among  points 
brought  out  were  the  great  frequency  of  tubercu- 
losis in  children,  but  rarely  in  the  lung;  that  tu- 
berculous foci  may  lie  dormant  for  years,  then 
multiply  and  produce  infiltration,  metastasis 
and  toxins.  He  compared  tuberculosis  with  syph- 
ilis in  its  protean  manifestations.  A specific  rem- 
edy has  not  yet  been  evolved  and  de  depend  on  in- 
creasing the  resistance  of  the  patient. 

Dr.  Paul  Turner  emphasized  several  of  the  points 
brought  out  therein.  Dr.  Slyfield  believed  pleurisy 
to  be  almost  invariably  tuberculous  and  that  ar- 
tificial pneumothorax  had  been  valuable  in  35 
per  cent,  of  his  cases. 


WHATCOM  COUNTY  MEDICAL  SOCIETY. 
Pres.,  W.  C.  Keyes,  M.D. ; Sec.,  S.  S.  Howe,  M.D. 

The  Whatcom  County  Medical  Society  met  in 
the  Chamber  of  Commerce  rooms,  Bellingham,  Wash., 
March  8,  1915,  the  president,  Dr.  Keyes,  presiding. 

A plan  for  furnishing  the  Sunday  editions  of  the 
local  papers  with  short  articles  on  public  health 
matters,  the  articles  to  be  signed  by  the  Whatcom 
County  Medical  Society,  was  presented  by  Dr. 
Keyes.  It  was  voted  that  members  be  appointed 
to  write  suitable  essays,  which  must  be  approved 
by  the  society  previous  to  publication. 

Papers. 

The  Relation  of  the  Medical  Profession  to  Indus- 
trial Insurance.  By  Dr.  E.  W.  Stimpson.  He  ga/e 
a short  resume  of  the  different  forms  of  compen- 
sation to  the  medical  profession  during  ancient 
and  modern  times,  showing  the  rapid  growth  of  ac- 
cident and  sickness  benefits  in  foreign  countries. 
Twenty-three  states  now  have  accident  compensa 
tion  laws.  As  medical  men  we  must  face  the  fact 
that  industrial  accident  insurance  is  here  to  stay 
and  we  must  meet  the  changing  social  conditions 
as  they  affect  our  profession. 

Anesthesia,  General  and  Local.  By  Dr.  Geo.  F. 
Cook.  With  a skilled  anesthetist  it  is  rarely  a 
question  whether  a patient  will  stand  the  anes- 
thetic and  decision  for  or  against  operation  can  be 
based  wholly  on  the  dangers  of  the  operation  it- 
self. The  various  apparatuses  for  giving  accurate 
ether  or  chloroform  mixture  are  regarded  as  large- 
ly superfluous,  as  the  depth  of  anesthesia  and  con- 
dition of  patient  are  primary  to  the  amount  of  anes- 
thetic given. 


PUGET  SOUND  ACADEMY  OF  OPHTHALMOL- 
OGY AND  OTO-LARYNGOLOGY. 

Pres.,  N.  D.  Pontius,  M.D. ; Sec.,  E.  B.  Burwell,  M.D. 

The  March  meeting  of  the  academy  was  held 
March  29  at  the  office  of  the  president,  following 
a dinner  at  the  Rainier  Grand  Hotel.  Those  present 
were:  Drs.  Pontius,  Hemmeon,  Swift,  MacKinnon, 

Seelye,  Perry,  Greenstreet,  Wanamaker,  Goodenow, 
Plummer,  Cooke,  Stillson,  Gray,  C.  B.  Wood  and 
Burwell.  Visitors:  Drs.  Mattice,  Fick,  Bell,  Joiner, 
Hearne  and  Mr.  Bugbe. 

Clinical  Case. 

Dr.  Stillson  showed  a case  of  incipient  cataract 
which  he  believed  would  develop  into  a Morgagnion 
cataract. 

Dr.  MacKinnon  showed  a man  who  had  had  a 
stick  driven  into  orbit  at  inner  canthus.  The  result 
was  complete  fixation  of  the  eye  with  ptosis.  For 
cosmetic  effect  he  had  introduced  three  Snellen 
sutures  through  upper  lid  to  the  occipitfron- 
talis  with  an  excellent  result.  He  wished  opinions 
as  to  whether  more  should  be  attempted. 

Dr.  Goodenow  considered  the  result  excellent  and 
would  do  no  more. 

Dr.  Perry  showed  a man  whose  left  eye  he  had 
enucleated  and  introduced  a glass  ball  into  Tenon's 
capsule  and  has  by  this  method  better  movement 
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than  by  simple  enucleation.  On  the  right  eye  he 
had  done  an  Elliott  trephining  operation  for  re- 
curring attacks  of  high  tension  with  complete  re- 
lief. 

Paper. 

Focal  Infections  and  Their  Relations  to  Systemic 
Disease.  By  Dr.  Fick.  He  spoke  of  the  many  cases 
of  rheumatic  pains,  nephritis,  endocarditis  and  other 
systemic  disturbances  which  should  by  careful  work 
be  traced  to  their  origin,  e.  g.,  injected  tonsils, 
carious  teeth,  etc.,  and  illustrated  his  conclusions 
by  case  histories. 

Dr.  Hearne  said  that  defective  teeth  and  poor 
dentistry  were  responsible  for  many  troubles.  He 
spoke  of  the  value  of  the  x-ray  in  dental  work  and 
on  the  causes  and  treatment  of  pyorrhea. 

Dr.  Perry  believes  in  the  enucleation  of  every 
tonsil  when  the  child  has  reached  four  years  of 
age,  since  no  tonsil  is  normal  and  it  has  no  func- 
tion. Tonsilar  disease  should  be  diagnosed  by  the 
systemic  manifestation  as  no  man  can  tell  by  the 
apparance  if  a tonsil  be  diseased. 

Dr.  Cooke  spoke  of  a case  in  which  he  had  in- 
jected emetin  into  the  frontal  sinus.  As  a result 
a violent  ethmoiditis  was  developed. 

Dr.  MacKinnon  referred  to  a case  of  rheumatic 
pain  cured  by  removal  of  tonsils. 

Dr.  Klemptner  thought  normal  tonsils  should  not 
be  removed  as  children  often  develop  a chronic 
ccugh  after  removal.  Considered  the  tonsil  a 
lymph  gland  to  prevent  infection  from  the  nose. 

Dr.  Plummer  has  never  seen  a normal  tonsil. 

Dr.  Wanamaker  spoke  oF  the  value  of  curing  dis- 
eased gums  to  prevent  infection  and  agreed  with 
Dr.  Perry  as  to  removing  tonsils. 

Mr.  Bugbe,  of  the  American  Optical  Company, 
demonstrated  the  difference  in  the  value  of  lenses 
as  the  shape  varied  from  flat  to  curved  forms  and 
said  the  oculist  should  insist  that  convex  toric  and 
meniscus  lenses  neutralize  with  a faint  concave 
motion. 

NEW  AND  NONOFFICIAL  REMEDIES. 

Since  publication  of  New  and  Nonofficial  Rem- 
edies, 1915,  and  in  addition  to  those  previously  re- 
ported, the  following  articles  have  been  accepted 
by  the  Council  on  Pharmacy  and  'Chemistry  of  the 
American  Medical  Association  for  inclusion  with 
“New  and  Nonofficial  Remedies”: 

Cholera  Serobacterin,  Mulford  (Sensitized  Chol- 
era Vaccine).  Marketed  in  packages  of  three  syrin- 
ges. H.  K.  Mulford  Co.,  Philadelphia. 

Meningo-Serobacterin,  Mulford  (Sensitized  Menin- 
gococcus Vaccine).  Marketed  in  packages  of  three 
syringes.  H.  K.  Mulford  Co.,  Philadelphia. 

Typho-Serobacterin  Mixed,  Mulford  (Sensitized 
Typhoid  Vaccine).  Packages  of  three  syringes  con- 
taining graduated  mixtures  of  killed  sensitized  bacil- 
lus typhus,  killed  sensitized  bacillus,  para- 
typhosus  A,  and  killed  sensitized  bacillus 
paratyphosus  B.  H.  K.  Mulford  Co.,  Philadelphia, 
Pa.  (Jour.  A.  M.  A.,  Mar.  13,  1915,  page  909). 

Radium  Chemical  Co.  Standard  Radium  Solution 
for  Bathing,  Standard  Radium  Solution  for  Drink- 
ing, Standard  Radium  Earth,  Standard  Radium  Com- 
press. 

The  Franco-American  Ferment  Co.  Lactobacilline 
preparations. 
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Waterman’s  Tonic  Restorative.  Examination  in 
the  A.  M.  A.  Chemical  Laboratory  showed  this  “epi- 
lepsy cure”  to  be  a bromid  mixture,  containing 
bromide  equivalent  to  17.6  grains  potassium  bromid 
per  fluidram.  The  recommended  daily  dose  of  five 
teaspoonfuls  corresponds  to  88  grains  potassium 
bromid.  Caring  little  for  the  health  or  safety  of 
those  who  use  the  nostrum,  the  promoters  advise 
an  increased  dosage  if  required  “to  stop  the  ‘fits,’  ” 
thus  leaving  the  dosage  with  the  user  who  is  as- 
sured that  the  nostrum  is  “safe.”  (Jour.  A.  M.  A., 
Mar.  6,  1915,  page  847.) 

Dr.  Kline’s  Nerve  Remedy.  This  “epilepsy  cure” 
is  sold  by  the  R.  H.  Kline  Company,  45-47  East 
Twentieth  Street,  New  York  City,  this  being  the 
same  address  as  that  of  the  Lexington  Drug  & 
Chemical  Company,  which  sends  out  the  Waterman 
“epilepsy  cure”  (see  above).  Examination  in  the 
A.  M.  A.  Chemical  Leboratory  showed  this  bromid 
mixture  to  be  practically  identical  with  Waterman’s 
Tonic  Restorative.  (Jour.  A.  M.  A.,  Mar.  6,  1915, 
page  848.) 

Liquid  Paraffin  (Liquid  Petrolatum).  W.  A.  Bas- 
tedo  reports  the  results  of  a clinical  investigation 
made  under  the  auspices  of  the  Therapeutic  Re- 
search Committee  of  the  Council  on  Pharmacy  and 
Chemistry  to  determine  the  relative  efficiency  of  the 
different  preparations  on  the  market.  Three  speci- 
mens were  sent  out:  a heavy  Russian  liquid  petro- 
latum, a light  Russian  liquid  petrolatum  and  an  Amer- 
ican liquid  petrolatum,  being  distinguished  only  by 
number  or  letter.  From  extended  trials  in  hospitals 
it  is  apparent  that  all  acted  alike.  Only  slight  dif- 
ferences as  to  palatability  were  noted  by  some. 
(Jour.  A.  M.  A.,  Mar.  6,  1915,  page  808.) 

Sanmetto.  The  Council  on  Pharmacy  finds  that 
Sanmetto  is  a secret  nostrum,  the  exploitation  of 
which  is  an  invitation  to  haphazard,  uncritical)  ther- 
apy and  a menace  to  public  health.  It  is  claimed 
that  “Sanmetto  is  a blending  of  true  santal  and 
saw  palmetto  with  soothing  demulcents  in  a pleas- 
ant aromatic  vehicle,”  but  neither  the  identity  of 
the  “demulcents”  nor  the  quantities  of  the  other 
ingredients  are  given.  The  recommendations  for 
the  use  of  Sanmetto  are  unwarranted,  absurd  and 
vicious.  The  advertising  claims  are  likely  to  in- 
duce some  physicians  to  belittle  the  importance  of 
diseases  of  the  sexual  organs  and  to  be  content  with 
the  prescribing  of  Sanmetto  to  the  detriment  of 
the  patient  and  the  danger  of  the  communit.  (Jour- 
A M.  A.,  Mar.  13,  1915,  page  926.) 

Waterbury’s  Compound.  Four  years  ago  the 
Council  on  Pharmacy  and  Chemistry  reported  un- 
favorably on  “Waterbury’s  Cod  Liver  Oil  Com- 
pound.” Having  been  requested  to  consider  again 
the  product,  now  known  as  “Waterbury’s  Com- 
pound,” the  Council  found  that  there  was  no  evi- 
dence that  it  is  a substitute  for  cod  liver  oil.  It. 
held  that  Waterbury’s  Compound  is  advertised  with 
misleading  claims  and  therefore  voted  that  no  fur- 
ther consideration  be  given  to  it.  (Jour.  A.  M.  A., 
Mar.  20,  1915,  page  1016.) 

Strychnin  and  Caffein  as  Cardiovascular  Stimu- 
lants. F.  H.  Newburgh  has  studied  the  effects 
of  strychnin  and  caffein  in  acute  infectious  diseases. 
He  finds  that  strychnin  sulphate  in  medicinal  doses 
dees  not  increase  the  output  from  the  heart,  slow 
the  pulse  or  materially  raise  the  blood  pressure. 
He  concludes  that  there  is  no  logical  basis  for  its 
use  as  a cardiovascular  stimulant.  Further,  he 
finds  that  caffein  sodio-salicylate,  in  ordinary  dos- 
age, does  not  raise  the  blood  pressure  or  slow  the 
pulse.  His  experiments  did  not  determine  if  caffein 
increased  the  flood  flow.  (Arch.  Int.  Med.,  Mar.  15, 
1915,  page  458.) 
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Edited  by  Kenelm  Winslow,  M.  D. 

Modern  Medicine.  Its  Theory  and  Practice.  In 
Original  Contributions  by  American  and  Foreign 
Authors.  Edited  by  Sir  William  Osier,  Bart., 
M.D.,  F.R.S.,  Regius  Professor  of  Medicine  in  Ox- 
ford University,  England,  etc.,  and  Thomas  Mc- 
Crae,  M.D.,  Professor  of  Medicine  in  the  Jefferson 
Medical  College,  Philadelphia,  etc.  In  five  octavo 
volumes  of  about  1,000  pages  each.  Vol.  IV;  just 
ready;  price  per  vol.,  cloth,  $5  net;  half  morocco, 
$7  net.  Lea  & Febiger,  Publishers,  Philadelphia 
and  New  York,  1915. 

One  cannot  write  a review  of  a work  of  this  di- 
mension commensurate  with  the  enormous  amount 
of  material  and  the  high  quality  of  talent  to  be 
found  in  this  volume.  One  has  only  to  mention 
such  names  as  Osier,  Cabot,  Dock,  Gibson,  Hoover, 
Warthin,  etc.,  to  give  any  professional  man  a cor- 
rect idea  of  the  character  of  the  work.  Osier  is 
quite  reassuring  in  respect  to  arteriosclerosis.  He 
says  that  many  patients,  on  hearing  the  diagnosis 
of  hardening  of  the  arteries,  are  ready  to  throw  up 
the  sponge  at  once,  but  that  this  knowledge  is  often 
the  best  treatment..  His  chief  care  is  the  diet  and 
it  is  stated  that  one  may  be  often  surprised  to  find 
that  it  is  one-third  or  one-fourth  what  he  has  been 
accustomed  to  take,  viz:  a cup  of  tea,  an  egg  and 
two  slices  of  toast  for  breakfast,  vegetable  soup  and 
rice  pudding  for  lunch,  fish,  two  vegetables  and  fruit 
for  dinner,  a glass  of  milk  at  night.  The  greatest 
clinicians  with  the  largest  experience  often  disap- 
point us  with  their  nihilism  but  it  is  the  natural 
result  of  innumerable  frustrated  hopes.  Thus  Cabot 
finds  that  “it  is  difficult  to  believe  that  any  drug, 
even  arsenic,  has  any  considerable  influence  over 
the  course  of  pernicious  anemia.”  Of  trans  usiou 
he  affirms  that  there  may  be  “improvement  lasting 
weeks  or  months”  and  of  splenectomy,  “in  no  case 
has  sufficient  time  elapsed  to  prove  that  anything 
more  than  a wave  of  improvement  has  occurred. 
Even  this  in  not  more  than  half  the  cases.”  This 
system  of  medicine  is  unquestionably  the  highest 
authority  at  present  in  the  English  language. 

Winslow. 


Diseases  of  the  Skin.  By  James  H.  Sequeira,  M.D., 
Lond.,  F.R.C.P.,  F.R.C.S.,  Eng.,  Physician  to  the 
Skin  Department  and  Lecturer  on  Dermatology 
at  the  London  Hospital,  etc.  Second  edition;  48 
colored  plates,  238  text  figures;  cloth,  650  pages; 
$8  net.  P.  Blakiston’s  Son  & Co.,  Philadelphia, 
1915. 

This  new  edition  on  diseases  of  the  skin  is  a most 
complete  and  authentic  history  of  diseases  of  derma- 
tology. The  compilation  is  especially  to  be  praised 
as  it  is  a very  difficult  and  an  almost  impossible 
feat  to  condense  skin  diseases  so  completely  that  it 
can  be  put  into  one  volume.  The  field  of  subjects, 
descriptions,  discussions  as  well  as  the  technical 
treatment  of  each  is  most  comprehensive.  The 
chapter  on  microbic  affections  takes  up  not  only 
external  but  internal  infections  and  one  cannot  help 
but  be  impressed  by  the  advance  made  by  dermatol- 


ogists in  proving  that  not  all  microbic  affections  of 
the  skin  are  due  to  external  contact.  Also  the  chap- 
ter on  syphilis,  although  not  exhaustive,  is  thor- 
oughly comprehensive  and  very  much  to  the  point. 
The  chapter  on  tumors  is  most  interesting  and  will 
be  valuable  for  years  to  come  as  a reference  book 
iu  itself.  Baldwin. 


Obstetrics.  The  Practical  Medicine  Series.  Vol.  VII. 
Series  1914.  By  Joseph  B.  DeLee,  A.M.,  M.D., 
with  the  Collaboration  of  Herbert  M.  Stone,  M.D. 
The  Year  Eook  Publishers,  Chicago. 

The  publications  of  202  authors  have  been  sum- 
marized in  this  volume,  which  is  intended  to  por- 
tray the  obstetric  advance  of  1914.  Arguments  are 
numerous  in  regard  to  the  standing  list  of  obstetric 
controversies,  such  as  the  Abderhalden  reaction, 
pituitary  extracts,  puerperal  sepsis,  Cesarian  sec- 
tion, and  placenta  previa.  Pituitary  extracts  are 
apparently  gaining  in  favor,  but  at  the  same  time 
the  contraindications  are  multiplying.  Judgment  is 
withheld  on  the  practicability  of  the  Abderhalden 
reaction.  Interesting  theories  are  advanced  con- 
cerning toxemia.  Many  obstetric  freaks  are  re- 
corded. A rather  startling  theory  is  advanced  by 
Nijhoff  who  believes  that  superfluous  spermatozoa 
may  enter  an  already  impregnated  ovupi,  aiding  in 
its  nutrition  or  producing  disease.  These  may  come 
from  another  man.  The  book  as  a whole  is  very 
interesting,  and  the  commentaries  of  the  editors  add 
much  to  its  value.  Martin. 


Cancer;  Its  Cause  and  Treatment.  By  L.  Duncan 
Bulkley,  A.  M.,  M.  D.,  Senior  Physician  the  New 
York  Skin  and  Cancer  Hospital,  etc.  Cloth,  230 
pages,  $1.50.  Paul  B.  Hoeber,  New  York,  1915. 

Bulkley’s  book  starts  with  the  premise  that 
cancer  is  caused  by  the  existence  of  “embryonic 
rests”  and  is  favored  by  traumatism,  but  is  par- 
ticularly due  to  metabolic  disturbance  proceeding 
from  dietetic  errors.  In  regard  to  the  dietetic 
cause  he  shows  from  statistics  that  cancer  has 
increased  tremendously  and  especially  among  the 
well-to-do,  in  whom  its  incidence  is  double  that 
among  the  poor.  Moreover,  he  quotes  numerous 
investigators  to  show  that  cancer  may  be  almost 
surely  prevented  by  certain  diets.  Then  he  goes 
cn  to  adduce  the  fact  that  among  nations  using 
largely  a vegetable  diet  cancer  is  rare,  as  he  found 
by  extensive  travels  in  Japan,  China,  Korea,  the 
Philippines,  India,  Siam  and  Egypt.  He  also  be- 
lieves that  the  use  of  tea,  coffee,  alcohol  and  lux- 
urious living  generally  predispose  to  cancer.  His 
treatment  consists  in  a purely  vegetable  diet,  with 
the  addition  of  butter  and  occasionally  milk  and 
yolk  of  egg  by  themselves;  in  alkalizing  the  urine: 
iu  giving  iron  in  anemia;  and  in  the  occasional 
use  of  thyroid  extract.  He  does  not  decry  surgery 
altogether  but  says  that  the  morbidity  is  not  al- 
tered and  the  mortality  in  surgical  cases  is  90 
per  cent,  as  an  end-result.  He  treats  cancer  with- 
out surgery,  by  his  diet,  and  says  he  has  case  his- 
tories of  some  744  cases.  He  does  not  give  any 


136 


BOOK  REVIEWS. 


precise  statistics  of  cure  of  his  treatment  hut 
offers  histories  of  four  cases  of  cancer  of  the 
breast  cured  by  diet,  but  without  any  pathologic 
examination  to  support  the  diagnosis.  One  case 
of  recurrence  after  surgical  operation  he  reports 
much  improved,  but  with  the  additional  use  of 
x-rays.  If  Bulkley’s  treatment  should  be  employed 
to  the  exclusion  of  surgery  it  might  be  the  cause 
of  an  inestimable  amount  of  harm  but,  as  a post- 
operative or  prophylactic  measure  against  cancer, 
it  deserves  trial.  Winslow. 


The  Clinics  of  John  B.  Murphy,  M.  D.,  at  Mercy  Hos- 
pital, Chicago.  Vol.  IV,  No.  1,  (Feb.,  1915).  Oc- 
tavo of  185  pages,  41  illustrations.  Published  bi- 
monthly. Price  per  year:  paper,  $8;  cloth,  $12. 
W.  B.  Saunders  Co.,  Philadelphia  and  London, 
1915. 

Dr.  Murphy’s  clinics  begins  with  a description  of 
five  cases  of  intestinal  fistulae  resulting  from  neg- 
lected cases  of  appendicitis.  He  affirms  that  words 
fail  him  when  he  wishes  to  sufficiently  express  and 
emphasize  his  feelings  respecting  the  so-called  ex- 
pectant treatment  of  appendicitis  and,  inferentially, 
his  opinion  of  those  who  pursue  this  plan.  The 
method  followed  in  the  surgical  treatment  of  these 
very  difficult  cases  is  described  and  the  permanent 
results  in  every  one  of  these  five  patients  was  ex- 
cellent. There  follows  a most  interesting  talk  by 
Dr.  Gaylord  on  cancer  touching  recent  researches 
by  himself  and  others  concerning  natural  and  arti- 
ficial immunity  in  malignant  growths.  Gaylord 
shows  that  early  operation  is  successful  largely  on 
account  of  existing  immunity  (and  he  has  cured 
three  cases  of  sarcoma  by  vaccinating  the  patients 
with  cells  of  the  growths,  thus  conferring  artificial 
immunity).  Murphy’s  discussion  of  the  treatment 
of  boils  and  carbuncles  has  great  value.  He  points 
out  the  advantages  of  opening  a felon  from  the  side 
so  as  not  to  destroy  the  sensory  nerves  and  sensa- 
tion of  touch  in  the  pulp  of  the  fingers.  There  are 
interesting  talks  on  many  of  his  bone  operations, 
and  also  a notable  lecture  on  a case  of  branchial 
aneurism,  including  the  subject  of  vessel  suturing 
and  repair.  Winslow. 


Diabetes  Mellitus.  Designed  for  the  Use  of  Practi- 
tioners of  Medicine.  By  Nellis  B.  Foster,  M.  D., 
Assistant  Professor  of  Medicine,  Cornell  Univer- 
sity, etc.  243  pages.  J.  B.  Lippincott  Co.,  Phila- 
delphia and  New  York. 

The  author  has  given  in  a clear,  interesting, 
short  and  yet  fairly  exhaustive  manner  the  essen- 
tial data  which  should  be  familiar  to  every  physi- 
cian attempting  to  treat  diabetic  patients.  This 
book  is  just  long  enough  to  retain  the  interest  of 
the  average  reader  and  just  short  enough  to  con- 
vey valuable  information.  The  author  gives  a very 
good  method  by  which  he  enables  the  patient  to 
select  his  own  food  and  still  remain  under  the 
prescribed  amount  of  carbohydrates.  Ten  grams 
of  carbohydrates  he  calls  a unit.  He  has  worked 
out  a table  on  which  is  noted  the  large  number  of 
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foodstuffs  and  the  number  of  units  a tablespoonful 
of  each  would  approximately  equal.  Other  methods 
of  diabetic  feeding,  as  oat  cures,  etc.,  seem  to  have 
been  somewhat  neglected.  Leede. 


Mechano-Therapeutics.  By  D.  de  Swietochowski, 
M.  D.,  M.  R.  C.  S.,  clinical  Assistant,  Electrical 
and  Massage  Department,  Kings  College  Hos- 
pital, London.  Cloth,  151  pages,  $1.50.  Paul  B. 
Hoeber,  New  York,  1914. 

This  is  a small  monograph  devoted  chiefly  to 
the  clinical,  therapeutic  indications  of  massage  and 
passive  and  active  movements.  Naturally  it  is  not 
a complete  and  comprehensive  treatise  on  the  sub- 
ject, detailing  the  theoretical  considerations  which 
account  for  the  virtues  of  mechanistic  treatment. 
But,  on  the  other  hand,  it  is  an  extremely  sug- 
gestive and  practical  little  work  for  everyday  use 
in  practice.  Winslow. 


A Synopsis  of  Medical  Treatment.  By  George 
Cheever  Shattuck,  M.  D.,  Assistant  Physician  to 
the  Massachusetts  General  Hospital.  Second  Edi- 
tion, revised  and  enlarged;  96  pages,  $1.25.  W.  M. 
Leonard,  Boston,  1914. 

This  little  volume  one  could  carry  easily  in  the 
coat  pocket,  yet  it  contains  a large  amount  of  in- 
formation because  of  its  summarized  arrangement 
and  its  fine  print.  It  represents  the  practice  of  the 
Massachusetts  General  Hospital  and  the  teaching 
of  the  staff  to  the  students  of  Harvard  Medical 
School  and  is,  therefore,  both  sensible  and  sound. 
While  it  is  wholly  orthodox  it  is  not,  on  the  other 
hand,  classically  old-fashioned.  It  is  up-to-date, 
free  from  faddism  and  is  an  excellent  little  work. 

Winslow. 


On  Dreams.  By  Prof.  Dr.  Sigm  Freud,  only  author- 
ized English  translation  from  the  Second  German 
Edition,  by  M.  D.  Eder,  With  an  Introduction  by 
W.  Leslie  Mackenzie,  M.  A.,  M.  D.,  LL.  D.  Reb- 
man  Company,  New  York.  Cloth,  110  pp.  Price, 
$1,00. 

“As  tedious  as  a twice-told  tale,  vexing  the  dull 
ear  of  a drowsy  man.”  Prolix,  dry  and  theoristlc. 
Not  adapted  to  the  general  practitioner  and  a 
dreary  waste  of  valuable  time  to  peruse  unless  one 
is  in  the  doldrums  and  wishes  a mental  soporific. 
His  Book  on  “Psychanalysis”  tells  it  all,  and  this 
book  is  overshadowed  by  the  introduction. 

Crutcher. 


Progressive  Medicine.  Vol.  XVI.,  No.  4,  Dec.  1, 
1914.  Lea  & Febiger,  Philadelphia  and  New 
York. 

This  volume  of  413  pages  contains  the  abstracts 
of  the  most  valuable  material  for  the  last  three 
months  in  the  world’s  best  medical  literature. 
Diseases  of  the  digestive  tract  and  allied  organs, 
kidney  and  genitourinary  diseases,  surgery  and 
anesthesia,  such  are  the  chief  subjects  dealt  with. 
Possibly  this  number  is  superior  to  the  previous 
volumes.  The  reviewer  feels  sure  that  every  phy- 
sician, surgeon  or  specialist  ought  to  have  Pro- 
gressive Medicine  for  reference.  Lensman. 
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ORIGINAL  CONTRIBUTIONS 

THE  TECHNIC  OF  PUS-TUBE 
OPERATIONS* 

By  Ernest  F.  Tucker,  A.  B.,  M.  D.,  F.  A.  C.  S. 

PORTLAND,  ORE. 

While  the  subject  which  I have  chosen  to  bring 
before  you  for  discussion  at  this  meeting  may 
seem  trite,  time-honored  and  time-worn,  yet  I have 
felt  that  it  might  not  be  entirely  without  interest, 
owing  to  the  frequency  with  which  we  are  called 
upon  to  perform  such  operations,  the  discussion  of 
certain  points  which  I find  in  the  current  litera- 
ture and  the  work  I have  seen  done  by  others. 

The  technic  of  any  operation  should  be  directly 
evolved  from  a consideration  of  the  etiology  and 
pathology  of  the  condition,  and  above  all  the  symp- 
toms to  which  it  gives  rise,  and,  while  most  surgi- 
cal procedures  result  in  the  loss  of  one  or  more 
organs  or  in  a substitution  of  a pathologic  condi- 
tion for  a normal  one,  the  best  results  obtain 
when  the  consequent  mutilation  is  reduced  to  a 
minimum. 

Pus-tubes  are  always  the  result  of  an  infection 
of  some  kind,  and  in  the  order  of  their  frequency 
are  due  to  a gonorrheal,  a streptococcic  or 
staphylococcic  infection  generally  caused  by  instru- 

•Read  before  the  Annual  Meeting  of  North  Pacific  Surgical 
Association,  Portland,  Ore.,  Dec.  18-19,  1914. 


mentation  of  the  uterine  cavity,  tuberculous  de- 
scending infection  and  occasionally  to  the  bacillus 
coli  communis  as  an  extension  from  an  appendicitis. 
Of  all  these  the  gonorrheal  is  by  all  odds  greatly 
preponderant.  Of  course  all  these  infections  may 
not  be  of  a pure  type.  Many  of  them  may  be 
mixed  but  for  the  purposes  of  our  discussion  it  may 
be  well  to  keep  them  separate  in  our  minds. 

The  gonorrheal  and  the  streptococcic  are  due  to 
an  ascending  infection,  that  is,  come  from  without, 
while  the  other  two  are  inside  infections.  They 
all  have  one  factor  in  common,  the  production  of 
a peritonitis  with  a resultant  closure  of  the  fim- 
briated end  of  the  tube,  turning  the  tube  into  a 
pus-sac  and  causing  more  or  less  extensive  ad- 
hesions to  neighboring  organs.  The  extent  of  the 
peritonitis  depends  on  the  kind  of  infection  and  the 
quantity  of  it.  The  closure  of  the  tube  is  a con- 
servative and  beneficial  process,  limiting  the  extent 
of  the  peritonitis  and,  where  this  does  not  occur  as 
in  certain  virulent  streptococcic  infections,  gen- 
erally the  result  of  a criminal  abortion,  the  peri- 
tonitis spreads  rapidly  and  the  patient  succumbs  to 
a general  suppurative  peritonitis. 

The  formation  of  a pus-tube  is,  then,  a protec- 
tive process.  The  route  by  which  these  ascending 
infections  reach  the  tubes  is  probably  different  in 
the  two  kinds  of  infections.  The  streptococcic  is 
generally  carried  to  the  endometrium  of  the  body 
of  the  uterus,  setting  up  a septic  endometritis 
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which  rapidly  spreads  to  the  tubes  and  peritoneum 
and  is  always  an  acute  condition.  On  the  other 
hand,  gonorrhea  affects  the  vulva  in  children,  and 
in  adults  the  urethra  and  mucous  membrane  of  the 
cervix,  where  it  often  becomes  chronic.  The 
vagina  and  the  endometrium  of  the  body  seem  to 
escape.  I am  well  aware  that  a few  investigators 
have  claimed  to  have  found  gonococci  in  the  cells 
of  the  endometrium  but  the  clinical  condition  of 
gonorrheal  endometritis  of  the  body  of  the  uterus 
does  not  seem  to  exist.  You  may  find  tubercle 
bacilli  or  pneumococci  in  the  sputum  of  an  in- 
dividual, which  does  not  necessarily  signify  that  he 
has  either  tuberculosis  or  pneumonia.  It  is  more 
probable,  according  to  my  opinion,  that  the  infec- 
tion of  the  tubes  take  place  through  the  lymphatics 
of  the  broad  ligament  connecting  the  cervix  with 
the  tubes,  which  is  also  in  accordance  with  the 
theories  of  some  of  the  German  pathologists. 

Clinically  speaking, the  production  of  a pus-tube, 
except  in  the  tuberculous  variety,  is  always  an  acute 
process,  giving  rise  to  definite  symptoms  which  are 
due  to  involvement  of  the  peritoneum ; and  the 
gravity  of  which  depends  on  the  kind  and  amount 
of  the  invading  pathogenic  organisms.  If  an  adhe- 
sive peritonitis  be  set  up  at  once,  the  openings  of 
the  tube  close,  the  systemic  symptoms  gradually 
disappear  and  the  patient  recovers  with  one  or  both 
tubes  closed  and  filled  at  their  distal  ends  with 
sterile  pus. 

To  what  danger  is  such  a woman  exposed?  As 
far  as  her  life  is  concerned  to  very  few  if  any,  in 
my  opinion.  In  the  vast  majority  of  cases,  how- 
ever, these  chronic  pus-tubes  give  rise  to  symptoms, 
the  principal  one  being  pain  or  continual  discom- 
fort in  the  pelvis.  Sterility  is,  of  course,  bound  to 
follow  the  occlusion  of  the  tubes.  The  pain  com- 
plained of  is  not  alone  due  to  the  now  enlarged 
tube  itself  but  also  to  the  adhesions  present,  the 
displacement  of  neighboring  organs,  and  the  in- 
carceration of  the  ovaries  which  takes  place  as  the 
result  of  the  enlarged  tubes  dropping  down  behind 
the  uterus,  overlapping  each  other  and  becoming 
adherent  in  this  position,  causing  a general  pro- 
lapse and  chronic  hyperemia  of  all  the  pelvic 
organs  with  its  consequent  train  of  symptoms.  If 
a woman  is  constantly  subject  to  reinfection,  she 
is  liable  to  suffer  recurring  attacks  of  acute  pelvic 
peritonitis. 

Before  operating  on  any  of  these  cases,  it  is 
always  advisable  to  make  a diagnosis  of  the  variety 
of  infection  with  which  we  are  about  to  deal,  as  it 
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might  influence  our  surgical  procedure.  This 
diagnosis  can  generally  be  made  from  the  history 
of  the  case.  In  a general  way,  I would  say  that 
I never  operate  on  a gonorrheal  case  during  an 
acute  attack,  as  they  all  recover  and  are  preferably 
operated  upon,  where  an  operation  is  necessary,  at 
some  later  period.  In  a streptococcic  infection, 
however,  I am  governed  by  the  systemic  condition 
and,  where  that  is  progressively  worse,  I would 
operate  at  once. 

For  the  last  ten  years  I have  followed  about  the 
same  operative  technic  in  all  cases,  which  has  given 
me  such  uniformly  good  results,  not  only  from  an 
operative  point  of  view  but  from  a clinical  one, 
which  is  the  most  important  after  all,  that  I can 
not  forbear  to  recite  it  to  you  in  more  or  less  detail. 
In  the  first  place,  the  patient  is  prepared  as  usual 
for  any  abdominal  operation,  particular  pains  being 
taken  to  secure  an  empty  intestinal  tract  if  possible. 
I make  my  incision  into  the  abdominal  cavity  large 
enough  to  allow  the  comfortable  introduction  of 
my  whole  hand  and  as  low  down  towards  the 
symphysis  pubis  as  possible.  I then  rapidly  explore 
the  condition  present,  and,  where  any  omental  or 
intestinal  adhesions  exist  to  the  uterus  or  adnexa, 
I separate  these  with  the  utmost  care,  that  I may 
not  break  unexpectedly  into  any  pus-cavity,  pushing 
the  loosened  viscera  into  the  upper  abdomen.  When 
I have  this  accomplished,  I have  the  patient  placed 
in  the  Trendelenburg  position,  with  directions  to 
the  anesthetist  to  be  prepared  at  a second’s  notice 
to  replace  the  patient  in  the  horizontal  position. 
Then  by  means  of  large  gauze  pads,  and  plenty  of 
them,  I isolate  the  pelvic  cavity  completely  from 
the  abdomen,  leaving  in  the  pelvis  nothing  but 
the  uterus  and  adenexa,  the  rectum  and  the  bladder. 
Not  until  I have  done  this  thoroughly  do  I attempt 
to  enucleate  the  tubes. 

In  enucleating  the  tubes  I try  to  follow  the 
lines  of  cleavage  which  are  directly  back  of  the 
uterus  and  at  the  bottom  of  Douglas’  cul-de-sac, 
in  order  to  bring  them  to  the  surface  as  rapidly 
as  possible.  During  my  manipulations,  should  I 
rupture  a tube  resulting  in  the  escape  of  pus,  I 
have  the  patient  at  once  returned  to  the  horizontal 
position ; my  assistant  presses  down  on  the  gauze 
pads  through  the  abdominal  walls  and  I wash  out 
all  pus,  even  if  it  takes  several  pitchers  full,  I do 
this  until  I am  satisfied  that  the  pelvis  is  clean.  I 
do  not  fear  any  extension  of  infection  to  the  general 
abdominal  cavity  because  my  gauze  pads  and 
assistant  are  keeping  that  closed.  There  is  seldom 
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any  bleeding  at  this  point  which  has  to  be  con- 
trolled. I then  mop  out  the  pelvis  clean.  When 
I have  gotten  my  tube  up  into  the  incision,  I peel 
it  off  the  ovary  which  usually  comes  with  it,  and 
free  the  ovary  from  all  its  pathologic  attachments. 
If  any  part  of  it  be  involved  directly  in  the  pus- 
cavity,  which  is  unusual  in  my  experience,  I re- 
move that  part  of  the  ovary  and  that  part  only. 

In  the  removal  of  the  tube  I only  remove  that 
portion  which  is  in  my  judgment  pathologic.  I 
usually  find  that  the  uterine  end  of  the  tube  for 
an  inch  or  more  is  apparently  normal.  I leave 
this  to  give  the  woman  a chance  to  become  preg- 
nant, and  in  two  of  my  cases  so  operated  on  preg- 
nancy has  followed.  I then  divide  the  tube  as  far 
away  from  the  uterus  as  seems  safe,  pass  a ligature 
around  the  tubal  artery  beneath  the  tube,  and  then 
with  a pair  of  scissors  cut  through  the  broad 
ligament  to  its  free  border,  tying  the  bleeding 
points  and  sewing  its  edges  together  as  I go.  This 
procedure  avoids  shortening  of  the  broad  ligament, 
and  allows  the  uterus  to  remain  forward  in  its 
normal  position.  The  same  procedure  is  carried 
out  on  the  opposite  side  if  that  be  involved.  I now 
make  sure  that  there  is  no  bleeding,  that  the 
ovaries  and  the  uterus  are  free  from  all  adhesions 
and  that  everything  is  clean  and  in  its  place.  Then 
I withdraw  my  gauze  pads,  allowing  the  intestines 
and  omentum  to  fall  naturally  into  the  pelvis  and 
close  the  wound  without  drainage.  I never  use 
drainage  unless  in  the  presence  of  a case  in  which 
adhesions  are  so  many  and  so  dense  that  I am 
unable  to  remove  the  tubes  without  inflicting 
serious  injury  on  surrounding  organs,  or  perhaps 
where  the  patient’s  general  condition  is  such  that 
I fear  she  might  not  be  able  to  withstand  too  long 
an  operation. 


WANDERING  SPLEEN* 

By  John  H.  O’Shea,  M.  D. 

SPOKANE,  WASH. 

The  subject  of  wandering  or  movable  spleen  is 
not  brought  to  your  attention  because  of  any 
original  ideas  that  I may  be  able  to  present  nor 
because  of  any  new  method  of  treatment  which 
I have  evolved.  It  has  doubtless  come  to  your 
attention  many  times  in  your  individual  work.  To 
me,  however,  it  has  aroused  some  interest  because 
of  its  occurrence  to  an  extreme  degree  in  two  cases 

*Read  before  the  Annual  Meeting  of  North  Pacific  Surgical 
Association,  Portland,  Ore.,  Dec.  18-19,  1914. 


which  have  but  more  or  less  recently  come  under 
my  personal  observation.  I am  free  to  admit  that 
the  diagnosis  in  either  was  not  clear  to  me  before 
operation. 

The  spleen  is  described  when  normal  to  be  an 
oval,  disc-shaped  organ,  situated  in  the  left  hypo- 
chondrium,  touching  the  ninth,  tenth  and  eleventh 
ribs,  its  long  axis  almost  in  the  line  of  direction 
of  the  tenth  rib,  its  upper  and  posterior  end  being 
about  2 cm.  from  the  vertebral  column  and  its 
anterior  and  lower  end  about  3 cm.  from  the  mar- 
gin of  the  ribs  in  front.  It  is  suspended  by  several 
folds  of  peritoneum,  one  passing  from  the  greater 
curvature  of  the  stomach  to  the  hilus,  one  from  the 
upper  end  of  the  spleen  to  the  diaphragm  and  a 
third  from  the  diaphragm  to  the  splenic  flexure  of 
the  colon.  This  last  fold  of  peritoneum  is  the 
principal  support  of  the  spleen. 

Normally  the  spleen  is  more  or  less  mobile,  its 
position  being  entirely  dependent  upon  the  play 
afforded  by  these  different  supports  and  the  excur- 
sions of  the  diaphragm.  These  ligaments  allow  of 
sufficient  play  so  as  to  afford  the  spleen  to  be 
displaced  to  a slight  degree  in  the  different  abdomi- 
nal and  left  sided  thoracic  conditions,  as  for  ex- 
ample pleuritic  effusions,  ascites,  etc.  In  the 
absence  of  any  pathologic  condition,  as  in  distention 
of  the  colon  with  gas,  the  normal  position  of  the 
spleen  may  be  altered.  In  the  case  of  true  movable 
spleen,  however,  this  degree  of  mobility  is  excessive 
and  we  find  the  so-called  suspensory  ligaments 
markedly  altered,  this  alteration  being  due  either 
to  a condition  of  relaxation  with  loss  of  tone  or  to 
a true  lengthening  of  the  ligaments  brought  about 
by  continued  stretching.  This  change  is  not  en- 
tirely confined  to  the  lengthening  of  the  ligaments, 
for,  on  the  other  hand,  we  also  find  marked  and 
varied  changes  in  the  spleen  itself. 

The  causes  of  this  relaxation  of  the  suspensory 
ligaments  are  many,  as  the  continuous  pulling  down 
of  a large  and  heavy  spleen,  general  enteroptosis, 
general  weakening  of  the  abdominal  walls  due  to 
a large  number  of  pregnancies,  prolapsus  of  the 
stomach,  displacements  of  neighboring  organs,  etc. 
In  some  cases  it  may  even  be  due  to  trauma.  That 
the  displacement  was  immediately  continuous  and 
subsequent  to  the  injury  inflicted  is  probably  ex- 
tremely rare  and  susceptible  of  proof.  Binney 
states  that  the  causes  usually  are  those  common  to 
movable  kidney  and  general  enteroptosis  and  from 
this  standpoint  the  condition  is  met  with  most  com- 
monly in  the  female. 
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An  enlargement  of  the  spleen  alone  does  not 
necessarily  produce  a resulting  ptosis,  for  as  you 
know,  in  many  pathologic  conditions  of  the  spleen, 
where  there  is  a marked  hypertrophy  such  as 
malaria,  there  occurs  no  displacement  of  the  organ. 

It  would,  therefore,  appear  that  the  displacement 
is  in  a large  measure  due  rather  to  the  weakness 
or  relaxation  of  the  suspensory  ligaments  than 
any  hypertrophy  of  the  spleen  itself.  While 
visceroptosis  is  so  often  regarded  as  a cause  it  may 
be  remarked  that  in  many  instances  there  is  no 
evidence  of  a general  ptosis  of  the  abdominal 
viscera.  Keith,  in  his  consideration  of  the  subject, 
states  that  ptosis  of  the  spleen  is  found  in  only 
about  2 per  cent,  of  his  cases  of  general  vis- 
ceroptosis. 

Generally  the  spleen  is  found  to  be  tremendously 
enlarged,  due  to  the  different  conditions  in  which 
we  find  an  enlargement,  such  as  malaria  and 
splenic  anemia.  Or  the  enlargement  may  be  en- 
tirely due  to  passive  congestion.  It  is  recorded 
that  in  some  extreme  cases  of  wandering  spleen, 
it  has  been  practically  normal  in  size. 

The  increased  size  is  ordinarily  due  to  engorge- 
ment, caused  by  the  more  or  less  extreme  mobility 
of  the  organ  and  dependent  upon  a twisting  of 
the  peritoneal  pedicle  which  conveys  the  artery  and 
vein.  The  vein  being  more  easily  compressed  than 
the  artery,  engorgement  results.  It  appears,  how- 
ever, that  this  alone  is  not  the  cause  of  the  engorge- 
ment, as  this  latter  is  frequently  found  where 
there  has  been  no  twisting  of  the  long  pedicle 
with  resulting  compression  of  the  vein. 

Symptoms.  The  symptoms  of  wandering  spleen 
vary  considerably,  from  an  entire  absence  of  them 
to  all  the  evidences  of  a severe  and  grave  intra- 
abdominal condition.  Frequently  in  routine  ex- 
amination the  diagnosis  of  wandering  spleen  is 
made  and  then,  again,  not  until  the  abdomen  is 
opened  are  we  able  to  arrive  at  a correct  diagnosis. 

Inasmuch  as  the  organ  may  be  located  in  any 
part  of  the  abdominal  cavity,  being  impacted  or 
fixed  in  a certain  position  or  again  from  the  stand- 
point of  its  great  mobility,  it  may  be  found  first 
in  one  position  and  then  in  another.  So  the 
symptoms  may  be  referable  to  one  portion  of  the 
abdominal  cavity  and  its  contained  contents,  or  to 
one  place  when  first  examined  and  at  a subsequent 
examination  may  be  localized  in  another.  There 
may  be  simply  a feeling  of  dragging  down  or  one 
of  weight  in  the  back  or  severe  abdominal  pain 
with  continued  vomiting. 
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Treves  reports  a case  accompanied  with  jaundice 
due  to  a kinking  of  the  common  bile-duct.  Oslei 
cites  an  instance  where  there  was  an  acute  necrosis 
of  the  spleen,  dependent  upon  a twisting  of  the 
pedicle  with  all  the  consequent  severe  and  ag- 
gravated symptoms  of  a gangrenous  organ. 

From  the  great  variety  of  the  symptomatology 
and  the  conditions  which  it  may  simulate,  the 
question  of  diagnosis  to  my  mind  is  not  one  to  be 
as  easily  made  as  we  are  led  to  believe  from  the 
general  writings  on  the  subject.  One  is  led  to 
believe  that  all  that  is  necessary  is  to  determine  the 
loss  of  normal  splenic  dulness  which  to  the  writer 
is  not  always  a matter  of  simplicity  and  the  de- 
termination of  a movable  tumor  with  a notch  on 
its  anterior  border.  Parsons  tells  us  that  in  his 
study  of  a large  number  of  specimens  about  one- 
third  showed  notches  on  the  posterior  border  and 
in  many  the  presence  of  a notch  was  questionable. 

In  a poorly  nourished  patient  with  a movable 
tumor  which  can  easily  be  replaced  in  its  normal 
position  the  diagnosis  is  clear.  If,  however,  the 
spleen  becomes  fixed  or  impacted  in  the  pelvis  it 
may  be  readily  mistaken  for  an  ovarian  cyst  or 
other  tumor  of  the  uterine  adnexa.  At  times, 
when  located  in  the  right  iliac  fossa,  it  may  be 
confused  with  an  appendicular  abscess. 

Treatment.  From  the  standpoint  of  treatment 
we  must  first  determine  the  cause  of  the  enlarge- 
ment. If  due  to  malaria  or  syphilis  vigorous  anti- 
malarial  and  antisyphilitic  treatment  must  first  be 
instituted  in  an  effort  to  reduce  the  size  of  the 
organ  and,  if  successful,  frequently  the  ligaments 
will  regain  their  tone  and  the  condition  right 
itself.  It  has  been  suggested  that  attempts  be  made 
to  hold  the  misplaced  spleen  in  its  normal  relation 
by  means  of  abdominal  supports  and  pads  but  the 
most  ardent  supporters  of  this  line  of  treatment  can 
look  for  but  very -little  permanent  improvement. 
The  writer  believes  that  in  those  cases,  in  which 
there  is  great  mobility  and  a large  tumor  with 
persistent  symptoms,  operative  interference  pres- 
ents the  only  opportunity  for  relief.  Many  meth- 
ods have  been  devised  in  the  hope  of  fixing  the 
organ  by  splenopexy  in  a position  somewhat  near 
normal.  The  results  obtained  do  not  lend  much 
confidence  to  this  procedure.  The  operation  in 
which  an  opening  is  made  in  the  parietal  peri- 
toneum and  the  spleen  placed  in  the  cavity  formed 
and  sutured  in  position  appears  to  me  to  be  of 
more  advantage  than  the  other  methods  of 
splenopexy  advanced.  However  this  does  not  in- 
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sure  a condition  of  very  much  more  satisfaction 
than  that  of  the  original  abnormal  mobility. 
Splenectomy  has  apparently  given  the  most  favor- 
able results  and  is  not  attended  with  any  great 
danger  to  the  patient.  Hemorrhage  following  ex- 
tirpation is  the  principal  source  of  danger.  Warren 
and  Bessel-Hagen  report  forty-three  cases  of 
splenectomy  with  but  three  deaths.  Practically 
the  only  contraindication  to  removal  is  the  presence 
of  leukemia.  < 

It  is  my  desire  at  this  time  to  report  the  two 
cases  before  mentioned : 

Case  1.  M.  T.,  housewife,  aged  44.  Mother 
alive  and  well.  Father  died  at  age  of  56  as  the 
result  of  injuries.  Patient  has  given  birth  to  nine 
children,  three  dying  in  infancy  and  six  still  living, 
all  being  in  good  health  except  one  daughter  now 
under  writer’s  observation  with  polycystic  and 
movable  right  kidney.  With  this  exception  there 
is  no  history  of  tuberculosis  or  constitutional  dis- 
ease. Venereal  disease  is  denied. 

Patient  believes  that  her  present  trouble  has 
been  present  to  some  degree  for  the  past  twelve 
years  but  has  become  very  aggravated  in  the  past 
year  and  a half.  Has  for  some  time  been  com- 
plaining of  pain  in  the  back  and  a feeling  of  gen- 
eral weakness  and  lassitude.  Eighteen  months  ago 
she  was  taken  wuth  severe  abdominal  cramps  ac- 
companied by  vomiting.  Consulted  the  local  physi- 
cian and  a diagnosis  of  appendicitis  was  made.  Re- 
mained in  bed  eight  days  on  diet  and  local  appli- 
cations to  abdomen  with  relief  of  symptoms.  Since 
that  time  has  had  several  similar  attacks.  Has 
lest  forty  pounds  in  weight  and  for  the  past  three 
months  has  been  unable  to  attend  to  her  household 
duties,  being  practically  bedridden.  Three  days 
previous  to  my  examination  patient  was  again  tak- 
en with  severe  abdominal  pain  with  vomiting  and 
inability  to  secure  satisfactory  bowTel  movement. 
She  was  then  referred  to  me  for  treatment. 

Patient  is  poorly  developed  and  emaciated. 
Temperature  100.5°,  pulse  120,  tongue  deeply 
furred,  heart  and  lungs  negative.  Examination  of 
abdomen  presents  general  tenderness  on  pressure 
and  a large  rounded  mass  in  right  iliac  fossa  some- 
what movable  and  tender.  Examination  of  the 
urine  shows  nothing  abnormal.  Blood  examina- 
tion, hemoglobin  70  per  cent.,  W.  B.  C.  7000, 
R.  B.  C.  3,800,000,  differential  count  normal,  no 
nucleated  red  cells. 

Operation  advised  and  right  rectus  incision  made 
over  the  mass  which  was  found  to  be  an  extremely 
large  and  engorged  spleen,  twisted  on  its  pedicle 
and  a loop  of  small  bowel  engaged  in  the  torsion. 
Splenectomy  was  done  and  after  the  third  day  con- 
valescence was  uneventful.  Pathologic  report, 
chronic  passive  congestion. 

The  patient  has  been  under  observation  from 
time  to  time  since  operation  and  shows  marked 


evidence  of  improvement,  the  last  examination 
about  two  months  ago  and  eighteen  since  operation. 
She  is  now  able  to  perform  all  of  her  household 
duties,  the  pain  in  the  back  has  entirely  disappeared 
as  have  also  her  abdominal  symptoms.  Her  weight 
has  increased  twenty-five  pounds.  Blood  examina- 
tion shows  90  per  cent,  hemoglobin.  W.  B.  C. 
6000,  R.  B.  C.  4,500,000.  No  abnormal  blood 
cells. 

Case  2.  Mrs.  M.  M.,  40  years  old,  mother  of 
five  healthy  children.  Family  and  personal  his- 
tory negative.  No  history  of  tuberculosis  or  con- 
stitutional disease.  Denies  venereal. 

Present  illness  began  about  four  years  ago  when 
she  first  began  to  notice  a feeling  of  weight  in  back 
and  lower  abdomen.  Her  bowels  which  had 
always  been  regular  became  markedly  constipated. 
From  time  to  time  she  has  had  attacks  of  nausea 
and  vomiting.  Has  lost  considerable  weight  but 
does  not  know  howT  much.  Has  been  unable  for 
past  few  months  to  do  her  work  around  the  house 
because  of  feeling  of  weakness  and  pain  in  the 
back.  Twenty-four  hours  ago  vomited  several 
times  and  is  still  nauseated. 

Fairly  developed  and  nourished.  Temperature 
99°,  pulse  96.  Heart  and  lungs  are  negative. 
Abdomen  lax  and  to  a limited  degree  pendulous. 
No  abdominal  tenderness  or  rigidity.  Left  side  of 
pelvis  presents  a smooth,  rounded  tumor  not  mov- 
able. Vaginal  examination.  Tumor  is  palpated 
in  the  posterior  cul-de-sac,  hard,  firm  and  firmly 
fixed.  No  tenderness.  Examination  of  the  urine 
shows  no  abnormal  constituents.  Hemoglobin  75 
per  cent.;  W.  B.  C.  6,700;  R.  B.  C.  3,800,000. 
No  abnormal  blood  cells  present. 

Operation  two  days  following  examination. 
Median  incision  below  umbilicus.  Spleen  found  to 
be  firmly  impacted  in  the  pelvis  posterior  to  the 
uterus.  Spleen  freed  and  splenectomy  performed. 
Secondary  operation  on  the  fifteenth  day  and  brok- 
en down  blood  clot  evacuated.  Following  this 
there  was  an  uneventful  recovery.  Pathologic  ex- 
amination shows  weight  of  spleen  1,200  grams. 
Marked  increase  in  connective  tissue  elements. 

In  the  year  following  operation  the  patient  has 
had  a marked  improvement  in  health  and  entire 
absence  of  pain.  She  is  now  able  to  do  her  own 
work. 


Empyema  of  the  Thorax.  Empyema  is  a very 
common  disease  and  occurs  much  more  frequently 
in  children  than  in  adults.  In  the  vast  majority  of 
the  cases  it  is  secondary  to  some  other  inflamma- 
tory lesion  in  the  body.  The  average  mortality 
for  our  series  was  28  per  cent.,  varying  from  50 
per  cent,  in  infants  to  18  per  cent,  in  adults.  The 
least  unfavorable  period  is  between  three  and  ten 
years  of  age. — Wilensky.  Surg.  Gyn.  and  Obst.,  May, 
1915. 
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VOLVULUS  OF  THE  ILEUM  * 

By  Otis  B.  Wight,  M.  D. 

PORTLAND,  ORE. 

Volvulus,  whether  it  involve  the  ileum,  the 
large  intestine  or  the  whole  intestinal  tract,  is  one 
of  the  surgical  curiosities,  for  there  are  few  sur- 
geons who  have  seen  more  than  half  a dozen  cases. 
It  bids  fair  to  remain  as  such  for  a considerable 
time,  owing  to  its  rarity  and  also  because  its 
symptoms  can  not  be  catalogued,  as  they  vary  so 
much  in  the  individual  cases. 

Perhaps  the  time  may  come  when  a fairly  definite 
symptom-complex  can  be  outlined,  which  will  be 
accurate  enough  to  allow  it  to  be  carefully  con- 
sidered and  always  borne  in  mind  as  a possible 
cause  of  intestinal  obstruction,  just  as  we  are  now 
able  to  frequently  diagnose  intussusception  or 
ileus  from  adhesions  before  operating.  The  study 
of  acute  abdominal  conditions  is  becoming  more 
accurate  all  the  time.  Consider  how  frequently 
we  can  recognize  acute  perforation  of  gastric  or 
duodenal  ulcer,  when  ten  years  ago  we  could  only 
say  we  had  some  unknown  abdominal  condition 
which  required  speedy  exploration  to  save  the 
patient.  So  our  differentiation  of  cases  of  acute 
obstruction  may  improve  enough  to  allow  occa- 
sional correct  preoperative  diagnosis  of  volvulus. 

Volvulus  causes  2 per  cent,  of  all  cases  of  in- 
testinal obstruction,  according  to  Vaughan.  Gibson, 
of  Philadelphia,  says  that  in  one  thousand  cases 
of  intestinal  obstruction  volvulus  caused  12  per 
cent.,  strangulated  hernia  35  per  cent.,  and  in- 
tussusception and  intestinal  adhesions  each  19  per 
cent.  My  interest  in  this  subject  dates  from  a 
case  operated  on  in  1912,  where  the  diagnosis  was 
that  of  a slowly  developing  intestinal  obstruction, 
the  real  cause  not  being  thought  of  before  opening 
the  abdomen. 

O.  E.  H.,  41,  male,  carpenter,  seen  in  consulta- 
tion Feb.  18,  1912.  Past  history  negative  except 
for  vague  occasional  symptoms  of  indigestion,  and 
slight  constipation.  Worked  regularly  until 
A.  M.  of  Feb.  16,  when  he  was  seized  with  dull 
aching  pain  in  lower  abdomen  which  increased  in 
severity,  forcing  him  to  stop  work.  Nauseated  all 
that  day  and  vomited  frequently  on  the  17th. 
Bowels  moved  slightly  on  the  17th.  Pain  con- 
tinued and  was  taken  to  the  hospital  at  noon  of 
the  18th.  Seen  at  2:30  P.  M.  in  consultation. 
W.  B.  C.  16,000,  polymorphs  84  per  cent.,  temper- 
ature on  admission  100°,  pulse  108.  Very  restless, 
marked  tenderness  about  navel,  especially  over 

*Read  before  the  Annual  Meeting  of  North  Pacific  Surgical 
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right  rectus,  slight  muscular  rigidity.  Operation 
advised  and  diagnosis  made  of  appendicitis  or  in- 
testinal obstruction  from  unknown  cause. 

Median  incision.  Appendix  found  retrocecal, 
tip  bound  down,  removed;  ileum  distended,  cecum 
and  colon  also  slightly  distended.  Beginning 
about  six  inches  above  the  cecum  and  extending 
upward  for  three  feet  the  ileum  was  seen  to  be 
bluish-gray  and  more  distended  than  above  or  be- 
low. This  three  feet  of  ileum  was  twisted  upon 
itself  clock-wise  at  least  one  full  turn.  This  por- 
tion of  the  gut  was  removed  outside  the  abdomen, 
was  untwisted  from  left  to  right,  and  then  its 
contents  were  milked  out.  Gas  and  fecal  matter 
could  be  felt  passing  into  the  cecum.  Intestine 
was  replaced  in  abdominal  cavity  with  some  diffi- 
culty. Small  amount  free  fluid  present.  Layered 
closure.  Pulse  on  leaving  the  table  130  and  con- 
dition fair.  Evening  of  the  operation  pulse  was 
90.  Had  considerable  distension  after  operation 
and  rather  stormy  time  for  sixty  hours  until  bowels 
were  thoroughly  moved.  After  this  convalescence 
was  easy.  Left  hospital  on  the  18th  day.  Seen 
several  times  afterward,  the  last  being  about 
eighteen  months  after  operation.  No  recurrence 
or  return  of  symptoms. 

Among  other  articles  consulted  in  the  study  of 
this  subject  there  is  one  in  the  Nov.,  1914,  Surgery, 
Gynecology  and  Obstetrics,  by  Weible,  which 
gives  a tabulated  statement  of  66  cases  of  volvulus 
which  had  been  found  at  operation  or  postmortem. 
The  mortality  was  44  or  66  per  cent.  I have  been 
able  to  add  14  more  cases  with  ten  recoveries.  This 
totals  80,  with  32  recoveries,  a percentage  of  40. 
Among  these  80  cases,  62  were  in  males,  one- 
fourth  of  them  occurring  in  the  third  decade,  16 
per  cent,  before  the  age  of  ten,  and  more  than 
half  before  the  age  of  thirty.  These  figures  are  of 
interest,  as  the  text-books  state  that  volvulus  is 
peculiarly  a disease  of  middle  life  or  later. 

Pathology.  Volvulus  is  a condition  in  which 
rotation  or  twisting  takes  place  in  the  mesentery. 
The  latter  is  attached  to  the  posterior  abdominal 
wall  by  its  so-called  root,  through  which  pass  the 
vessels  and  nerves  to  the  whole  intestine.  This 
root  is  about  six  inches  long  and  extends  diagonally 
down  and  to  the  right  from  the  second  lumbar 
vertebra  toward  the  right  sacroiliac  joint.  One 
would  think  from  the  shape  of  the  mesentery,  a 
narrow  pedicle  with  a fan-like  periphery,  that 
rotation  or  volvulus  would  be  of  common  occur- 
rence. 

There  are  two  types  of  volvulus.  In  one  the 
whole  mesentery  is  concerned  in  the  rotation,  where 
the  bowel  rotates  on  its  own  axis ; the  other  in- 
volves one  or  more  loops,  where  the  loop  or  loops 
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rotate  around  their  longitudinal  axis,  as  in  the 
case  just  reported.  This  latter  is  often  caused  by 
adhesions  or  bands  and  rarely  by  tumors. 

Phillipowics,  a Russian,  who  has  written  con- 
siderably on  this  subject,  claims  that  a chronic  in- 
flammatory thickening  of  one  side  of  the  mesentery 
may  develop  and  so  bring  this  type  of  condition 
about.  He  reports  a few  cases  in  which  he  found 
such  development.  Sometimes  there  is  present  in 
adults  a congenital  type  of  mesentery  which  is 
continuous  with  that  of  the  large  intestine  and 
which  often  allows,  in  the  development  of  the 
volvulus,  the  involvement  of  the  cecum  and  part 
or  all  of  the  large  intestine  in  the  rotated  mass. 

The  rotation  usually  follows  the  direction  of 
the  hands  of  the  clock,  except  in  the  cases  where 
it  starts  in  or  near  the  cecum.  This  latter  is  ex- 
plained on  the  ground  that,  in  development  and 
change  of  position  in  the  fetal  cecum,  it  takes  one- 
half  turn  anti-clockwise  in  assuming  the  position 
in  which  it  is  found  after  birth.  Cases  have  been 
operated  on  where  there  was  only  a rotation  of 
90°  and  yet  definite  signs  of  obstruction  were  pres- 
ent. Usually  there  is  a rotation  of  from  180°  to 
360°  and  a few  cases  have  been  reported  where 
two  complete  turns  were  found,  or  a rotation  of 
720°. 

The  effect  of  torsion  of  the  mesentery  is  first  to 
block  venous  return  from  the  intestinal  vessels, 
arresting  more  or  less  rapidly  the  entire  circulation 
of  the  bowel,  with  resultant  toxemia  and  gangrene. 
There  is  often  associated  hemorrhage  into  the 
lumen  of  the  bowel  and  into  the  peritoneal  cavity. 
Coincident  with  the  stoppage  of  circulation  is  that 
of  gas  and  fecal  matter  in  the  gut,  with  attendant 
toxic  absorption.  The  tightest  part  of  the  kink  is 
usually  at  the  lower  end  of  the  twisted  loop,  so 
there  is  often  vomiting  of  bile  and  even  fecal  ma- 
terial or  blood  without  any  passage  of  gas  or  feces 
per  rectum,  even  in  spite  of  enemata. 

Volvulus  may  be  caused  by 

( 1 ) Congenital  type  of  mesentery,  abnormally 
long  which  does  not  end  at  cecum  but  is  continuous 
with  the  mesocolon. 

(2)  Chronic  mesenteritis. 

(3)  Habitual  constipation  with  its  drag  on 
mesentery  from  fecal  overload. 

(4)  Adhesions  or  bands  (often  postoperative). 

(5)  Tumors  pulling  by  their  weight  on  a loop 
-f  gut. 

(6)  Long-standing  herniae,  where  the  portion 


of  the  bowel  in  the  hernial  sac  prevents  volvulus 
from  untwisting. 

(7)  Blows  on  abdomen.  A few  of  the  cases  in 
the  above  mentioned  list  develop  directly  following 
injury. 

Symptoms.  Many  of  the  cases  give  histories 
that  lead  one  to  suspect  that  a partial  volvulus  has 
been  present  for  some  time,  having  chronic  con- 
stipation, repeated  attacks  of  colic  and  abdominal 
distress  and  distension.  Usually,  however,  the 
picture  is  that  of  an  acute  intestinal  obstruction, 
with  sudden  sharp  colicky  pain  usually  about,  or 
slightly  below  and  to  the  right  of  the  umbilicus, 
vomiting  which  later  may  become  bile-stained,  or 
even  fecal  and  obstinate  constipation.  There  is  no 
rise  of  pulse  or  temperature  for  several  hours ; then 
the  pulse  rapidly  changes  for  the  worse.  A tumor 
is  practically  never  present.  The  distension  is 
often  marked  about  or  below  the  navel,  coming  on 
after  a few  hours. 

Diagnosis.  In  rare  cases  volvulus  of  the  sig- 
moid can  be  outlined  before  operation,  but  an 
absolute  diagnosis  of  volvulus  of  the  lesser  gut  is 
impossible.  It  is  enough  to  determine  that  there 
is  present  an  acute  obstruction,  that  the  patient’s 
condition  is  rapidly  growing  worse  and  needs 
operative  relief.  The  points  to  emphasize  are  the 
absolute  obstruction,  with  distension  and  vomiting, 
and  an  apparently  good  condition  during  the  first 
few  hours.  The  important  thing  is  to  recognize 
early  the  presence  of  a serious  condition  for,  if  the 
patient  be  allowed  to  become  shocked  and  develop 
a thready  pulse,  any  operative  measure  will  be  of 
no  avail.  Operation  and  exploration  offer  the  only 
hope  for  saving  the  patient,  for  no  cases  of  volvulus 
of  the  ileum  or  any  portion  of  the  intestinal  tract 
above  the  sigmoid  have  ever  been  saved  by  ex- 
pectant measures. 

Treatment.  Median  or  right  rectus  incision  is 
best,  large  enough  to  allow  free  exploration  and  if 
necessary  partial  evisceration,  so  that  the  mesentery 
can  be  studied,  also  the  amount  of  the  bowel  in- 
volved in  the  twist  and  its  condition.  If  the  gut 
be  not  gangrenous  and  changes  quickly  back  toward 
normal  color  after  hot  applications,  the  mass  can 
be  slowly  and  gently  untwisted,  and  then  returned 
to  the  abdominal  cavity.  This  is  apparently  suffi- 
cient for,  so  far  as  the  literature  shows,  no  cases  of 
volvulus  so  treated  have  recurred  except  in  the 
sigmoid.  After  the  relief  of  torsion,  very  soon  can 
be  noted  the  passage  of  gas  and  feces  from  the 
involved  loops.  In  these  cases  it  may  pay  to  use 
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a hypodermic  injection  of  eserine  (gr.  1/30)  as 
soon  as  the  belly  is  closed,  and  other  means  as 
enemata  to  early  empty  the  intestine. 

Where  the  intestine  is  gangrenous,  resection  is 
advisable  and  necessary,  but  no  case  has  recovered 
where  more  than  ten  feet  of  bowel  have  been  re- 
moved. The  wound  can  usually  be  closed  without 
drainage  unless  there  is  present  a large  amount  of 
free  fluid  in  the  peritoneal  cavity  or  a beginning 
peritonitis.  Rapid  work  and  minimal  handling  of 
the  involved  intestine  are  essential. 

Prognosis.  Vaughan,  in  his  collected  list  of  61 
cases,  gives  a mortality  of  60  per  cent.  Gibson, 
in  61  cases  involving  only  the  small  intestine,  gives 
mortality  of  70  per  cent.;  in  73  cases  involving 
the  colon  54  per  cent.  Weible,  in  66  cases,  some 
of  which  may  have  been  included  in  Vaughan’s  list, 
gives  mortality  of  66  per  cent.  Wight,  in  14  cases, 
mortality  of  30  per  cent.  The  high  mortality  is 
due  first  to  failure  to  recognize  and  operate  early 
enough,  for  volvulus  of  the  small  intestine  is  almost 
always  fatal  after  forty-eight  hours;  second,  diffi- 
culty in  making  an  accurate  diagnosis  even  after 
abdomen  is  opened ; third,  frequently  nearly  all  of 
the  small  intestine  is  included  in  the  volvulus, 
causing  rapidly  fatal  toxemia. 


EFFUSION  INTO  BOWEL  WALL  SIMU- 
LATING APPENDICITIS* 

By  H.  W.  Riggs,  M.  D.,  C.  M.,  F.  R.  C.  S. 
Edin.,  F.  A.  C.  S. 

VANCOUVER,  B.  C. 

Symptoms  of  inflammatory  trouble  in  the  right 
lower  quadrant  of  the  abdomen  always  suggests 
appendicitis  and  rightly  so,  seeing  that  operation 
confirms  that  diagnosis  in  the  vast  majority  of 
cases.  But  of  late  years  we  have  learned  that 
symptoms  which  have  been  put  down  to  a chronic 
appendix  may  be  due  to  other  troubles.  The  re- 
moval of  an  appendix  does  not  in  these  cases  re- 
move the  symptoms  and  a second  operation  reveals 
a Lane’s  kink  or  a displaced  ascending  colon  and 
cecum  with  the  so-called  periocolic  membrane. 
Thus,  in  the  chronic  abdomen  we  are  becoming 
more  chary  of  making  an  off-hand  diagnosis  of 
appendicitis. 

In  this  paper  I wish  to  report  a number  of  cases 
which  have  been  operated  on  under  a diagnosis  of 
appendicitis,  in  which  the  symptoms  were  those  of 
an  acute  or  subacute  form. 

•Read  before  the  Annual  Meeting  of  North  Pacific  Surgical 
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Case  1.  C.  B.,  age  7,  schoolboy.  Had  been  ill 
for  three  or  four  days.  He  complained  of  pain  in 
the  abdomen  which  was  at  times  quite  severe.  Was 
able  to  be  at  school  part  of  the  time.  On  the  morn- 
ing of  Nov.  2,  1914,  went  to  school,  was  taken 
with  a severe  pain  in  abdomen.  Vomiting  followed. 
On  being  taken  home  a doctor  was  called  who 
pronounced  it  appendicitis  and  ordered  him  to 
hospital.  I saw  him  there. 

Examination  showed  tenderness  on  pressure  at 
McBurney’s  point,  rigidity  of  the  right  rectus, 
abdomen  distended,  temperature  103°,  pulse  120. 
It  was  decided  to  operate  immediately.  The 
lesion  was  found  to  be  a reddened,  thickened  area 
involving  the  last  3 cm.  of  the  ileum,  the  adjoining 
parts  of  the  cecum  and  the  base  of  the  appendix 
for  about  1 cm.  The  remainder  of  the  appendix 
was  not  affected  but  was  tense.  The  mesentery- 
corresponding  to  the  affected  area  was  much 
thickened  and  contained  enlarged  glands.  The 
ileum  was  examined  for  some  distance  but  there 
was  no  sign  of  further  trouble.  The  appendix  was 
removed.  Some  petechial  hemorrhages  were  pres- 
ent on  the  mucous  membrane.  A culture  from  it 
gave  B.  coli  and  B.  pyocyaneus.  The  temperature 
remained  high  for  a few  days,  then  subsided  and  a 
good  recovery  was  made. 

Case  2.  M.,  age  5,  boy.  Mother  gave  the  his- 
tory that  he  had  not  been  well  for  about  a week. 
He  did  not  eat  well  and  was  very  listless.  At 
times  he  complained  of  spasms  of  pain.  The  day 
I was  called  in  consultation  he  had  suffered  con- 
siderable pain  and  had  vomited. 

Examination  showed  tenderness  in  the  region  of 
the  appendix,  with  a slight  degree  of  rigidity  of 
the  right  rectus.  Temperature  that  day  had  varied 
from  101°  to  103°.  Appendicitis  was  diagnosed 
and,  because  the  child  had  been  growing  worse,  it 
was  decided  to  operate.  The  appendix  was  found 
apparently  normal  but  the  lower  end  of  the  ileum 
was  congested  and  thickened.  The  corresponding 
mesentery  wTas  thickened  and  contained  enlarged 
glands.  Following  the  operation  the  temperature 
remained  above  normal  for  several  days.  A good 
recovery  w-as  made. 

Case  3.  M.  C.,  age  24,  blacksmith.  Gave  a 
history  of  having  had  several  attacks  of  abdominal 
pains  for  which  heat  was  required.  On  Aug.  30, 
1907,  he  was  taken  with  severe  pain  in  epigastrium. 
This  was  not  continuous  but  recurred  at  intervals 
during  that  day  and  the  following  day.  At  this 
time  was  much  constipated.  On  31st  bowels 
moved  slightly.  During  the  night  had  very  severe 
colicky  pains  just  above  the  umbilicus  and  slightly 
in  the  right  iliac  region.  Sept.  1,  the  pain  was  not 
so  severe.  On  Sept.  2 I was  called  because  of  the 
severe  pains.  I found  the  abdomen  slightly  dis- 
tended with  gas,  tender  to  palpation  in  right  iliac 
area,  to  the  inner  side  of  McBurney’s  point, 
and  slight  rigidity  of  the  right  rectus.  Just  to  the 
outer  side  of  the  right  rectus,  on  a line  between  the 
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umbilicus  and  anterior  superior  spine,  a doughy 
mass  was  felt.  Temperature  101°,  pulse  96. 

Treatment.  No  diet,  fomentations.  On  the  4th 
pain  disappeared,  rigidity  was  almost  gone,  tem- 
perature was  normal  but  the  mass  was  still  present. 
On  the  8th  I was  again  called  as  patient  had  been 
up  and  had  taken  heavy  dose  of  purgatives.  Condi- 
tion was  similar  to  that  at  first  examination. 
Moved  to  hospital  with  diagnosis  of  recurring  ap- 
pendicitis. 

At  operation  a dark  congested  portion  of  small 
bowel  presented  itself.  Quite  a quantity  of  straw- 
colored  fluid  was  present  in  the  peritoneal  cavity. 
Appendix  was  found  to  be  normal,  but  ileum  for 
10  cm.  above  junction  with  cecum  was  congested 
and  thickened.  The  affected  area  was  sharply  de- 
fined above,  while  the  adjoining  portion  of  cecum 
and  the  corresponding  mesentery  was  similarly 
thickened  and  enlarged.  The  glands  were  much 
enlarged.  Appendix  removed.  Following  opera- 
tion temperature  remained  at  101°  for  a day,  then 
dropped  to  normal.  Reported  that  during  the  fol- 
lowing week  had  very  dark  stools  but  these  un- 
fortunately were  not  tested  for  blood. 

Case  4.  R.  B.,  age  29,  lumberman.  This  was 
a case  of  Dr.  Monro’s  which  I had  the  privilege 
of  seeing  during  operation  and  to.  whom  I am  in- 
debted for  the  use  of  the  history. 

Complained  of  pain  in  the  abdomen  which  was 
more  marked  in  the  right  lower  quadrant.  The  at- 
tack began  twelve  days  before,  following  a heavy 
meal  after  prolonged  and  strenuous  exertion.  There 
was  severe  abdominal  pain  accompanied  by 
diarrhea.  At  first  the  pain  was  in  the  epigastrium 
and  around  the  umbilicus.  Later  it  shifted  to  the 
right  lower  quadrant.  He  vomited  once.  He  was 
off  work  for  a day  and  a half,  then  because  of  the 
scarcity  of  men  returned  to  work,  although  not 
feeling  well.  The  pain  continued  so  constant  that 
he  quit  work  and  went  to  the  hospital. 

Examination  showed  temperature  99.3°,  pulse 
100,  tenderness  on  palpation  over  right  lower 
quadrant  and  slight  rigidity  of  the  right  rectus.  In 
the  region  of  the  greatest  tenderness  there  is  a 
mass  about  6 cm.  long  by  3 cm.  wide. 

On  operation  the  appendix  was  found  prac- 
tically normal  but  the  lower  6 cm.  of  the  ileum 
was  much  congested  and  inflamed.  The  mesentery 
of  this  portion  was  a thickened,  inflamed,  adherent 
mass.  The  balance  of  the  ileum  was  normal. 
Appendix  was  removed  and  patient  made  a good 
recovery. 

These  cases  in  their  history  resemble  the  symp- 
toms of  appendix  trouble  more  or  less  acute.  The 
central  abdominal  pain,  shifting  to  the  right  lower 
quadrant,  with  tenderness  on  pressure  over  this 
area,  the  slight  rigidity  of  the  right  rectus,  vomit- 
ing, temperature  ranging  from  99°  to  103°,  make 
the  clinical  picture  of  inflammation  of  the  appen- 
dix. The  doughy  mass  felt  in  several  cases,  gave 


the  impression  of  a possible  abscess,  for-  who  has 
not  found  an  abscess  around  the  appendix  accom- 
panied by  normal  pulse  and  normal  temperature? 

The  pathology  is  more  or  less  uncertain.  The 
site  of  the  lesion  is  constant,  occurring  at  the  lower 
few  inches  of  the  ileum  and  sometimes  involving  a 
contiguous  portion  of  the  cecum.  It  is  to  be  noted 
that  this  area  is  supplied  by  the  ileocolic  artery. 
The  congestion  varied  from  a slight  reddening  to 
a dark  red  color.  There  was  great  thickening  of 
the  bowel  wall  and  of  the  mesentery.  This  is  not 
of  the  edematous  type  which  pits  on  pressure,  but 
has  more  of  the  brawny  feel  of  an  inflammatory 
infiltration.  The  area  affected  is  usually  quite 
sharply  defined  and  does  not  shade  gradually  to 
the  normal.  In  one  case  there  were  petechial 
hemorrhages  in  the  mucous  membrane  of  the  ap- 
pendix, while  in  another  there  was  apparently 
blood  in  the  stool.  A bacteriologic  examination  in 
the  only  appendix  involved  gave  only  B.  coli  and 
pyocyaneus. 

With  these  symptoms  and  pathology  can  a diag- 
nosis of  an  infected  process  be  made?  While  the 
symptoms  certainly  resemble  those  of  an  inflamma- 
tory condition,  yet  until  it  is  possible  to  make  a 
study  of  the  tissues  involved  it  is  difficult  to  say. 
If  a local  infective  process,  it  is  possible  that  under 
certain  conditions  the  regurgitation  of  the  bacteria- 
filled  contents  of  the  cecum  through  a relaxed 
ileocecal  valve,  as  described  by  Kellogg  and  Case, 
will  cause  this  condition.  At  present  it  is  impossi- 
ble to  say. 

A more  likely  explanation  is  that  this  is  a mani- 
festation of  a toxemic  condition  which  has  for  its 
outward  sign  erythema,  urticaria,  angioneurotic 
edema  and  purpura.  The  visceral  lesion  of  these, 
as  pointed  out  by  Osier,  are  of  two  types,  one 
mechanical  and  the  other  inflammatory.  The  lesion 
as  described  above  may  well  take  of  the  nature 
of  both. 

The  abdominal  pain,  the  vomiting,  the  tem- 
perature and  the  site  of  the  lesion  correspond  to 
the  description  given  by  Henoch  of  abdominal 
purpura.  Sutherland,  in  his  paper  on  this  subject, 
emphasizes  the  fact  that  the  site  of  election  for  this 
form  of  intestinal  hemorrhage  is  the  ileocecal  re- 
gion. Yet  in  the  cases  I have  reported  the  ques- 
tion of  hemorrhage  is  almost  negligible.  One  had 
petechial  hemorrhages,  another  presumably  had 
blood  in  the  stool,  but  there  was  no  marked 
hemorrhage  from,  any  part  of  the  alimentary  tract. 
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The  other  cases  showed  absolutely  no  sign  what- 
ever of  a purpuric  nature. 

In  the  literature  which  I have  been  able  to  go 
over  regarding  Henoch’s  purpura,  every  case  had 
at  some  time  during  the  attack  skin  lesions  which 
made  it  easy  to  make  the  diagnosis,  but  in  the  cases 
here  reported  there  were  no  such  lesions  which 
would  help  to  settle  the  question.  Not  only  were 
no  purpuric  spots  present  but  no  angioneurotic  nor 
urticarial  symptoms  were  noted. 

Yet,  in  spite  of  the  absence  of  hemorrhages  and 
skin  lesions,  one  is  inclined  to  decide  that  the 
lesion  described  in  these  four  cases  is  of  an  angio- 
neurotic or,  in  the  more  severe  cases,  of  a purpuric 
nature,  both  being  a manifestation  of  a toxic  condi- 
tion. Regarding  this  point  an  article  in  the 
British  Medical  Journal,  March  7,  1914,  reports 
a case  of  Henoch’s  purpura  which  immediately  im- 
proved upon  the  extraction  of  teeth,  where  pyorrhea 
alveolaris  was  present. 

The  literature  contains  many  reports  emphasiz- 
ing the  difficulty  of  differentiating  between 
Henoch’s  purpura  and  intussusception  or  intestinal 
obstruction,  but  very  few  in  which  appendicitis 
came  into  question.  Osier  mentions  a case  in  which 
operation  was  performed  and  an  appendix  with 
edema  removed  in  a member  of  an  angioneurotic 
family.  Jacobson  and  Nobe-court  report  cases  in 
which  operations  were  performed  for  appendicitis. 
A hemorrhagic  appendix  was  found  in  each  case 
but  the  distinctive  feature  was  that  during  the 
course  of  the  illness  other  symptoms  showing  the 
purpuric  nature  arose. 

Nowhere  in  the  literature  at  my  command  have 
I found  cases  reported  in  which  the  symptoms  con- 
formed to  the  classic  ones  of  appendicitis,  with  no 
indication  of  the  purpuric  or  angioneurotic  nature 
of  the  lesion  other  than  that  found  at  operation.  It 
must  be  that  they  are  not  so  uncommon  but  at- 
tention has  not  been  drawn  to  them.  It  may  be 
that  many  of  the  so-called  appendix  attacks  re- 
ported as  cured  without  operation  are  of  the  nature 
here  described. 


RENAL  DIAGNOSIS  IN  RELATION  TO 
RENAL  SURGERY.* 

By  George  S.  Whiteside,  M.  D. 

PORTLAND,  ORE. 

The  most  important  problem  in  modern  kid- 
ney surgery  is  one  of  diagnosis.  Nephrectomy, 

*Read  before  the  Annual  Meeting  of  North  Pacific  Surgical 
Association,  Portland,  Ore.,  Dec.  18,  1914. 
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nephrotomy,  pyelotomy  and  ureterotomy  are  well 
understood,  standardized  operations.  Any  mem- 
ber of  this  association  can  do  these  operations 
skillfully.  Therefore,  it  is  necessary  to  recall  the 
familiar  precept  to  “be  sure  you  are  right,  then 
go  ahead.”  In  renal  surgery  twenty-five  years  ago 
this  precept  was  not  recognized  to  anything  like 
the  extent  it  is  today.  The  methods  of  diagnosis 
at  that  time  were  the  history,  symptomatology, 
general  appearance  of  patient,  palpation,  blind  in- 
strumental search  of  the  bladder  and  examination 
of  the  urine.  Today  we  must  add  cystoscopy, 
ureteral  catheterization  and  determination  of  the 
physiologic  efficiency  of  each  kidney  separately. 

It  is  this  that  I wish  to  bring  to  your  attention. 
You  can  not  be  sure  you  are  right  unless  you  not 
only  know  the  exact  anatomic  position  of  the 
pathologic  lesion  but  also  the  physiologic  efficiency 
of  each  kidney.  Many  operations  are  done  on  one 
kidney  with  only  guess  work  knowledge  of  either. 
It  may  seem  to  some  half-trained  operator  a 
justifiable  thing  to  thus  risk  his  patient’s  life  but 
to  a body  of  men  such  as  compose  this  association 
it  cannot  seem  just  and  right  to  go  ahead  without 
the  surety  carried  by  complete  diagnosis. 

Let  us  study  this  in  detail.  Conditions  requiring 
surgical  intervention  in  the  renal  region  are  tumors, 
stone,  tuberculosis  and  other  infections.  The 
symptoms  for  which  the  patient  seeks  relief  are 
usually  tumor,  pyuria,  hematuria  and  pain.  The 
field  to  be  examined  includes  the  whole  urinary 
tract  from  the  kidney  cortex  to  the  end  of  the  penis. 
No  part  of  this  should  be  unaccounted  for. 

The  diagnostic  procedures  at  our  command  in- 
clude the  more  ordinary  ones  of  palpation,  urine 
examination  both  chemical  and  microscopic,  and 
instrumentation  of  the  bladder.  Cystoscopy, 
ureteral  catheterization,  either  for  the  purpose  of 
obtaining  separate  specimens  of  the  excretion  of 
each  kidney  or  to  inject  a silver  salt  to  show  an 
x-ray  shadow  for  diagnosis  of  the  size,  shape  and 
position  of  ureter  and  renal  pelvis,  or  for  the  pas- 
sage of  a metal  bougie  or  lead  wired  catheter, 
to  show  the  relation  between  x-ray  shadows  of 
apparant  calculi  and  the  upper  urinary  tract. 
Cryoscopy,  or  the  determination  of  the  freezing 
point  of  urine  is  not  of  as  much  value  as  was 
hoped  when  this  procedure  was  instituted.  In- 
jection of  indigo-carmine,  phloridzin  or  sulpho- 
phenolphthalein  to  determine  the  relative  elimina- 
tion of  one  or  all  of  these  substances  from  one  or 
both  kidneys  is  of  great  aid  in  preparation  for  a 
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safe  surgical  operation.  The  x-ray,  without  the 
aid  of  the  cystoscope,  is  sometimes  helpful  and  at 
other  times  most  misleading.  It  is  only  useful  as 
a negative  assurance  of  calculi  when  the  apparatus 
used  is  an  efficient  and  powerful  one,  when  the 
patient  is  a suitable  subject  and  has  been  properly 
prepared  for  the  picture  by  having  the  bowels 
emptied  both  of  solid  matter  and  gas. 

Cystoscopy  and  ureteral  catheterization  will,  I 
fear,  always  remain  a procedure  which  only  a few 
surgeons  can  skillfully  use!  The  instruments  are 
expensive,  fragile,  complicated  and  require  a large 
experience  of  renal  cases  to  enable  the  operator  to 
interpret  correctly  the  data  obtained.  In  fact,  I 
firmly  believe  that  the  day  is  coming,  is  almost 
here,  when  renal  surgery  will  be  universally  con- 
ceded to  be  as  special  a sort  of  surgery  as  gastro- 
enteric, thoracic  or  brain  surgery. 

The  most  essential  point  in  the  diagnosis  of 
renal  cases  is  not  to  be  in  a hurry  to  arrive  at  final 
conclusions.  Some  days,  even  weeks  or  months  are 
absolutely  necessary  for  a complete  diagnosis  and 
the  surgeon  who  operates  upon  many  renal  cases 
without  such  a complete  diagnosis  is  guilty  of  not 
giving  his  patient  the  best  service  obtainable.  In 
some  cases  the  diagnosis  may  well  be  made  by 
one  individual  and  the  operation  done  by  another 
but  I believe  the  most  sound  and  safe  kidney  sur- 
gery will  always  be  done  where  the  diagnostician 
and  operator  are  the  same  individual.  This  will 
readily  be  seen  to  be  true  because  so  much  judg- 
ment and  experience  must  be  used  in  the  interpreta- 
tion of  the  minute  details  of  each  step  of  the  vari- 
ous diagnostic  methods  employed. 

A well-rounded,  complete  diagnosis  includes  a 
through  examination  of  the  other  organs  of  the 
patient.  The  heart,  blood  vessels  and  lungs  are  of 
extreme  importance.  Signs  of  general  disease,  as 
of  tuberculosis,  syphilis  or  any  other  disease, 
should  not  be  overlooked.  In  this  I think  perhaps 
renal  diagnosis  is  more  broad  gage  than  the  diag- 
nosis of  affections  of  appendix  or  stomach  and  cer- 
tainly more  so  than  in  cases  of  injury  or  even 
many  pathologic  conditions  of  the  head,  neck  or 
extremities.  The  renal  surgeon  should  be  a man 
of  well-rounded  education  and  large  general  sur- 
gical experience,  in  order  that  he  may  not  look  too 
narrowly  at  the  problem  presented  to  him.  When 
in  doubt  he  should  not  hesitate  to  call  in  consulta- 
tion some  physician  or  general  surgeon  who  will 
perhaps  throw  light  in  a dark  place  or  detect  some 


general  sign  which  the  genitourinary  surgeon 
might  have  missed. 

In  this  North  Pacific  Surgical  Association  I take 
it  we  are  each  trying  to  elevate  the  practice  of 
surgery  in  this  part  of  the  country  to  a new 
scientific  level  and  to  render  to  sick  patients  bet- 
ter and  more  skilled  special  services  than  they  have 
had  in  the  past.  Rorsing  believes  it  is  good  prac- 
tice, when  a complete  diagnosis  cannot  be  arrived 
at  in  any  other  way,  to  make  an  exploratory  in- 
cision over  the  kidney.  If  this  be  done,  an  incision 
should  be  made  that  will  not  only  surely  allow 
easy  access  to  the  kidney  but  will  answer  for  the 
ureter  as  well. 

The  incision  I prefer  is  that  advocated  by  Israel 
and  Henry  Morris,  the  oblique  incision.  It  begins 
posteriorly  in  the  angle  between  the  twelfth  rib 
and  the  spine  and  extends  obliquely  forward  and 
downward  about  two  inches  above  and  parallel  to 
the  iliac  crest.  When  necessary  and  advisable  to 
give  room  for  exploration  or  for  the  removal  of  a 
large  tumor,  this  incision  may  extend  to  the  pubic 
spine  just  above  Poupart’s  ligament.  • No  im- 
portant vessels  are  cut,  the  incision  is  parallel  to 
the  fibers  of  the  external  oblique  abdominis  muscle 
and  to  the  last  dorsal,  iliohypogastric  and  ilio- 
inguinal nerves.  These  nerves,  one  or  more  of 
them,  are  always  seen  and  may  be  easily  avoided. 

The  portion  of  the  wound  which  obstructs  the 
kidney  is  the  extreme  upper  end.  Sometimes  it  is 
advised  to  resect  the  twelfth  rib.  I have  never 
found  this  necessary  if  the  ligament  connecting  it 
with  the  transverse  process  of  the  last  dorsal 
vertebra  is  cut  from  below  upward.  This  slight 
maneuver  often  renders  a difficult  operation  easy. 

Even  without  resection  of  the  twelfth  rib  it  is 
possible  to  open  the  pleural  cavity  unless  care  be 
exercised  to  prevent  such  an  accident.  I have  done 
this  several  times.  The  most  marked  case  was  in 
operating  on  a cystic  portion  of  a horse-shoe  kid- 
ney in  a stout  woman.  On  account  of  the  anatomic 
anomaly  of  the  kidney  it  was  impossible  to  lift  it 
up  into  the  wound.  Consequently  I endeavored  to 
gain  room  to  facilitate  resection  of  that  half  of  the 
kidney  in  situ.  This  was  successfully  accomplished 
except  for  the  accident  of  puncturing  the  pleural 
cavity.  The  air  rushed  in  and  out  several  times 
through  the  wound  but  a few  well  placed  deep 
stitches  effectually  closed  the  air  hole.  Con- 

valescence was  uninterrupted  and  no  harm  ever 
resulted  from  the  accident.  The  lung  did  not  re- 
tract permanently  and  when  the  patient  left  the 
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hospital  auscultation  showed  good  breathing  to  the 
base  of  the  lung  behind  on  that  side.  This  has 
been  my  experience  in  other  such  cases.  Conse- 
quently I do  not  at  all  regard  the  accident  as  seri- 
ous. It  is  certainly  worth  taking  a chance  of  it 
to  gain  the  extra  room  by  cutting  the  ligaments 
between  the  spine  and  the  lower  side  of  the 
twelfth  rib. 

The  other  end  of  the  oblique  incision  is  of  im- 
portance when  the  lower  end  of  the  ureter  is  to  be 
approached  extraperitoneally.  Both  ends  and  the 
middle  are  necessary  for  nephrectomy,  including 
total  resection  of  the  ureter.  Dr.  Rockey  may  re- 
member the  case  of  Mr.  Anderson,  of  Burns,  on 
whom  I did  this  very  extensive  operation  in  con- 
sequence of  a severed  ureter  with  a long  fistulous 
tract  extending  deep  into  the  pelvis.  He  recovered 
and  his  wound  healed  completely  by  first  intention. 
This  case  was  interesting  also  because  it  was  im- 
possible to  find  the  lower  fragment  of  the  ureter 
except  by  placing  a catheter  in  it  from  below 
before  the  operation. 

Anatomic  anomalies  not  only  of  the  kidney 
itself,  as  for  instance  the  horse-shoe  kidney  men- 
tioned, but  also  cases  of  double  ureter,  double 
pelvis,  accessory  blood  vessels,  etc.,  are  not  very 
uncommon  and  when  they  occur  often  complicate 
the  diagnosis  of  the  operative  treatment  of  renal 
conditions  very  much.  Movable  kidneys,  strictures, 
kinks  and  bends  of  the  ureters  also  often  introduce 
troublesome  problems.  Trabeculation,  vesical 
hemorrhage,  diverticulae,  bladder  tumor,  large 
stones  or  those  adherent  to  the  bladder  wall, 
strictures  of  the  ureter  or  abdominal  wall  mal- 
formations, such  as  extrophy  of  the  bladder,  may 
very  seriously  interfere  with  the  diagnostic  pro- 
cedures undertaking  for  renal  disease. 

General  surgeons  who  are  not  experienced  in 
cystoscopy  sometimes  are  disappointed  when  in  any 
given  case  the  genitourinary  specialist  fails  to  ac- 
complish ureteral  catheterization.  It  is  very  diffi- 
cult and  sometimes  impossible  to  find  the  opening 
of  the  ureter  or  pass  the  catheter  in  those  cases 
complicated  by  anomalies  or  deformities.  In  the 
normal  bladder  it  is  very  easy  but  normal  in- 
dividuals with  healthy  bladders  and  kidneys  do  not 
need  investigation.  Under  adverse  conditions  I 
have  completely  failed  several  times  and  not  in- 
frequently find  myself  unable  to  enter  more  than 
one  ureter.  In  the  majority  of  cases,  however, 
ureteral  catheterization  is  quick  and  easy.  It  can 
usually  be  done  at  the  office,  without  an  anesthetic 
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or  with  local  anesthesia.  In  a few  cases  it  is 
necessary  to  give  a general  anesthetic. 

In  general  there  are  two  types  of  cystoscopes, 
that  with  the  direct  view  and  that  with  the  in- 
direct. In  each  case  the  optical  apparatus  is  the 
same  except  that,  for  indirection  of  view  point  in 
the  second  type  of  instrument  the  line  of  vision  is 
deflected  by  a prism  placed  at  the  heel  of  the 
Mercier  bend  of  the  cystoscope.  Ureteral  catheteri- 
zation done  with  the  direct-view  instrument  offers 
more  difficulty  in  finding  the  ureteral  opening  but 
it  is  easier  to  enter  it ; with  the  indirect-view 
cystoscope  the  reverse  is  true.  It  is  necessary  that 
the  specialist  should  have  several  cystoscopes  for 
different  purposes  and  these  should  include  both  a 
direct  and  an  indirect-view  or  one  that  combines 
both  in  same  instrument.  Irrigation  channels  are 
often  also  a decided  advantage. 

In  all  cases  of  suspected  stone  an  x-ray  plate 
should  be  taken.  If  this  shows  anything  that 
might  be  a stone,  a ureteral  catheter  should  be 
passed  and  another  taken  to  see  whether  the  stone 
and  the  ureter  coincide  on  the  plate.  Tins  will 
absolutely  prevent  unnecessary  operations  for  spots 
which  may  be  phleboliths,  calcified  lymphatic 
glands  or  substances  in  the  bowel.  It  also  facili- 
tates the  operation,  making  it  possible  to  cut  di- 
rectly over  the  stone  without  injury  to  surround- 
ing tissue.  It  is  erroneous  to  suppose  that  a stone 
in  the  ureter  or  the  renal  pelvis,  even  if  it  ap- 
perently  blocks  the  ureter,  offers  much  of  an  ob- 
stacle to  the  passage  of  an  ureteral  catheter.  The 
catheter  usually  finds  a way  alongside  the  con- 
cretion, often  without  any  sense,  to  the  operator, 
of  having  touched  any  obstruction.  Wax-tipped 
bougies  have  been  used  to  detect  stones  by  the 
scratch  marks  on  the  wax.  This  method  was  in- 
troduced by  Kelly  years  ago  before  x-ray  plates 
of  the  kidney  were  very  reliable.  Nowadays  it  is 
seldom  used,  since  the  x-ray  in  conjunction  with  a 
catheter  is  less  troublesome  and  conveys  more  in- 
formation, as  it  not  only  tells  that  there  is  a stone 
but  accurately  locates  it.  It  also  gives  warning 
when  there  is  more  than  one  stone  present. 

In  renal  tuberculosis  one  of  the  most  important 
safeguards  before  surgical  measures  are  undertaken 
is  to  ascertain  surely  the  condition  of  each  kidney 
separately.  It  is  obvious  that  nephrectomy  is  use- 
less where  the  disease  is  equally  bilateral.  In  the 
latter  case  the  only  surgical  procedure  offering 
any  chance  whatever  is  double-sided  nephrotomy  or 
the  cutting  of  both  ureters  and  turning  them  out 
through  the  skin  of  the  back.  There  is  now 
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a young  man  in  Portland  on  whom  double 
nephrotomy  was  done  for  a bilateral  tuberculous 
calculous  pyelitis  about  five  years  ago.  He  still 
passes  pus  and  occasional  stones  through  the 
fistulae,  but  he  has  not  lost  much  weight  for  sev- 
eral years  and  tuberculous  abscess  cavities  in  his 
lungs  are  said  by  the  physician  in  attendance  to  be 
healing.  I do  not  doubt  that  he  would  have  died 
some  time  ago  had  double  nephrotomy  not  been 
done.  Multiplication  of  cases  would  be  tedious.  I 
have  recited  enough  to  show  that  incomplete  diag- 
nosis often  leads  to  bungling  operation  for  relief 
or  cure.  Luckily  nature  tends  to  heal  all  wounds 
and  repair  pathologic  damage.  If  this  were  not 
so,  many  urinary  cripples  would  be  a standing 
reproach  to  the  practice  of  guess-work  diagnosis. 
907  Journal  Building. 

ECTOPIC  PREGNANCY* 

By  C.  B.  Ford,  M.  D„  F.  A.  C.  S. 

SEATTLE,  WASH. 

It  is  not  the  object  of  this  paper  to  present  any- 
thing new  about  ectopic  pregnancy  but  rather  to 
refresh  our  memories  with  a short  review  of  the 
essential  points  as  they  are  seen  at  the  bedside. 

As  a rule  extrauterine  pregnancy  occurs  in  a 
woman  who  has  had  children  and  has  then  re- 
mained sterile  for  several  years.  It  may,  however, 
occur  with  the  first  pregnancy.  The  early  symp- 
toms are  those  of  a normal  pregnancy — cessation  of 
menstruation,  enlargement  of  the  uterus,  discolora- 
tion of  the  vaginal  mucous  membrane  and  enlarge- 
ment of  the  breasts.  These  are  accompanied  by 
morning  sickness  and  often  a sensation  that  the 
patient  herself  feels  that  she  is  pregnant.  As  the 
pregnancy  advances  there  are  attacks  of  pelvic  and 
abdominal  pain  which  at  times  are  very  severe, 
and  a discharge  of  blood  from  the  uterus.  This 
bleeding  is  not  often  profuse  and  is  very  irregular 
in  character.  It  may,  however,  be  profuse  enough 
to  exsanguinate  the  patient.  At  times  there  is  a 
discharge  of  the  decidua  vera  and  this  may  be  the 
cause  of  a mistaken  diagnosis  of  an  abortion.  An 
examination  usually  shows  a discolored  vaginal 
mucous  membrane,  a uterus  slightly  enlarged  with- 
out the  softening  of  the  lower  segment  and  a very- 
tender  mass  on  one  side  of  or  posterior  to  the 
uterus.  As  a rule  this  mass  is  exquisitely  tender 
and  often  the  entire  lower  abdomen  is  very  sensi- 
tive. 

‘Read  before  the  Annual  Meeting  of  North  Pacific  Surgical 
Association,  Portland,  Ore.,  Dec.  18-19,  1914. 


As  the  fetus  grows  the  tube  becomes  more  and 
more  stretched  and  finally  begins  to  give  way  in 
some  part  of  its  wall.  This  is  accompanied  by  at- 
tacks of  very  severe  pain  and  internal  hemorrhage. 
This  hemorrhage  may  be  very  small  and  produce 
few  or  no  symptoms,  or  it  may  be  profuse  and 
produce  alarming  shock,  the  patient  falling  to  the 
floor  in  a pulseless  condition.  As  a rule  these  at- 
tacks of  pain  and  internal  hemorrhage  are  re- 
peated a number  of  times  before  the  rupture  is 
complete. 

If  the  patient  remains  untreated  we  may  have 
one  of  several  conditions  develop.  If  the  tube 
ruptures  between  the  layers  of  the  broad  ligament, 
or  if  a localized  pelvic  peritonitis  has  produced 
adhesions,  the  escape  of  blood  will  be  limited  and 
we  will  have  an  hematocele  formed.  These 
patients  quickly  rally  from  the  primary  shock  and 
seldom  have  it  repeated.  When  the  blood  is  not 
limited  by  adhesions,  the  patient  may  quickly  bleed 
to  death.  This  does  not  happen  unless  a large 
vessel  has  given  wTay  and  most  of  these  cases  rally 
from  the  initial  shock  and  may  even  have  it  re- 
peated a number  of  times. 

In  the  great  majority  of  cases  the  fetus  dies 
when  the  tube  ruptures  and  is  often  not  found  in 
the  blood  clots  that  are  removed  at  the  time  of 
operation.  In  some  cases,  however,  the  ovum 
lodges  in  another  place  and  the  fetus  continues  to 
grow  and  may  even  reach  full  term. 

Mrs.  L,,  who  was  admitted  to  the  City  Hos- 
pital on  Feb.  22,  1911,  illustrates  this  condition. 
She  had  last  menstruated  early  in  August  and  had 
remained  well  up  to  the  first  week  in  November. 
At  that  time  she  had  severe  abdominal  and  pelvic 
pain  and  was  confined  to  bed  for  several  days  on 
account  of  great  weakness.  There  was  a normal 
amount  of  vaginal  discharge  which  she  took  to  be 
a menstrual  period.  She  was  treated  by  a physician 
but  does  not  know  what  he  diagnosed  her  case. 
In  about  two  weeks’  time  she  began  to  pick  up  in 
strength  and  was  able  to  be  about  and  do  her 
ordinary  light  work.  From  that  time  on  her  abdo- 
men gradually  increased  in  size  but  her  general 
health  remained  fairly  good.  Early  in  February 
her  health  began  to  fail  and  she  again  sought 
medical  advice.  As  no  improvement  in  her  condi- 
tion took  place  she  applied  to  the  City ( Hospital 
and  was  admitted  on  Feb.  22. 

At  that  time  she  was  very  much  emaciated  and 
in  a very  weakened  condition  with  a temperature 
of  99°.  Her  abdomen  was  about  as  large  as  a 
seven  months  pregnancy  and  fluid  could  easily  be 
detected.  No  fetal  heart  sounds  could  be  heard 
and  no  movement  felt. 

On  Feb.  23  I opened  her  abdomen  and,  after 
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going  through  the  peritoneum,  came  upon  a mass 
of  adhesions.  When  I dissected  through  one  part 
of  these  there  was  an  escape  of  water  and  with  it  a 
loop  of  umbilical  cord.  After  breaking  up  more 
of  the  adhesions  I removed  a dead  fetus.  It  was 
about  six  months  along  and  fairly  well  nourished. 
On  further  examination  the  placenta  was  found 
to  be  attached  to  the  under  side  of  the  mesocolon. 
It  was  dissected  off  and  removed.  The  patient  be- 
ing in  a very  bad  condition,  I made  no  attempt  to 
remove  the  sac  but  lightly  packed  it  with  gauze. 
For  about  five  days  she  had  a slight  temperature, 
ranging  from  99°  to  100°.  After  that  time  her 
recovery  was  uneventful. 

In  November,  when  this  patient  was  taken  sick 
with  pains  and  weakness,  she  evidently  had  a 
ruptured  ectopic  pregnancy  which  was  overlooked. 
The  ovum  after  its  release  from  the  tube  floated 
through  the  abdomen  and  finally  lodged  on  the 
mesocolon,  where  it  became  attached  and  grew, 
furnishing  nourishment  enough  to  develop  the 
fetus  for  a number  of  weeks.  What  finally  pro- 
duced its  death  is  uncertain. 

In  some  of  these  cases  of  ruptured  ectopic  that 
become  abdominal  pregnancies  the  fetus  may  grow 
for  a number  of  months,  then  die  and  remain  in  the 
abdomen  for  a long  time  without  producing  any 
great  inconvenience  to  the  patient.  I helped  Dr. 
Eagleson  operate  upon  such  a case  in  1901  and 
will  quote  his  report  in  full. 

Mrs.  E.  S.,  a native  of  Indiana,  aged  39  years, 
was  referred  to  me  by  Drs.  Gilchrist  and  Cooper. 
She  gave  the  following  history.  Previous  to  ten 
years  ago  she  had  always  enjoyed  unusually  good 
health  in  every  respect.  She  became  pregnant  at 
that  time  and  everything  progressed  normally  until 
about  the  middle  of  the  sixth  month,  when  a bloody 
uterine  discharge  came  on  which  lasted  for  two. 
months.  It  then  ceased  and  the  abdominal  en- 
largement diminished  until  only  a distinct  tumor 
remained  at  the  level  of  the  umbilicus,  estimated 
by  her  to  have  been  the  size  of  a child’s  head. 

About  thirteen  or  fourteen  months  after  the 
beginning  of  the  pregnancy  the  menstruation  re- 
turned normally  and  she  regained  her  usual  good 
health,  except  for  the  presence  of  the  tumor  which 
gave  her  no  special  inconvenience.  Four  years 
later  she  became  pregnant  again,  and  carried  the 
child  until  the  seventh  month,  when  she  had  a 
premature  delivery.  The  child  was  viable  and  is 
new  a strong,  healthy  girl,  six  years  old.  The 
pressure  of  the  tumor  interfered  with  the  growth 
of  the  womb  during  pregnancy,  and  was  no  doubt 
the  cause  of  the  premature  delivery. 

Her  health  remained  good  after  the  birth  of  the 
child  and  two  years  later  pregnancy  again  took 
place,  but  she  aborted  at  about  the  fourth  month. 
Shortly  after  her  recovery  from  this  she  took  a 
horseback  ride  of  nearlv  sixtv  miles  into  the  Cas- 
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a result  of  the  long  ride,  it  settled  down  on  the 
cade  mountains.  Previous  to  this  time  the  tumor 
had  remained  at  the  level  of  the  umbilicus  but,  as 
bladder  a little  to  the  left  of  the  median  line.  It 
soon  caused  a great  deal  of  irritation  of  this  organ 
by  the  pressure  upon  it  and  since  then  she  had 
suffered  more  or  less  all  the  time. 

On  several  occasions  she  had  slight  chills,  fol- 
lowed by  some  fever,  evidently  caused  by  the 
cystitis.  At  times  the  urine  contained  considerable 
pus  and  albumin.  Occasionally  the  feet  and  legs 
were  considerably  swollen  and  edematous. 

Before  the  tumor  settled  down  into  the  pelvis 
the  patient  described  it  as  being  somewhat  elon- 
gated in  shape,  slightly  movable  and,  as  the  ab- 
dominal walls  were  rather  thin,  she  could  distinctly 
feel  something  resembling  a mass  of  bones  in  its 
interior.  Since  its  descent  it  has  become  much 
harder  and  appears  to  be  firmly  fixed  in  its  posi- 
tion. On  several  occasions  her  general  health  was 
so  severely  affected  as  to  confine  her  to  bed  for 
several  days. 

The  examination  revealed  a tumor  about  5 cc. 
in  diameter,  resting  on  the  left  broad  ligament.  It 
was  somewhat  irregular  in  outline,  quite  dense  and 
hut  slightly  movable.  It  was  not  sensitive  to 
palpation.  Urine  contained  a little  pus  and  a trace 
of  albumin. 

As  the  history  of  the  case  left  little  doubt  as  to 
the  pathology  of  the  tumor,  an  operation  was  de- 
cided upon  at  once.  The  tumor  was  found  resting 
on  the  left  broad  ligament,  against  the  left  and 
posterior  wall  of  pelvis  and  also  pressing  upon  the 
bladder.  There  were  no  intestinal  adhesions  but 
it  was  quite  firmly  adherent  to  the  broad  ligament 
and  pelvic  wall.  As  all  blood  supply  was  prac- 
tically obliterated  by  the  age  of  the  tumor,  it  was 
peeled  out  of  its  bed  with  but  little  difficulty.  In 
delivering  the  sac  through  the  abdominal  wound  it 
was  accidentally  ruptured  by  being  perforated  by 
one  of  the  long  bones  which  had  eroded  the  sac 
wall  by  pressure,  some  of  the  contents  escaping 
into  the  abdominal  cavity.  This  was  carefully 
wiped  out  with  gauze  sponges  and  the  cavity 
irrigated  with  normal  salt  solution  and  closed 
without  drainage.  The  soft  tissues  of  the  fetus 
had  become  entirely  disorganized,  except  portions 
of  the  brain,  so  that  the  contents  of  the  sac  pre- 
sented a mass  of  bones  and  disorganized  tissues. 

Her  recovery  from  the  operation  was  prompt  but 
her  convalescence  was  protracted  several  months 
on  account  of  the  chronic  cystitis.  A report  from 
her  a few  weeks  since  stated  that  she  was  now 
strong  and  well. 

When  an  hematocele  has  formed,  if  it  be  not 
large,  we  may  have  little  or  no  trouble  from  it  and 
the  patient  will  often  go  without  treatment.  As 
a rule,  however,  this  condition  demands  relief  and 
we  have  the  choice  of  two  operations,  either  vaginal 
puncture  or  celiotomy.  Most  of  these  cases  run 
a temperature  and  when  the  elevation  is  high  and 
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the  mass  is  low  and  fixed  in  the  pelvis  I prefer  the 
vaginal  route.  Its  disadvantage  is  that  one  cannot 
remove  the  tube.  Failing  to  remove  this  may 
result  in  a second  ectopic  pregnancy  as  the  follow- 
ing case  illustrates: 

Mrs.  D.  had  been  sick  for  one  month  before 
I saw  her  and  was  being  treated  with  hot  douches 
and  given  morphin  to  relieve  the  pain.  I found 
her  with  a temperature  of  104°  and  was  told  that 
she  had  been  having  fever  for  about  two  weeks. 
She  had  been  sweating  and  looked  septic.  On  ex- 
amination I found  a tender  mass  in  her  pelvis  that 
protruded  well  into  the  cul-de-sac.  I made  a 
diagnosis  of  pelvic  abscess  and  advised  operation. 
She  was  sent  to  the  hospital  and  that  same  even- 
ing I opened  the  cul-de-sac,  finding  nothing  but 
blood.  I cleaned  out  a great  many  clots  and 
drained  the  cavity.  Her  recovery  was  uneventful. 

Two  years  and  six  months  later  she  became 
pregnant  and  in  due  time  had  a normal  labor. 
When  this  child  was  seven  months  old  she  began 
to  menstruate  and  had  regular  periods  for  eight 
months.  Her  next  period  she  missed  and  at  the 
end  of  six  weeks  she  began  to  dribble  and  have 
colicky  pains.  This  continued  off  and  on  for  ten 
days,  when  she  called  me.  On  examination  I 
found  an  extremely  tender  mass  about  the  size 
of  an  English  walnut,  situated  in  the  left  tube.  I 
made  a diagnosis  of  ectopic  pregnancy,  sent  her  to 
the  hospital  and  removed  the  left  tube  with  its  con- 
tained pregnancy.  The  outer  end  of  this  tube  had 
some  old  adhesions  which  bound  it  lightly  to  the 
sigmoid  flexure.  There  were  no  other  adhesions 
present.  This  was  undoubtedly  the  offending  tube 
at  the  time  of  her  first  ectopic.  Her  normal  preg- 
nancy probably  occurred  through  the  right  tube. 

Some  hematoceles  if  left  alone  will  rupture  into 
the  rectum  or  bladder  as  the  following  history  illus- 
trates : 

Miss  D.  B.,  an  unmarried  woman  of  31  with  a 
history  of  gonorrhea.  She  missed  a period  and  at 
the  end  of  seven  weeks  began  to  flow  and  have 
severe  colicky  pains  on  the  right  side.  This  lasted 
for  a period  of  two  days,  during  which  time  she 
became  very  weak.  At  the  end  of  six  days  she 
called  in  an  osteopath  who  gave  her  gentle  massage 
of  the  abdomen  once  a day  for  a period  of  three 
weeks.  At  the  end  of  the  second  week  of  this 
treatment  she  began  to  have  fever.  On  the  twenty- 
first  day  she  discharged  the  osteopath  and  called 
Dr.  O’Shea,  to  whom  I am  indebted  for  the 
privilege  of  reporting  this  and  the  following  case. 

At  the  time  of  Dr.  O’Shea’s  first  visit  she  had  a 
temperature  of  101°.  He  sent  her  to  the  Seattle 
General  Hospital  and  on  examination  found  a 
cervix  that  was  soft  but  about  normal  in  size.  The 
uterus  was  riding  on  top  of  a mass  that  was  about 
the  size  of  a pregnancy  between  the  third  and 
fourth  month.  This  mass  was  a little  to  the  right 
of  the  median  line  and  was  not  wedged  down  into 
the  pelvis. 


Diagnosis,  ruptured  tubal  pregnancy  with 
hematocele  and  infection  of  mass.  The  patient  had 
a great  deal  of  pain  over  lower  abdomen.  Hot 
stupes  were  applied  continuously  and  hot  vaginal 
douches  given  three  times  a day.  At  the  end  of 
the  tenth  day  of  this  treatment  the  temperature 
was  normal  and  the  pain  was  no  longer  severe. 
This  treatment  was  continued  for  another  week, 
when  the  patient  was  prepared  for  operation. 

On  the  morning  set  for  the  operation,  when  the 
colonic  flushing  was  being  given,  the  mass  passed 
through  into  the  rectum  and  then  into  the  pan. 
No  operation  was  performed.  Recovery  was  un- 
eventful, the  patient  having  no  further  rise  of  tem- 
perature. At  the  end  of  six  months  a vaginal  ex- 
amination could  find  no  evidence  of  any  past  pelvic 
trouble. 

The  second  case  was  one  of  ruptured  ectopic, 
where  the  blood  from  the  hematocele  gradually 
oozed  into  the  bladder. 

Mrs.  X.,  after  having  missed  two  periods,  be- 
gan to  dribble  and  have  pain  on  right  side.  This 
was  attended  with  painful  and  frequent  urination. 
These  symptoms  increased  in  severity  so  she  came 
to  Seattle  for  treatment.  At  that  time  she  had  a 
temperature  of  100°,  a gonorrheal  infection  of 
Bartholin’s  glands  and  a tender  sausage-shaped 
mass  on  the  right  side  which  extended  from  the 
middle  of  the  broad  ligament  to  the  pubes.  She 
had  a leucocyte  count  of  17,000. 

A diagnosis  of  pus-tube  was  made  and  she  was 
treated  with  hot  stupes  and  hot  vaginal  douches. 
After  a few  days  most  of  the  symptoms  had  im- 
proved but  the  frequent  and  painful  urination  con- 
tinued. A cystoscopic  examination  showed  some 
redness  of  trigone  and  a bulging  along  anterior 
wall  of  bladder.  Boric  acid  irrigations  were  re- 
sorted to  and  some  relief  from  pain  followed  this 
treatment.  At  the  end  of  three  weeks  blood  was 
found  in  the  urine.  A second  cystoscopic  examina- 
tion was  made  and  a small  dark  spot  was  seen 
below  center  of  bulging.  Blood  was  seen  to  come 
through  this  spot  and  for  a period  of  four  weeks 
blood  and  seropurulent  matter  was  passed  through 
the  bladder.  The  mass  gradually  reduced  in  size. 

After  the  blood  stopped  passing  the  bladder 
symptoms  gradually  improved  and  two  weeks  later 
a laparotomy  was  performed  and  the  right  ovary 
and  tube  with  its  adherent  mass  of  blood  clots  were 
removed.  The  spot  in  the  bladder  wall  had  closed 
and  it  was  very  carefully  avoided.  The  patient 
made  an  uneventful  recovery. 

The  diagnosis  of  ectopic  pregnancy  is  not  al- 
ways easy.  If  the  case  be  a typical  one  the  symp- 
toms will  throw  a clear  light  upon  the  condition 
but,  when  the  pain  is  referred  to  the  upper  abdo- 
men and  with  it  rigidity  and  localized  tenderness, 
one  can  easily  be  led  astray. 

Mrs.  W.,  age  about  38,  one  child  14  years  old. 
Menstruation  always  regular.  General  health 
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good.  When  at  the  lunch  table  she  was  seized 
with  a very  severe  pain  in  the  right  side  about  the 
region  of  the  gall-bladder.  Accompanying  this 
pain  was  vomiting  and  severe  shock,  her  pulse  run- 
ning high  and  of  a small  thready  character.  Two 
doctors  saw  her  that  afternoon  and  administered 
stimulants  and  morphin  to  relieve  the  pain.  About 
twenty-four  hours  later  I saw  the  patient  in  con- 
sultation. At  that  time  she  had  only  partly  recov- 
ered from  the  shock;  her  pulse  was  rapid  and 
feeble  and  there  was  a slight  elevation  of  tempera- 
ture to  99°.  She  complained  of  severe  pain  in  the 
upper  abdomen  and  on  palpation  the  right  rectus 
muscle  was  rigid,  the  slightest  pressure  over  the 
gall-bladder  causing  excrutiating  pain. 

A diagnosis  of  gall-bladder  trouble  was  made 
and  the  patient  removed  to  the  hospital.  About 
three  hours  passed  before  she  reached  the  hospital 
and,  as  her  pulse  had  slightly  improved  in  quality, 
it  was  decided  to  postpone  the  operation  for  a few 
hours  and  see  if  her  condition  would  further  im- 
prove. The  next  morning  her  general  condition 
was  much  better,  the  pain  had  practically  left  but 
there  was  still  marked  tenderness  over  the  gall- 
bladder. After  consultation  it  was  deemed  best 
to  pursue  an  expectant  plan  of  treatment  and  see 
if  her  condition  would  not  further  improve  before 
operation.  For  the  next  five  days  she  gradually 
improved  with  the  exception  of  the  tenderness  over 
the  gall-bladder  and  a slight  elevation  of  temper- 
ature. 

It  was  this  persistent  tenderness  and  slight  fever 
that  decided  me  in  operating.  The  usual  incision 
for  reaching  the  gall-bladder  was  made  and,  when 
the  peritoneum  was  opened,  a large  quantity  of 
blood  escaped.  This  was  sponged  away  but  more 
rapidly  accumulated  and  on  closer  examination  it 
was  found  to  flow  from  the  space  between  the 
outer  side  of  the  ascending  colon  and  the  abdomi- 
nal wall.  This  suggested  ruptured  ectopic  preg- 
nancy. A rapid  examination  was  made  of  the  gall- 
bladder and  upper  abdomen  but  everything  was 
found  to  be  normal.  Through  this  incision  I 
palpated  the  tubes,  found  the  right  one  enlarged 
and  could  easily  recognize  where  it  had  ruptured. 
The  incision  was  closed  and  a median  opening 
made  in  the  lower  abdomen,  the  tube  drawn  into 
the  wound,  ligated  and  removed.  The  abdomen 
was  washed  with  normal  salt  solution  and  about 
two  quarts  left  in  the  cavity.  The  incision  was 
closed  without  drainage.  A slow  but  uninter- 
rupted recovery  followed.  She  began  to  men- 
struate while  on  the  operating  table  and  for  the 
next  four  days  had  an  apparently  normal  flow. 

Four  weeks  after  the  operation  she  had  an  at- 
tack of  severe  pain  in  the  region  of  the  gall-bladder 
with  vomiting.  As  she  had  not  menstruated  since 
immediately  after  the  operation  I thought  the  pain 
might  be  due  to  that  cause  and  gave  her  two  ergo- 
apiol  capsules.  These  started  the  menstrual  flow 
and  relieved  the  entire  condition.  Since  that  time 
she  has  menstruated  regularly  without  pain.  Sev- 
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eral  years  later  she  had  a normal  pregnancy  and 
labor. 

The  treatment  of  ectopic  pregnancy  is  surgical. 
I do  not  believe  in  operating  during  the  shock  that 
immediately  follows  the  initial  rupture  of  the  tube, 
for  in  the  vast  majority  of  cases  the  patient  will 
rally  and  in  a few  hours  time  be  in  a much  better 
condition  to  stand  the  operation. 


ARTERY  BLOCKING  VERSUS  NERVE 
BLOCKING  IN  THE  PREVEN- 
TION OF  SHOCK * 

By  Park  Weed  Willis,  M.  D. 

SEATTLE,  WASH. 

It  is  my  intention  to  discuss  the  question  of 
prevention  of  hemorrhage  as  a means  of  preventing 
surgical  shock.  The  pendulum  of  human  thought 
in  every  line  of  endeavor  always  swings  from 
one  extreme  to  the  other  and  is  never  content  with 
a happy  medium.  The  great  majority  of  people 
blindly  follow  the  leader,  as  is  noted  in  the  flight 
of  geese  and  is  proverbial  with  the  sheep  which 
will  follow  the  bell-wether  even  to  destruction. 
In  political  and  social  affairs  this  can  be  seen  about 
us  every  day.  If  it  were  not  for  this  trait  of  the 
human  mind  our  country  would  not  at  present  be 
crazy  on  the  question  of  the  initiative,  referendum 
and  recall.  Our  demagogues,  the  useless  portion 
of  our  unemployed  and  our  bums  would  not  have 
the  following  in  their  cries  against  corporate  greed, 
capital  and,  in  fact,  against  every  individual  who 
has  been  frugal  enough  to  set  aside  a few  dollars 
for  a rainy  day,  were  it  not  again  for  this  trait  of 
human  character. 

With  the  human  mind  built  on  such  lines  as  to 
produce  the  extreme  high  and  low  tides  of  human 
thought,  going  first  to  one  extreme  and  then  to 
the  other,  it  is  not  surprising  that  the  medical  mind 
should  follow  the  same  course.  That  it  does  fol- 
low a similar  course  must  be  admitted  by  any  care- 
ful observer  and  like  the  tides  it  is  attracted  not 
only  by  the  sun,  but  by  various  satellites  in  the 
scientific  and  non-scientific  world.  A simple  ex- 
ample of  this  is  shown  by  the  greatly  increased 
sale  of  any  proprietary  nostrum  following  the  visit 
of  a smooth,  wideawake  traveling  representative  of 
the  manufacturing  drug  firm  which  produces  it. 

Since  the  advent  and  perfection  of  Listerism  in 
surgery  the  danger  to  life  has  become  so  slight  that 
the  opportunity  for  operative  work  has  greatly  in- 

*Read  before  the  Annual  Meeting  of  North  Pacific  Surgical 
Association,  Portland,  Ore.,  Dec.  18-19,  1914. 
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creased  and,  when  any  surgeon  publishes  a new 
operation  or  a modification  of  an  old  one,  the  surgi- 
cal profession  everywhere  follows  like  the  prover- 
bial sheep.  Generally  speaking,  we  do  not  think 
of  waiting  for  proper  tests  which  time  only  can 
afford  but  plunge  headlong  into  the  ring  and  often 
surgeons  rather  vie  with  each  other  to  see  who  can 
put  on  record  the  most  operations  of  the  newest 
type. 

In  developing  the  new  fields  of  surgery  it  has 
seemed  also,  that  we  too  often  forget  the  common, 
ordinary  methods  of  safeguarding  the  patient’s  life. 
Comparatively  recently  much  has  been  written  on 
the  question  of  anoci-association,  nerve  blocking 
and  various  other  modifications  of  local  anesthesia, 
and  some  of  the  leaders  in  this  discussion  have 
proclaimed  from  the  house  tops  the  value  of  nerve 
blocking  and  local  anesthesia  in  the  prevention  of 
surgical  shock,  a term  still  poorly  understood. 
While  this  propaganda,  however,  has  been  going 
on  for  the  prevention  of  surgical  shock  purely  from 
the  nerve  point  of  view,  other  surgeons  have  shown 
pretty  definitely  by  their  experience  in  practice  that 
its  real  prevention  lies  in  the  prevention  of  bleed- 
ing. If  death  certificates,  which  are  made  out  as 
surgical  shock,  were  properly  labeled  “bled  to 
death,”  there  would  be  a better  general  under- 
standing of  this  condition  of  shock  and  the  real 
cause  of  death  resulting  from  it. 

In  the  days  before  anesthesia  there  was  an  excuse 
for  slapdash  surgery  on  account  of  the  importance 
of  making  the  pain  of  as  short  duration  as  possible. 
In  our  present  day,  however,  with  a safe  general 
anesthesia  there  is  no  reason  why  all  operations 
should  not  be  performed  with  the  greatest  care. 
Every  surgeon  admits  the  importance  of  care  in 
reference  to  asepsis ; practically  all  admit  the  im- 
portance of  care  in  the  handling  of  tissues  which 
we  expect,  following  our  operation,  to  resist  in- 
fection. Why  should  there  not  be  the  same  care 
in  preventing  the  loss  of  blood?  The  day  is  past 
when  it  is  necessary  for  the  surgeon  to  make  bold 
strides  with  the  knife  and  allow  himself  to  be 
spattered  with  blood  in  order  to  make  himself  look 
like  a surgeon  and  even,  if  the  necessity  were 
present  to  impress  assistants  and  bystanders,  it 
hardly  seems  worth  while  to  take  such  a precious 
stock  from  the  patient  as  his  good  blood  and  after 
the  operation  to  replace  it  with  normal  salt  solu- 
tion. There  is  a general  feeling  among  surgeons 
that  extreme  rapidity  is  not  the  factor  of  greatest 
importance  to  the  patient  and,  in  fact,  in  many 


quarters  is  looked  upon  today  as  one  of  the  greatest 
dangers.  If  one  is  not  already  a convert  to  this 
view  he  cannot  watch  the  operations  of  Halstead 
or  Cushing  without  being  convinced  of  the  im- 
portance of  the  careful  arrest  of  hemorrhage  by  the 
use  of  hemostats  rather  than  by  the  lowering  of 
blood  pressure  from  the  loss  of  that  precious  por- 
tion of  our  patient’s  anatomy. 

While  we  practise  conservatism  of  the  ovaries, 
of  the  bones  and  of  practically  every  tissue  of  the 
body,  conservatism  which  is  the  byword  of  every 
surgeon  of  note,  why  should  we  not  practise  con- 
servatism of  the  blood  which  in  itself  contains  the 
army  which  fights  infection.  This  conservatism 
will  sometimes  prevent  death  and  will  often  save 
the  patient  the  shock  which  is  so  much  talked  about 
and  which  often  delays  complete  recovery  of  the 
general  health  for  many  months.  I think  even  our 
swiftest  operators  pause  long  enough  to  take  up 
the  vessels  which  are  spurting  large  streams  but 
for  the  patient’s  benefit  it  is  better  to  go  even  fur- 
ther and  pick  up  all  points  that  are  causing  any 
material  loss  of  blood.  By  having  the  proper 
number  of  hemostats  at  hand  this  is  not  a difficult 
matter  nor  one  that  increases  very  materially  the 
length  of  the  operation,  a matter  which,  as  was 
stated  before,  is  really  of  small  importance  as  long 
as  the  anesthetic  is  given  properly  and  the  surgeon 
is  careful  in  his  manipulation  of  the  tissues  and  in 
the  prevention  of  hemorrhage. 

Goitre  is  the  field  which  has  been  chosen  as  the 
one  particularly  prolific  in  advantages  for  nerve 
blocking.  Reports  are  frequently  given  by  those 
who  practise  nerve  blocking  of  continued  success 
in  goitre  operations  with  little  disturbance  in  the 
way  of  shock  and  without  material  mortality. 
There  have  been  two  things  which  tended  to  de- 
velop this  form  of  surgery  in  goitre.  In  the  early 
days  of  thyroid  surgery  there  seemed  to  be  so  much 
danger  of  injury  to  the  recurrent  laryngeal  nerve 
that  the  surgeon  felt  better  to  have  the  patient 
able  to  speak  and  thus  forewarn  any  approach  to 
that  important  nerve.  This  reason  for  local 
anesthesia  has  practically  passed  with  our  present 
method  in  which  the  posterior  capsule  is  left  be- 
hind. The  next  reason  was  the  frequent  noting 
of  shock  which,  to  my  mind,  has  come  about  largely 
from  two  different  causes.  The  first  and  rather 
minor  cause  is  shock  produced  by  the  nervous 
strain  of  the  patient  in  observing  the  work  of  the 
surgeon  under  local  anesthesia.  This  has  been 
noted  to  such  an  extent  that  now  many  of  those 
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who  practise  the  nerve  blocking  give  with  it  more 
or  less  general  anesthesia.  The  other  reason  for 
expecting  shock  is  the  fact  that  a goitre  is  a diffi- 
cult operation  to  perform  without  some  hem- 
orrhage. The  present  method,  however,  of  clamp- 
ing first  the  superior  thyroid  vessels  and  then 
clamping  off  before  cutting,  has  to  a very  large 
extent  eliminated  the  hemorrhage  in  these  cases, 
although  occasionally  a goitre  will  be  found  in 
which  some  hemorrhage  will  occur  in  spite  of  all 
that  can  be  done. 

While  splendid  results  have  been  reported  in  the 
use  of  nerve  blocking  alone  and  in  conjunction 
with  local  anesthesia,  I have  been  able  to  note  the 
same  results  in  my  practice  without  nerve  block- 
ing. Bromides  previous  to  operation  lessen  the 
sensibilities  of  the  nervous  system.  Morphin, 
atropin  and  hyoscin  hypodermically,  three-quarters 
of  an  hour  before  anesthesia,  lessens  further  the 
sensibilities  of  the  nervous  system  and  acts  to  such 
an  extent  that  the  patient  is  often  half  asleep  when 
the  ether  is  begun.  Then  by  great  care  in  the  use 
of  clamps  and  subsequent  ligature  the  hemorrhage 
is  practically  nothing  in  the  ordinary  case  and  there 
is  no  hemorrhage  following  the  operation.  There 
should  be  no  mortality  from  goitre  except  that  due 
to  ordinary  accidents  of  surgery.  It  may  be  said 
that  some  extremely  severe  cases  may  be  excepted 
and  such  is  the  fact,  but  ordinarily  these  patients 
should  not  be  operated  upon  until  their  condition 
is  better,  because  a case  of  hyperthyroidism  with 
exacerbation  of  symptoms  is  sick  enough  without 
an  operation  which  is  pretty  sure  to  finish  the  work 
already  begun,  if  it  be  unwisely  performed  at  a 
time  when  the  patient  is  on  the  crest  of  a wave  of 
bad  symptoms.  While  I say  that  ordinarily  there 
should  be  no  shock,  occasionally  it  will  occur  and 
when  it  does  it  will  be  found  in  the  patient  that 
bleeds  during  operation. 

Last  July  I removed  the  right  lobe,  isthmus 
and  a portion  of  the  left  of  a goitre  which  pro- 
duced a neck  that  measured  23%  inches  and  hung 
down  a considerable  distance  over  the  sternum,  so 
that  the  clavicle  could  not  be  found  beneath  the 
goitre.  The  veins  on  the  outside  of  this  goitre 
were  as  large  as  the  average  internal  jugular. 
While  the  operating  table  was  bountifully  supplied 
with  hemostatic  forceps  and  they  were  used  freely, 
there  was,  in  spite  of  this,  a considerable  amount 
of  hemorrhage.  While  the  loss  of  blood  was  not 
so  great  at  any  time  as  to  render  the  patient’s  life 
in  danger,  at  the  same  time  there  was  what  we 
ordinarily  speak  of  as  shock  and  it  took  the  patient 
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some  weeks  to  regain  fully  her  former  strength 
and  general  good  feeling,  after  which,  however, 
she  picked  up  and  was  very  much  improved.  This 
condition  of  shock  and  long  delayed  convalescence 
was  due,  I believe,  almost  entirely  to  loss  of  blood. 

A few  years  ago  in  a discussion  before  a medical 
organization  I heard  a young  surgeon  make  the 
statement  that  the  all  important  point  in  brain  and 
skull  fracture  operations  was  speed.  I have  often 
thought  what  that  young  man  might  have  learned 
by  watching  a few  operations  by  Dr.  Harvey  Cush- 
ing, whose  chief  aim,  as  far  as  I can  determine 
beyond  the  care  he  uses  in  avoidance  of  injury  to 
the  tissues,  is  to  stop  every  particle  of  hemorrhage 
and  that  at  its  beginning. 

In  the  discussion  which  has  preceded  I do  not 
wish  to  have  it  understood  that  I am  opposed  to 
nerve  blocking  or  to  local  anesthesia.  As  a matter 
of  fact  I had  a very  kindly  feeling  towaid  this 
same  nerve  blocking  when  my  sixteen  year  old 
boy  came  home  and  told  me  that  the  dentist  had 
injected  novocain  in  the  back  portion  of  his  jaw 
and  had  then  removed  the  nerves  from  some  dead 
teeth  without  causing  any  pain  whatever.  There 
is  no  question  but  there  is  a large  range  of  useful- 
ness for  nerve  blocking,  as  well  as  for  local 
anesthesia  generally.  It  would  probably  be  better 
if  we  all  employed  the  methods  to  a far  greater 
extent  than  is  done  at  present.  At  the  same  time 
I wish  to  impress  my  belief  upon  my  hearers  that 
greater  attention  should  be  paid  to  the  prevention 
of  all  hemorrhage  in  surgical  work  and  thus  pre- 
vent a lowering  of  vitality  of  the  patient,  to  say 
nothing  of  lessened  mortality.  While  there  is  much 
that  we  do  not  know  about  the  subject  of  shock 
and  while  the  nervous  system  in  a conscious  person 
certainly  has  some  effect  in  producing  shock  and 
possibly  the  nerves  in  the  anesthetized  patient  may 
contribute  slightly  to  its  production,  the  one  great 
factor  and  cause  of  shock  is  bleeding  and  by  the 
conservation  of  this  most  precious  fluid,  the  blood, 
not  only  will  the  mortality  of  our  patients  be  les- 
sened but  their  recovery  will  be  more  prompt  and 
complete. 


Twilight  Sleep.  In  conclusion,  we  believe 
that  the  use  of  twilight  sleep  is  still  in 
the  experimental  stage,  and  that  while  highly 
desirable  in  many  cases,  further  experience 
is  necessary  if  we  are  to  obtain  ideal  results.  It 
is  apparent,  therefore,  that  the  use  of  the  method 
will  be  comparatively  limited,  but  it  cannot  be  de- 
nied that  in  properly  selected  cases,  under  compe- 
tent supervision,  twilight  sleep  may  prove  to  be 
both  safe  and  of  inestimable  benefit. — Brodhead. 
The  Post-Graduate.  Feb.  1915. 
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OPERATION  FOR  CLEFT-PALATE.* 

By  D.  K.  Thyng,  M.  D.,  F.  A.  C.  S. 

TACOMA,  WASH. 

This  paper  is  an  attempt  to  arrive  at  the  best 
method  of  operating  in  cleft-palate,  and  the  proper 
time  for  performing  the  operation.  The  conclu- 
sions reached  have  been  based,  first,  on  the  con- 
sideration of  the  anatomic  peculiarities  of  the  cleft- 
palate;  next,  on  the  mechanical  possibilities  of 
certain  operations  in  their  relation  to  the  produc- 
tion of  an  anatomically  perfect  result. 

Whatever  may  be  the  exact  method  of  formation, 
in  the  normal  development  of  the  palate  we  get 
ultimately  three  main  masses,  a median  and  two 
lateral  maxillary  elements.  Partial  or  complete 
failure  of  union  along  these  lines  of  natural  junc- 
tion results  in  cleft-palate  and  almost  every  pos- 
sible variation  has  been  observed.  Where  the 
segments  are  separate,  we  have  the  tripartite 
palate;  where  two  are  fused,  the  median  and  one 
of  the  lateral  segments,  we  get  the  bipartite  type. 
The  remaining  varieties  are  incomplete  clefts.  It 
is  obvious  from  the  mode  of  development  that  a 
cleft  through  the  alveolus  cannot  be  median,  except 
in  a very  rare  event  of  an  absent  premaxilla.  The 
greater  frequency  of  posterior  clefts  is  easily  ac- 
counted for,  since  normal  union  of  the  palate 
begins  in  front  and  extends  backward. 

It  is  an  almost  universal  rule,  therefore,  that 
the  cleft-alveolus  or  the  cleft-hard-palate  is  ac- 
companied by  the  complete  cleft  in  the  soft  palate, 
so  that,  of  the  common  types  of  cleft,  we  get  all 
varieties,  from  the  simple  bifid  uvula  to  clefts  in- 
volving the  whole  soft  palate,  the  whole  soft 
palate  and  part  of  the  hard  and,  finally,  the  whole 
of  the  soft  and  hard  on  one  or  both  sides  of  the 
premaxilla.  Great  variations  occur  also  in  the 
width  of  the  cleft,  the  abruptness  of  the  separation 
of  its  margins  at  its  anterior  end  and  the  height 
and  slope  of  the  segments  of  the  hard  palate.  The 
frequency  of  the  various  types  is  as  follows:  Tri- 
partite palate,  22.8  per  cent. ; bipartite  palate, 
31.9  per  cent.;  cleft  of  the  soft  and  part  of  the 
hard  palate,  28.7'  per  cent. ; cleft  of  the  soft  palate 
only,  15.7  per  cent.  All  other  varieties  .9  of  1 
per  cent. 

His  believed  that  clefts  in  the  palate  resulted 
from  irregular  and  inco-ordinated  growth  of  the 
three  elements  which  go  to  form  it.  Irregularity 
of  growth  certainly  does  occur  in  the  later  months 
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of  fetal  life.  The  septal  part  of  the  mesial  nasal 
process  is  abnormally  long,  so  that  the  premaxillary 
projects  often  some  6 or  8 mm.  in  front  of  the 
maxillary  parts  of  the  tripartite  palate.  This  in- 
crease in  length,  occurring  in  the  premaxilla  in 
the  vomerine  part  of  the  septum.  If  the  pre- 
maxilla becomes  attached  tb  the  maxilla  on  one 
side,  the  extra  growth  of  the  septum  still  takes 
place,  so  that  the  premaxilla  is  bent  towards  the 
side  on  which  union  takes  place.  If  the  septum 
be  attached  to  the  palatal  process  of  either  maxilla, 
it  is  oblique  instead  of  vertical.  As  it  was  vertical 
originally  and  is  united  to  one  side  of  the  palate, 
subsequent  irregularity  of  growth  has  produced 
this  obliquity.  Hence  irregularity  of  growth  is  not 
the  cause  but  the  result  of  the  cleft  condition. 

Evidence  has  been  produced  that  the  processes 
which  form  the  palate  are  in  contact  during  the 
fifth  and  sixth  weeks  of  development.  If  for 
some  reason  union  be  delayed,  growth  in  the  sev- 
eral elements  of  the  palate  causes  them  to  separate 
and,  once  a breach  in  their  continuity  has  been 
effected,  union  cannot  afterward  take  place.  The 
younger  the  fetus  the  smaller  the  cleft,  not  only 
absolutely  but  relatively. 

Brophy  has  suggested  that  the  subsequent  separa- 
tion is  caused  by  pressure  of  the  lower  jaw  and 
tongue  against  the  palate,  and  with  this  most 
authorities  agree.  He  also  states  that  there  is 
no  atrophy  of  the  parts  that  go  to  form  the  palate, 
but  most  observers  disagree  with  him  on  this  point 
and,  if  measurements  be  taken  and  compared  with 
normal  palates  in  infants  of  the  same  age  and  size 
instead  of  with  the  corresponding  lower  jaws  of 
the  cases  examined,  it  will  be  clear  that  the  amount 
of  bone  in  the  cleft  palate  is  actually  less  than 
normal. 

In  order  to  consider  in  a logical  way  the  various 
procedures  used  for  the  closure  of  a cleft  in  the 
palate,  it  is  necessary  to  study  the  normal  archi- 
tecture of  the  cleft-palate.  This  will  determine 
for  us  not  only  the  amount  of  material  with  which 
we  are  to  work,  but  also  the  mechanical  condi- 
tions which  limit  its  employment.  The  gap  may 
be  obliterated  by  forcibly  pressing  the  bones  to- 
gether according  to  Brophy ’s  method,  or  we  may 
operate  according  to  Lane’s  and  Langenbeck’s 
procedures.  The  choice  of  the  operation  is  in 
reality  more  limited  than  might  at  first  sight  ap- 
pear and  at  any  given  age  more  limited  still. 

Brophy’s  operation  is  essentially  the  method  of 
reducing  the  width  of  the  cleft  by  direct  compres- 
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sion.  He  uses  silver  wires  and  metal  plates  which 
are  left  in  situ  until  they  are  no  longer  required. 
He  introduced  this  method  many  years  ago  and 
after  a large  experience  still  remains  a warm  ad- 
vocate of  it,  claiming  that  many  of  his  cases  have 
passed  the  supreme  test  of  reading  aloud.  How- 
ever, in  other  hands  this  operation  has  not  given 
as  good  results  and  is  not  the  method  of  choice  of 
many  of  the  best  operators  today.  His  funda- 
mental assumption  that  cleft  palate  is  due  only  to 
the  failure  of  union  of  the  palatal  processes  and 
not  to  the  failure  of  development  is  unsound,  and 
his  operation,  based  upon  this  assumption,  is  neither 
wise  nor  right.  Clinically  nasal  stenosis  has  fol- 
lowed this  operation  so  frequently  with  the  at- 
tendant ill  results  of  mouth  breathing,  interfer- 
ence with  speech,  local  development  and  general 
health  besides,  that  one  should  hesitate  very  much 
before  attempting  this  operation.  Brophy’s  opera- 
tion is  limited  to  the  first  five  months  of  life  at 
the  very  most,  and  ten  days  to  three  weeks  is  the 
ideal  age  given.  Lane’s  operations  are  independent 
of  age  but  were  introduced  to  make  early  opera- 
tions feasible.  Langenbeck’s  operation  is  barely 
possible  before  the  third  year. 

The  principles  of  the  Lane  operation  I will  not 
take  the  time  to  describe  as  you  are  all  familiar 
with  it  as  being  of  the  type  of  flap  operation.  This 
may  be  performed  at  any  age,  though,  of  course, 
certain  of  the  procedures  are  inapplicable  when 
the  teeth  are  cut.  Almost  any  width  of  cleft  can 
be  closed  before  this  period  and  it  must  be  remem- 
bered that  we  can  wait,  if  it  be  desirable,  nearly 
eighteen  months  before  the  presence  of  the  teeth 
materially  limits  the  width  of  the  incisions. 

The  Langenbeck  operation  has  been  adopted  as 
standard  by  many  of  the  best  operators  past  and 
present.  This  consists  of  the  detachment  of  the 
mucoperiosteal  tissues  of  the  palate  from  the  oral 
surface  of  the  bony  palate,  with  their  attachment 
across  the  cleft,  and  the  making  of  lateral  incisions 
to  relieve  tension  if  necessary. 

As  a great  many  of  these  conditions  are  com- 
plicated with  a harelip  it  will  be  obvious  that, 
whether  the  operation  on  the  palate  be  done  in 
infancy  or  not,  a harelip,  if  complete,  should  be 
closed  as  soon  as  possible  for  the  following  reasons: 

(1)  Simultaneous  operation  on  the  lip  and 
palate  is  inadvisable  on  account  of  the  extra  time 
necessary  for  their  adequate  performance. 

(2)  Early  or  even  relatively  late  closure  of  the 
lip  approximates  the  cleft  alveolar  margin  com- 
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pletely  or  sufficiently  in  a few  months  to  make 
closure  of  the  cleft  practicable  in  the  period  of 
infancy,  if  it  seems  desirable  to  operate  during  that 
period. 

(3)  It  makes  such  closure  of  the  cleft  much 
easier  and  much  less  expensive  in  the  use  of  the 
coverings  of  the  teeth. 

(4)  It  does  not  hamper  the  operator  when  he 
attacks  the  palate. 

(5)  It  has  a very  good  effect  on  the  nutrition 

the  child.  Therefore,  early  operation  on  the  lip 

is  advisable  in  the  following  cases,  at  least,  unless 
the  nutrition  of  the  child  forbids  it:  (a)  In  all 

cases  of  tripartite  palate.  (b)  In  all  cases  of 
bipartite  palate  where  the  lip  is  completely  cleft 
in  order  to  approximate  the  alveolar  margins. 

It  has  not  been  urgently  necessary  in  the  bi- 
partite cleft  if  the  harelip  be  incomplete,  because 
there  will  be  no  projection  of  the  jaw  on  either 
side;  nor  is  it  essential  if  the  cleft  be  incomplete, 
because  closure  of  the  lip  per  se  does  not  seem  to 
have  much  effect  in  diminishing  the  width  of  the 
incomplete  cleft.  Still  it  should  be  done  in  all 
cases  where  early  operation  on  the  palate  is  not 
indicated.  There  is  no  objection  to  this  perform- 
ance in  the  remaining  cases  and,  all  things  being 
equal,  it  is  perhaps  advisable  on  account  of  im- 
provement in  nutrition ; but  the  majority  of  sur- 
geons will  agree  that  the  older  the  child,  and  hence 
the  less  small  the  tissues  of  the  lip,  the  prettier 
will  be  the  final  result  of  the  harelip  operation. 

As  regards  early  operation  upon  the  palate,  the 
advantages  claimed  for  it  are: 

( 1 ) That  it  is  a life  saving  procedure. 

(2)  That  it  results  in  an  immediate  improve- 
ment in  nutrition. 

(3)  That,  on  theoretical  grounds,  the  earlier 
the  malformation  is  corrected  the  greater  chance 
is  there  of  a proper  development  of  the  nasal 
cavities,  the  establishment  of  proper  breathing  and 
later  a proper  speech. 

(4)  That  there  is  less  liability  to  Eustachian 
and  ear  infection. 

(5)  That  habits  of  faulty  articulation  are  pre- 
vented, and  that,  therefore,  the  speech  is  likely  to 
be  better  than  after  later  operation. 

(6)  That  infants  stand  the  operation  well, 
that  they  are  easy  to  nurse,  and  that  they  recover 
rapidly. 

In  comparing  the  advantages  of  the  Langenbeck 
and  Lane  operations  we  may  say  that  the  Langen- 
beck, if  successful,  gives  the  best  anatomic  results, 
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because  the  teeth  are  never  destroyed  by  the  opera- 
tion, because  scarring  of  the  hard  palate  seldom 
occurs,  because  in  the  best  hands  the  soft  palate 
is  almost  invariably  mobile.  But  the  problem  of 
the  abolition  of  tension,  which  is  certainly  solved 
by  Lane’s  method,  will  always  remain  to  baffle, 
at  times,  even  the  most  expert.  Understanding  the 
principles,  the  operation  is  easier  than  Lane’s,  but 
a good  result  is  a product  of  an  amount  of  judg- 
ment only  to  be  acquired  by  experience. 

The  Lane  method  has  no  age  limit.  The  opera- 
tion when  performed  with  reasonable  skill  is  almost 
independent  of  sepsis  and  of  post-operative  mis- 
haps. The  flap-operation  is  strong  where  the 
median  one  is  weak,  namely,  at  the  junction  of  the 
hard  with  the  soft  palate. 

In  conclusion,  I will  say  that  the  present  status 
of  cleft  palate  surgery  is  as  follows: 

(1)  In  infancy,  when  a cleft  in  the  hard  and 
soft  palates  is  complicated  with  a harelip,  the  fis- 
sure of  the  lip  should  be  closed  first  and  not,  as 
claimed  by  Brophy,  subsequent  to  the  operation  on 
the  palate,  or  as  claimed  by  Lane  at  the  one  sitting. 

(2)  The  compression  operation  of  Brophy 
should  be  employed  only  under  exceptional  cir- 
cumstances, because  of  subsequent  developmental 
deformities  and  their  attendant  effects  upon  speech 
and  health. 

(3)  The  flap  operation  of  Lane  should  not  be 
performed  until  such  time  as  the  cleft  has  been 
reduced  in  width  following  the  operation  upon  the 
lip,  that  sufficient  tissues  for  the  formation  of  the 
flap  may  be  obtained  without  uncovering  the  tem- 
porary teeth. 

(4)  If  the  operation  be  performed  after  three 
years  of  age,  the  Langenbeck  operation  gives  the 
best  functional  and  anatomic  results. 


AS  A SURGICAL  ASSISTANT  IS  THE 
ANESTHETIST  SUFFICIENTLY 
TRAINED* 

By  S.  F.  Wiltsie,  M.  D. 

SEATTLE,  WASH. 

It  seems  to  be  the  prevailing  idea  among  some 
surgeons  that  the  trained  nurse  is  well  adapted  to 
administer  an  anesthetic  for  a surgical  operation, 
and  this  custom  is  gaining  to  an  alarming  degree, 
I say  alarming  for  several  reasons : 

( 1 )  The  nurse  is  not  trained  in  the  use  of  the 
stetoscope  which  instrument  is  indispensable  in 

‘Read  before  the  Annual  Meeting  of  North  Pacific  Surgical 
Association,  Portland,  Ore.,  Dec.  18-19,  1914. 


determining  the  condition  of  the  patient’s  heart, 
and  in  finding  whether  the  condition  of  the 
respiratory  apparatus  is  such  that  an  anesthetic 
can  be  safely  administered.  She  is  not  taught 
either  the  various  sounds  of  the  heart  or  the  signifi- 
cance of  a cardiac  murmur,  nor  is  the  opportunity 
given  her  for  the  study  of  rales  elicited  during 
inspiration  and  expiration. 

(2)  The  teaching  of  the  administration  of 
anesthetics  is  not  in  the  curriculum  of  any  hospital 
having  a training  school  for  nurses.  Then  how 
can  she  be  expected  scientifically  to  carry  a patient 
through  the  narcosis  period  during  a surgical 
operation  ? 

(3)  The  nurse  has  had  no  training  in  chemistry 
and  only  rudimentary  instructions  in  physiology, 
neither  has  she  studied  the  physiologic  action  of  the 
various  drugs  used  to  produce  narcosis. 

(4)  The  instruction  she  has  had  and  the  prac- 
tical experience  in  urine  examinations  is  so  meager 
that  it  is  impossible  to  put  any  confidence  in  a test 
she  would  make  and  especially  the  deduction  she 
might  draw  from  these  tests. 

(5)  The  physiology  of  the  nervous  system, 
where  a knowledge  of  the  various  reflexes  play 
such  an  important  part  in  the  administration  of  an 
anesthetic,  is  absolutely  neglected  in  the  training 
of  a nurse.  Yet,  knowing  that  she  has  had  no 
training  in  the  fundamental  principles  of  physical 
examination  and  pharmacology,  the  tendency  today 
is  to  permit  and  encourage  nurses  as  anesthetists. 

It  is  wrong  in  spirit  and  wrong  in  principle  and 
not  in  harmony  with  the  general  trend  of  modern 
medical  education  of  today.  It  is  actually  sub- 
stituting laymen  for  the  trained  physician.  It  is 
contrary  to  the  purposes  of  the  American  Associa- 
tion of  Medical  Colleges,  whose  requirements  are 
steadily  increasing.  It  is  directly  opposite  to  the 
general  stimulus  for  advancement  among  the  mem- 
bers of  the  medical  profession. 

Formerly  many  of  the  profession  considered  that 
the  mere  rendering  of  the  patient  unconscious  was 
the  object  of  giving  an  anesthetic,  but  now  we 
know  differently  and  realize  that  it  takes  the 
trained  anesthetist  to  determine  intelligently  at  all 
times  the  condition  of  the  patient  during  the 
narcosis  period.  This  thoughtless  attitude  is  par- 
ticularly noticeable  in  the  dental  profession,  whose 
members  do  not  hesitate  to  use  nitrous  oxide  at 
the  slightest  provocation,  until  now  hardly  a 
dentist  practises  his  profession  who  does  not  have 
such  an  apparatus.  Indeed,  I witnessed  an  ex- 
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traction  of  a tooth  the  other  day,  the  nitrous 
oxide  being  administrated  by  the  office  girl.  The 
dentist  explained  to  me  that  she  was  an  expert  and 
never  had  the  least  particle  of  trouble. 

There  is  no  more  reason  why  a nurse,  dentist 
or  untrained  intern  should  be  entrusted  with  a life, 
than  that  such  a person  be  permitted  to  perform 
surgical  operations.  We  all  know  that,  so  far  as 
the  immediate  danger  to  the  life  of  the  patient  is 
concerned,  there  is  infinitely  less  responsibility  on 
the  surgeon  than  on  the  anesthetist.  Then  do  we 
not  owe  it  to  our  patients  to  have  a trained 
physician,  one  who  can  determine  intelligently  the 
kind  of  an  anesthetic  to  use  and  the  amount  re- 
quired to  produce  anesthesia,  thereby  relieving  the 
surgeon  of  this  responsibility  both  moral  and 
legal  ? 

Death  from  an  anesthetic  is  undoubtedly  more 
common  than  any  statistics  show,  because,  in  the 
first  place,  unless  the  patient  dies  on  the  operating 
table,  the  death  certificate  always  shows  some 
primary  cause  other  than  the  anesthetic  and,  sec- 
ondly, shock  given  as  the  cause  of  the  death,  may 
mean  the  result  of  an  incompetent  or  inexperienced 
anesthetist. 

The  nurse  may  become  as  good  an  anesthetist 
as  is  possible  for  one  without  medical  training.  So, 
too,  it  is  possible  for  some  men  to  be  taught  to 
perform  certain  surgical  operations  without  ever 
having  had  a medical  education.  Both  the  art  of 
surgery  and  the  art  of  administrating  anesthetics 
are  specialties  in  medicine,  each  requiring  training 
in  order  to  become  experts,  and  patients  are  not 
properly  protected,  if  the  anesthetic  be  adminis- 
tered by  any  one  except  the  trained  physician. 

Today  medical  science  is  so  amplified  that  no 
one  attempts  to  master  all  its  branches.  The  fam- 
ily doctor  once  represented  all  but  now  things  are 
different,  and  the  internist  and  the  surgeon  share 
the  responsibility  with  the  other  specialists.  The 
pathologist,  the  gastroenterologist,  the  bacteriologist 
and  all  of  the  specialists  perform  their  services  in 
harmony  according  to  the  needs  of  the  patient.  Be- 
side these,  there  is  the  nurse,  the  historian,  the 
anesthetist,  all,  important  adjuncts,  and  this  means 
that  either  the  members  of  the  medical  profession 
must  go  into  partnership  with  one  another  or  that 
they  may  be  taken  into  partnership  by  the  public. 
Either  competition  must  fall  in  line  and  give  place 
to  co-operation,  just  as  we  are  now  having  scien- 
tific co-operation,  or  the  public  will  confiscate  the 
medical  profession  as  it  has  already  done  in  Eng- 
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land.  The  surgeon  must  syndicalize  himself  or 
the  public  is  going  to  socialize  him.  One  or  the 
other  of  these  is  inevitable,  but  at  the  same  time 
either  is  to  be  preferred  to  the  present  system,  in 
which  both  the  surgeon  and  the  patient  are  victims 
of  economic  maladjustment. 

Never  in  the  history  of  the  United  States  has 
there  been  so  much  distrust  and  lack  of  confidence 
toward  the  medical  profession  as  exists  today  by 
the  laity,  and  this  is  particularly  noticeable  along 
this  Pacific  slope.  Never  in  the  history  of  this 
country  have  the  numerous  practitioners,  outside 
the  medical  profession,  flourished  from  a financial 
standpoint  as  they  do  at  the  present  time,  and  this 
is  due,  in  my  judgment,  to  a lack  of  co-operation 
among  the  specialists  in  medicine. 

Educated  men  and  women  among  the  laity  are 
beginning  to  learn  our  short-comings  and  are  re- 
garding themselves  as  a community  of  organs  with 
various  disorders,  and  will  not  wait  to  be  told 
which  specialist  to  consult  but  will  use  their  own 
discretion  in  making  the  selection  when  trouble 
arises.  They  are  beginning  to  look  upon  anesthetics 
as  a very  serious  matter  and  before  long  will  have 
learned  something  of  its  dangers  and  possible  after 
effects,  when  given  by  amateurs  or  those  who  have 
had  no  medical  training.  When  this  knowledge  be- 
comes general,  the  surgeon  who  uses  the  hospital 
intern  or  nurse  to  anesthetize  his  patients,  espe- 
cially he  who  is  well  able  to  pay  a medical  special- 
ist, will  find  his  practice  going  to  the  other  fellow, 
assuming  that  the  law  does  not  interfere  with  his 
practice. 

Section  1752  of  the  penal  law,  subdivision  1, 
reads  as  follows:  “A  person,  other  than  a duly 

licensed  physician  or  surgeon,  engaged  in  the  law- 
ful practice  of  his  profession,  who  has  in  his  pos- 
session any  narcotic  or  anesthetic  substance,  com- 
pound or  preparation,  capable  of  producing  stupor 
or  unconsciousness,  with  the  intent  to  administer 
the  same,  or  cause  the  same  to  be  administered  to 
another,  without  the  latter’s  consent,  unless  by 
direction  of  a duly  licensed  physician,  is  guilty  of 
a felony,  punishable  by  imprisonment  in  the  state’s 
prison  for  not  more  than  ten  years.”  It  is  obvious 
that  the  administration  of  an  anesthetic  by  a 
trained  nurse  is  not  contrary  to  the  last  clause  in 
this  act,  provided  only  that  the  surgeon  is  present 
in  the  room  all  the  time  and  supervises  its  adminis- 
tration, thereby  becoming  the  responsible  party.  It 
is  pertinent  to  ask,  then,  is  the  surgeon  in  the  room 
during  the  beginning  of  the  anesthetic  (the  most 
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dangerous  time)  and  also  what  percentage  of 
efficiency  does  it  detract  from  the  actual  surgery, 
if  he  supervises  the  anesthetic  during  the  surgical 
operation.  If  he  does  not  actually  superintend  the 
giving  of  the  anesthetic  from  the  beginning  to  the 
end,  is  there  even  an  attempt  to  fulfill  the 
exactions  of  the  law?  Also,  it  is  obvious  that  it 
is  not  the  intention  of  the  legislature,  by  recogniz- 
ing registered  nurses  and  fixing  their  status,  to 
confer  any  such  power  as  giving  anesthetics  upon 
such  persons.  Under  these  circumstances,  certainly 
the  nurse  does  not  hold  herself  out  as  able  to  treat 
patients  if  she  is  acting  under  the  surgeon  in 
charge,  but  it  is  unquestionable  that,  by  means  of 
an  anesthetic,  she  does  treat  the  physical  condition 
of  the  patient. 

More  than  two  years  ago  the  attorney-general 
of  Ohio  gave  an  opinion,  that  the  administration 
of  an  anesthetic  by  a non-medical  person,  in  the 
presence  of  a registered  physician,  was  unlawful  in 
that  state.  In  Louisiana  a certain  physician  had  a 
contract  with  a mill  for  the  medical  care  of  its 
men.  In  case  of  an  accident,  it  was  the  custom 
of  this  physician  to  entrust  the  giving  of  the 
anesthetic  to  one  of  the  employees,  a sawfiler  by 
occupation,  who  had  been  trained  according  to  the 
testimony  of  the  doctor  and  was  thoroughly  com- 
petent. An  employee  of  the  defendant’s  mill  in- 
jured his  hand  while  at  work,  necessitating  an  im- 
mediate operation,  and  died  on  the  operating  table, 
while  chloroform  was  being  administered  by  this 
sawfiler.  Suit  was  brought  in  the  superior  court 
and  judgment  was  obtained  against  the  defendant 
mill  company  and  its  physician  for  the  sum  of 
$8,000.  The  supreme  court,  where  the  litigation 
was  ended,  in  reviewing  the  case,  increased  the 
judgment  from  $8,000  to  $10,000  and  divided  this 
sum  so  the  widow  and  children  should  share  alike, 
the  court  finding  negligence  in  allowing  a layman 
to  administer  an  anesthetic.  It  also  found  that  this 
was  taking  great  risk  and  constituted  negligence 
which  was  avoidable ; that  half  a dozen  physicians 
lived  within  two  miles  and  the  mashing  of  the 
hand,  even  more  aggravated  than  was  shown  in 
the  present  instance,  was  not  liable  to  be  so 
promptly  fatal  as  not  to  allow  time  to  summon 
competent  help,  and  temporary  relief  could  have 
been  given  without  danger  to  life. 

The  only  question  involved  is,  do  the  surgeons 
of  this  country  desire  to  have  trained  nurses  as 
anesthetists.  If  answered  in  the  affirmative,  we 
must  see  to  it  that  changes  are  made  in  the  curri- 


culum of  the  hospital  having  a training  school  for 
nurses,  whereby  they  are  taught  the  fundamental 
principles  of  chemistry,  physiology  and  materia 
medica,  with  the  ultimate  end  in  view  of  becoming 
anesthetists.  They  must  also  have  practical  instruc- 
tion in  the  actual  administration  of  anesthetics 
and  become  thoroughly  familiar  with  the  various 
anesthetics  used  and  the  technic  of  their  adminis- 
tration, also  the  indications  and  contraindications 
of  each. 

It  is  evident  that  some  surgeons  do  prefer  the 
nurse  as  their  anesthetist.  But  this  is  not  enough; 
it  must  be  desired  by  all  or  at  least  by  the  majority 
of  men  doing  surgery.  Then  we  can  go  to  our 
legislature  and  have  laws  formulated  covering  her 
legal  status,  because  thus  far  the  administration  of 
anesthetic  by  the  nurse  has  not  been  sanctioned  by 
law.  This  being  accomplished,  I can  see  no  reason 
why  the  trained  nurse  should  not  take  her  place 
as  the  trained  anesthetist,  well  qualified  to  hold 
herself  out  of  the  public  as  a specialist  in  that 
particular  branch  of  the  medical  profession,  thereby 
freeing  herself  and  our  profession  from  the  censure 
and  possible  litigation  which  may  fall  on  both  un- 
der present  conditions. 

Skiagraphic  Study  of  Thorax,  Thoracic  Wall  and 
Thoracic  Viscera.  The  anterior  and  posterior  chest 
walls  offer  no  source  of  error  in  interpreting  hilus 
shadows,  except  that  the  costal  cartilages  may  be 
irregularly  calcified;  this  condition  is  easily  rec- 
ognizable in  the  roentgenogram. 

When  the  lung  and  heart  are  removed  from  the 
thorax  and  roentgenograms  made,  it  is  clearly  seen 
that  all  the  obscure  densities  in  the  thoracic  ro- 
entgenogram are  of  visceral  origin. 

The  vessels  and  adventitious  connective  tissue 
cast  distinct  shadows  on  the  roentgenogram. 

The  shadows  cast  by  the  bronchi  are  linear  and 
do  not  easily  fuse  to  form  a broad  shadow  such  as 
that  seen  ordinarily  in  the  hilus  region.  On  the 
other  hand,  the  shadows  of  blood  vessels  are  uni- 
form, and  when  filled  with  blood  might  easily  fuse 
to  form  the  greater  part  of  the  hilus  shadow. 

The  lumen  of  the  bronchus  more  than  compen- 
sates for  the  fibrous  tissue  in  its  wall,  so  that 
the  bronchial  shadow  consists  (on  the  negative)  of 
a dark  band  bounded  by  two  narrow  light  bands, 
the  latter  being  due  to  the  bronchial  wall  in  sec- 
tion. 

The  vessels  correspond  to  the  bronchi  and  are 
distributed  in  a similar  manner  throughout  the 
lung,  except  the  first  one  or  two  subdivisions  at 
the  hilus. 

The  hilus  shadow  is  not  due  to  lymph-nodes,  al- 
though in  some  cases  of  disease  these  might  par- 
ticipate in  its  formation. — Bibb  and  Gilliland,  The 
Arch,  of  Int.  Med.,  Apr.  15,  1915. 
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EDITORIAL 

OSTEOPATHY  AND  PRACTICE  OF 
MEDICINE  IN  WASHINGTON. 

Ever  since  the  practice  of  osteopathy  was  legal- 
ized by  the  Washington  legislature,  it  has  been 
well  known  that  many  osteopaths  have  prescribed 
medicine  and  practised  surgery  in  spite  of  the  fact 
that,  according  to  the  medical  practice  act,  they  are 
limited  in  practice  to  the  procedures  taught  by 
their  particular  school.  So  common,  indeed,  has 
this  practice  become  that  many  physicians  have  ex- 
pressed the  opinion  that  it  was  not  possible  legally 
to  control  this  illegal  practice  on  their  part.  Re- 
cently the  question  has  been  put  to  the  Attorney 
General  by  the  Board  of  Medical  Examiners, 
whether  a person  licensed  to  practise  osteopathy 
may  be  criminally  held  for  prescribing  and  admin- 
istering medicine  and  performing  surgical  opera- 
tions. After  quoting  from  the  law  concerning  the 
issuing  of  certificates  for  practitioners,  he  says:  “It 

is  evident  that  it  was  the  intention  of  the  legisla- 
ture to  limit  practitioners  to  the  system  of  treating 
the  sick  or  afflicted  represented  by  their  diplomas. 
The  legislature  has  treated  osteopathy  as  a separate 
field  from  medicine  and  surgery,  although  not 
defining  either.  These  terms  are,  therefore,  to  be 
interpreted  according  to  the  commonly  understood 
meaning.  It  is  generally  held  that  osteopathy  is 
not  the  practice  of  medicine  or  surgery  within  the 
meaning  of  the  statutes.”  He  then  refers  to  deci- 
sions rendered  by  the  courts  of  New  York,  Ken- 
tucky, Ohio,  Mississippi,  and  North  Carolina,  all 
of  which  coincide  with  his  views. 

In  order  to  indicate  the  nature  of  the  practice 
of  osteopathy  he  quotes  the  following  from  a deci- 
sion by  the  Kentucky  court : 

“Osteopathy  teaches  neither  therapeutics,  ma- 
teria medica,  nor  surgery.  Bacteriology  is  also 
ignored  by  it.  As  we  understand  the  record,  it 
relies  entirely  on  manipulation  of  the  body  for  the 
cure  of  diseases.  Its  theory  is  that  a large  num- 
ber of  ailments  are  due  to  irregular  nerve  action, 
and  that  by  stimulating  or  repressing  the  nerve 
centers  by  manipulation  they  enable  nature  herself 
to  remedy  the  evil.  It  administers  no  drugs,  it 


Vol.  VII.  No.  5. 

New  Series. 

uses  no  knife.  It  does  not  profess  to  cure  all  dis- 
eases. When  a case  is  represented  requiring  sur- 
gery or  medication,  the  osteopath  gives  way  to  the 
physician.” 

The  conclusion,  then,  of  the  Attorney  General 
is  that  one  holding  a certificate  to  practise  oste- 
opathy, issued  under  the  law  of  this  state,  is  au- 
thorized only  to  practise  his  system  or  mode  of 
treating  the  sick  or  afflicted  commonly  known  as 
osteopathy  and  that,  if  such  a person  practise  medi- 
cine or  surgery,  he  is  penally  liable  under  the 
statute.  This  opinion  accurately  harmonizes  with  a 
decision  of  the  United  States  Supreme  Court,  re- 
ferred to  in  a recent  issue  of  the  Journal  of  the 
A.  M.  A.,  which  was  appealed  from  the  Texas 
court.  In  this  case  the  court  said  that  an  osteopath 
professes  to  help  certain  ailments  by  scientific 
manipulations  affecting  the  nerve  centers.  It  is 
intelligible,  therefore,  that  the  state  should  require 
him  to  have  a scientific  training.  He,  like  others, 
must  begin  by  a diagnosis.  For  a general  prac- 
tice science  is  needed.  The  court  stated  further 
that  in  order  to  make  a diagnosis  the  practitioner 
of  osteopathy  or  any  other  cult  must  have  the  same 
scientific  training  that  is  required  for  physicians. 
These  opinions,  then,  clearly  show  that  the  osteo- 
path has  no  legal  standing  in  presuming  to  prac- 
tise as  a physician.  The  members  of  the  State  Ex- 
amining Board  have  announced  that  hereafter 
prosecutions  will  be  conducted  against  osteopaths 
who  are  shown  thus  to  violate  the  law. 


SUPPRESSION  OF  UNLICENSED 
PRACTITIONERS. 

So  numerous  and  crafty  are  the  illegal  prac- 
titioners who  thrive  in  the  different  states  through 
some  evasion  of  the  medical  practice  acts,  that 
only  by  constant  vigilance  and  continuous  legal 
procedure  can  they  be  apprehended  and  sup- 
pressed. The  obtaining  of  such  results  is  usually 
spasdomic  and  entirely  dependent  upon  the  activity 
of  the  officials  to  whom  the  task  is  entrusted. 
During  the  past  year  the  Washington  Examining 
Board  has  been  continuously  active  in  the  attempt 
to  reduce  the  number  of  these  irregular  prac- 
titioners. While  it  seems  well  nigh  impossible  to 
eliminate  them  altogether  there  is  some  satisfaction 
in  noting  that  during  the  year  about  twenty  con- 
victions have  been  obtained,  with  fines  varying 
from  $25  to  $500,  resulting  in  the  suppression  of 
some  of  and  the  disappearance  of  others  from  ob- 
servation. In  addition  to  these  successful  prosecu- 
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tions,  there  have  been  several  well  known  cases 
that  are  not  yet  completed.  In  the  case  against 
Stanley,  of  Seattle,  for  practising  under  another 
man’s  license,  after  spending  eight  months  in  jail, 
the  Supreme  Court  dismissed  the  charge  on  the 
ground  that  the  act  occurred  more  than  three 
years  previous  to  the  arrest.  Prosecution  for  prac- 
tising without  a license,  however,  is  still  pending. 
In  the  case  of  the  United  States  Court  vs.  Lotz, 
of  Vader,  one  of  the  most  notorious  imposters  of 
the  state,  the  jury  disagreed  and  a second  trial 
will  soon  occur.  One  significant  case  was  the 
State  vs.  Sorensen,  of  Seattle,  who  claimed  to  be 
a chiropractor,  licensed  by  the  order  of  the  court. 
He  was  prosecuted  for  practising  medicine  in  vio- 
lation of  the  form  of  certificate  issued  him.  The 
opinion  of  the  court  has  not  yet  been  rendered  in 
his  case. 

It  has  often  been  said  by  the  medical  pessimists 
that  it  is  impossible  to  obtain  convictions  for  crimi- 
nal abortion.  Nevertheless,  it  is  significant  to  ob- 
serve the  conviction  of  Dr.  Gaul,  of  Centralia,  and 
his  sentence  of  one  to  five  years  in  the  penitentiary. 
About  the  same  time  Dr.  Annie  Russell,  of  Seat- 
tle, was  convicted  of  the  same  crime,  the  sentence 
being  taken  under  advisement  by  the  court.  Also 
R.  H.  Campbell,  of  Vader,  was  convicted  of  ex- 
tortion against  another  physician  from  Portland, 
being  fined  with  costs  to  the  amount  of  $1200. 
During  the  six  months  previous  to  last  January 
the  examining  board  revoked  the  licenses  of  ten 
practitioners,  part  of  them  in  consequence  of  con- 
viction by  the  courts,  others  for  offenses  specified 
in  the  medical  practice  act.  The  above  facts 
show  progress  and  prove  that  results  can  be  ob- 
tained along  these  lines  if  consistent  efforts  are  put 
forth  for  enforcement  of  the  laws. 


WORKING  OF  THE  HARRISON 
NARCOTIC  LAW. 

No  measure  has  ever  been  passed  by  Congress 
which  has  had  such  universal  and  personal  effect 
on  the  physicians  of  our  country  as  the  Harrison 
Narcotic  Law  which  was  passed  last  December. 
Its  enactment  was  obtained  with  so  little  publicity 
that  its  existence  was  unknown  to  a large  part  of 
the  profession  until  they  were  called  upon  for  the 
enforcement  of  its  requirements.  To  many  it 
seemed  as  if  some  mysterious  and  powerful  influ- 
ence must  have  been  behind  the  passage  of  so 
forceful  and  comprehensive  a law.  As  a matter 
of  fact,  however,  it  is  one  of  the  results  of  an 


international  propaganda  for  government  control 
of  the  traffic  in  habit-forming  drugs.  The  United 
States  is  a party  to  an  agreement,  established  in 
1909,  between  the  principal  countries  of  the  world, 
to  regulate  the  national  and  international  traffic 
in  opium  and  its  derivatives  and  cocain.  By  acting 
through  the  medical  profession  and  druggists,  it 
is  expected  that  far-reaching  results  will  be  ob- 
tained in  stamping  out  the  terrible  drug  habit.  As 
a sequence  of  the  enforcement  of  this  law  the 
medical  profession  has  naturally  been  called  upon 
to  treat  large  numbers  of  drug  habitues.  Among 
the  various  methods  of  treatment,  probably  none 
is  so  popular  and  commonly  used  at  present  as 
that  known  as  the  Towns-Lambert  treatment, 
which  has  been  presented  so  many  times  in  the 
medical  journals  in  recent  years.  In  fact,  the 
formulae  have  even  appeared  in  the  daily  press 
with  instructions  ostensibly  for  self-treatment  by 
the  victims  of  the  drug  habit.  It  is  well  known, 
however,  by  those  of  experience  with  these  cases, 
that  this  or  any  other  treatment  is  rarely  successful 
except  in  institutions  prepared  to  carry  out  the 
technic,  such  as  the  Mountain  View  Sanitarium, 
in  Portland,  or  the  Hygeia  Sanitarium,  in  Chi- 
cago, both  of  which  are  described  in  our  advertis- 
ing section. 

The  details  of  the  Harrison  Act  are  so  numerous 
that  if  one  wishes  to  familiarize  himself  with  them 
it  is  necessary  to  study  the  law  itself  or  an  ex- 
planatory abstract.  All  necessary  information  is 
conveniently  contained  in  a Reference  Book  on  the 
Federal  Narcotic  Law  which  can  be  obtained  for 
25  cents  from  the  National  Association  of  Retail 
Druggists,  122  South  Michigan  Ave.,  Chicago. 
For  the  convenience  of  our  readers  we  publish  the 
following  instructions,  issued  by  the  Internal 
Revenue  Department,  comprising  some  essential 
details  that  every  physician  must  observe  under  the 
penalty  of  the  law. 

1.  The  physician’s  name  must  be  signed  in  full 
to  a prescription  for  drugs  coming  under  this  Law. 
"J.  H.  Smith.  John  H.  Smith,  John  Harrison  Smith, 
J.  Harrison  Smith”  are  acceptable.  “J.  H.  S.”  is  not. 

2.  The  physician’s  address  must  be  either  writ- 
ten or  printed  on  the  prescription. 

3.  The  patient’s  name  (in  full)  and  address 
must  appear  on  the  prescription. 

4:  The  physician’s  registry  number,  properly 

designated  as  such,  must  appear  on  the  prescrip- 
tion and  in  a conspicuous  manner. 

5.  Should  you  desire  to  telephone  for  drugs  to 
be  delivered,  there  must  be  prepared  and  ready  a 
properly  executed  prescription,  to  be  exchanged 
with  the  messenger  for  the  drugs  ordered.  Other- 
wise the  messenger  cannot  deliver  the  drugs. 

6.  You  cannot  make  out  a prescription  for  drugs 
for  your  own  stock.  Such  supplies  can  only  be 


162 


EDITORIAL. 


obtained  on  blank  order  forms  supplied  by  the 
Government.  They  come  in  books  of  ten  at  10 
cents,  and  books  of  fifty  for  50  cents.  Note  the 
directions  at  the  bottom  of  the  slip.  When  filled 
out,  it  should  be  mailed  to  Internal  Revenue  Col- 
lector of  your  district. 

7.  You  must  have  your  certificate  conspicuously 
displayed  in  your  office. 

THE  TRI-STATE  MEETING. 

A large  proportion  of  our  readers  will  recall 
the  circumstances  attending  the  inauguration  of 
the  pleasing  system  of  tri-state  meetings  between 
the  medical  associations  of  Oregon,  Washington 
and  Idaho.  The  understanding  was  that  once  in 
three  years  there  would  be  a joint  meeting  of  the 
three  associations,  the  two  visiting  associations 
abandoning  their  separate  state  meetings  for  that 
year  and  holding  the  business  meeting  of  each 
while  attending  the  meeting  of  the  association 
acting  as  host.  In  accordance  with  this  plan  the 
first  meeting  was  held  in  Seattle  six  years  ago. 
the  second  in  Portland  three  years  ago,  while  the 
third  was  scheduled  to  be  held  with  the  Idaho 
association  this  year.  During  recent  years,  how- 
ever, owing  to  a large  number  of  new  members 
joining  the  different  associations  and  the  senti- 
ment originally  connected  with  the  organization 
having  waned  somewhat,  there  has  quite  gener- 
ally developed  the  feeling  among  the  Washington 
and  Oregon  profession  that  it  is  undesirable  to 
abandon  their  own  individual  meetings.  It  has 
seemed  a distinct  loss  to  each  association  to  entire- 
ly pass  its  annual  gathering,  chiefly  due  to  the 
fact  that  so  small  a representation  goes  to  a neigh- 
boring state  that  often  it  is  difficult  to  transact 
business  of  its  own  organization. 

Therefore,  it  is  at  present  the  opinion  of  the 
officials  of  these  two  associations  that  it  is  desir- 
able to  hold  their  separate  annual  meetings  this 
year,  in  addition  later  to  joining  Idaho  in  the  tri- 
state meeting.  The  chief  objection  to  this  decision 
lies  in  the  fact  that  Idaho  is  not  thus  receiving 
the  same  treatment  which  has  hitherto  been  accord- 
ed Washington  and  Oregon,  and  any  resentment 
which  the  Idaho  brethren  may  consequently  enter- 
tain seems  justified.  We  do  not  understand  that 
this  action  is  intended  to  abandon  the  tri-state 
meetings  for  the  future,  but  it  will  establish  the 
principle  that,  in  addition  to  it,  if  it  be  continued 
at  a three  year  interval,  the  other  two  states  will 
be  privileged,  likewise,  to  hold  their  own  separate 
meetings.  The  dates  of  meetings,  then,  as  at 
present  determined,  are  for  the  Washington  as- 
sociation in  Tacoma,  July  20-22,  the  Oregon  as- 
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sociation  in  Portland,  September  9-10,  while  the 
Idaho  tri-state  meeting  will  be  held  in  Lewiston 
in  October.  With  these  arrangements  made  it 
is  to  be  hoped  that  as  many  as  possible  of  the 
Washington  and  Oregon  profession  will  arrange 
to  attend  the  Lewiston  meeting  with  the  Idaho 
members  and  help  to  make  this  successful. 


THE  A.  M.  A.  AT  SAN  FRANCISCO. 

All  of  our  readers  being  posted  as  to  the  great 
meeting  next  month  in  San  Francisco,  we  have  re- 
frained from  extended  comment  on  it.  The  week- 
ly issues  of  the  Journal  of  the  A.  M.  A.  present 
details,  in  a systematic  manner,  of  the  program, 
entertainments,  routes  of  travel,  etc.,  which  will 
enlighten  all  prospective -visitors.  The  attractions 
of  this  gathering,  together  with  the  greatest  of 
expositions,  will  allure  all  of  us  who  can  possibly 
arrange  to  visit  California’s  cosmopolitan  city.  For 
the  benefit  of  the  large  majority  of  the  profession 
remaining  at  home,  it  is  customary  to  secure  visi- 
tors from  the  large  and  important  meetings  who, 
as  guests  of  the  state  or  local  assemblies,  may  add 
to  the  value  and  interest  of  their  programs.  None 
of  the  annual  meetings  of  the  state  associations  of 
the  Northwest,  however,  have  been  scheduled  so 
as  to  take  advantage  of  such  visitors.  Yet  many 
Eastern  physicians  will  go  or  return  by  the  North- 
ern routes  and  to  them  we  offer  greetings  and  a 
welcome  to  all  of  our  cities  which  we  believe  will 
compare  favorably  with  any  in  the  land,  at  the 
same  time  boasting  of  our  scenery  and  climate 
which  can  justly  be  described  as  superlative. 


THE  TUBERCULOSIS  MEETING  IN 
SEATTLE. 

While  San  Francisco  will  be  preeminently  the 
convention  city  of  the  summer,  an  occasional  na- 
tional gathering  will  be  held  elsewhere.  Compara- 
tively little  attention  has  been  given  by  the  medical 
press  to  the  Eleventh  Annual  Meeting  of  the  Na- 
tional Association  for  the  Study  and  Prevention  of 
Tuberculosis,  which  will  be  held  in  Seatttle  June 
14-16.  Being  devoted  entirely  to  tuberculosis  and 
allied  topics,  the  program  presents  a wealth  of 
material  on  the  various  phases  of  this  all-important 
subject  which  will  prove  most  attractive  to  the 
whole  profession.  The  papers  will  be  presented  in 
three  sections — clinical,  pathological  and  sociolog- 
ical. Their  authors  include  some  of  the  most 
prominent  and  best  known  workers  of  our  land 
in  the  different  tuberculosis  fields  of  activity.  All 
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sessions  will  be  held  in  Plymouth  Congregational 
• Church,  which  is  well  equipped  with  rooms  for 
section  meetings.  It  will  be  well  worth  while 
for  all  physicians  interested  in  tuberculosis  practice 
to  set  aside  the  time  to  attend  this  important 
meeting.  Physicians  of  the  Northwest  are  urged 
to  take  out  memberships  in  this  national  association, 
the  fee  for  which  is  $5.00.  With  it  is  included  the 
complete  published  report  of  the  transactions  and 
a year’s  subscription  to  the  monthly  magazine, 

Outdoor  Life.  

THIRD  ANNUAL  MEETING  OF  PACIFIC 
COAST  OTO-OPHTHALMOLOGI- 
CAL  SOCIETY. 

The  meeting  of  the  Pacific  Coast  Oto-Opthal- 
mological  Society  will  be  held  in  the  Auditorium, 
San  Francisco,  June  15-17,  1915.  The  Plaza 
Hotel  has  set  aside  one  hundred  rooms  for  this 
meeting.  The  rooms  must  be  reserved  before  May 
15,  at  which  date  all  rooms  not  engaged  will  be 
cancelled.  Following  is  the 

Provisional  Program. 

Tuesday,  10  A.  M. 

Address  of  Welcome,  Harry  G.  Sherman,  Presi- 
dent of  the  California  State  Medical  Society,  San 
Francisco. 

Address  of  Welcome,  Kasper  Pischel,  Chairman 
of  the  Eye,  Ear,  Nose  and  Throat  Section  of  the 
California  State  Medical  Society,  San  Francisco. 

Address  of  Welcome,  Harrington  B.  Graham, 
Chairman  of  the  Eye,  Ear,  Nose  and  Throat  Section 
of  the  County  Medical  Society,  San  Francisco. 

Address  of  Welcome,  Herbert  C.  Moffitt,  Presi- 
dent of  the  San  Francisco  County  Medical  Society, 
San  Francisco. 

Address  of  the  President,  Hayward  G.  Thomas, 
Oakland,  Cal. 

2 P.  M. 

1.  Some  Original  Operations  Intended  to  Relieve 
or  Cure  Chronic  Glaucoma  by  Capillary  Drainage; 
Illustrated  by  Stereopticon  Views,  Casey  A.  Wood, 
Chicago,  111. 

2.  Report  of  Cases  Operated  by  the  Elliott 
Method,  Walter  R.  Parker,  Detroit,  Mich. 

3.  Medical  Aspect  of  Glaucoma,  Martin  Fisher, 
Cincinnati,  O. 

4.  Subject  to  be  announced,  Roderic  O’Connor, 
Oakland,  Cal. 

5.  Local  Anesthesia  in  Surgery  of  the  Iris  and 
Lens.  P.  de  O’Barrio,  San  Francisco. 

Wednesday,  10  A.  M. 

6.  Subject  not  announced,  Edward  E.  Maxey, 
Boise.  Ida. 

7.  Indications  for  Operative  Interference  in  Ac- 
cessory Sinuses  of  the  Nose,  John  J.  Kyle,  Los 
Angeles,  Cal. 

8.  Eye  and  Orbital  Lesions  Secondary  to  Nasal 
Affections,  William  Ford  Blake,  San  Francisco. 

9.  Subject  not  announced,  R.  W.  Perry,  Seattle, 

10.  Diphtheria  Carriers,  Arthur  A.  O’Neil,  San 
Francisco. 

Wednesday  Afternoon. 

Reserved  for  the  Exposition.  Dinner  at  Exposi- 
tion in  evening. 

Thursday,  10  A.  M. 

11.  Ideal  Mastoid  Operation,  H.  O.  Reik,  Balti- 
more, Md. 


12.  Subject  to  be  announced,  Harold  Gifford, 
Omaha,  Neb. 

13.  Report  of  a Case,  Herbert  Cohn,  Hogan  and 
Welty,  San  Francisco. 

14.  Tonsils  and  Adenoids  from  the  Standpoint 
of  the  Pediatrist,  Sanford  Blum,  San  Francisco. 

15.  Subject  to  be  announced,  A.  R.  Irvine,  Salt 
Lake  City,  Utah. 

2 P.  M. 

16.  Tuberculous  Lesions  of  the  Retina  and  the 
Retinal  Vessels,  Edward  Jackson,  Denver,  Col. 

17.  Cataract  Operations,  Vard  H.  Hulen,  San 
Francisco. 

18.  The  Smith  Operation,  A.  S.  Green,  San  Fran- 
cisco. 

19.  Pulsating  Exophthalmos  Treated  by  Slow  Oc- 
clusion of  the  Common  Carotid  Artery  with  the 
Neff  Clamp,  Stephen  D.  Brazeau,  Spokane,  Wash. 

20.  Some  Observations  on  G'cular  Tuberculosis 
and  Its  Treatment,  Joseph  L.  McCool,  Portland,  Ore. 


A CANCER  NUMBER. 

Through  the  efforts  of  the  cancer  committee  of 
the  Medical  Society  of  Pennsylvania,  a large  num- 
ber of  medical  journals  throughout  the  country 
have  promised  to  devote  a July  issue  to  papers  on 
various  phases  of  the  cancer  question.  It  is  ex- 
pected thus  to  stimulate  anew  universal  interest 
in  this  absorbing  subject.  It  is  expected  the  jour- 
nals will  obtain  the  material  for  their  issues  from 
programs  prepared  by  county  societies  in  the  dif- 
ferent states  which  will  be  presented  at  meetings 
during  June.  Northwest  Medicine  will  plan 
for  such  a July  issue  in  anticipation  of  the  receipt 
of  the  necessary  cancer  papers. 


THIS  SURGICAL  ISSUE. 

This  journal  has  never  before  devoted  a whole 
issue  to  one  branch  of  medicine,  but  we  take  pleas- 
ure in  making  this  a surgical  number  by  publishing 
the  papers  read  before  the  last  annual  meeting  of 
the  North  Pacific  Surgical  Association.  We  are 
confident  the  varied  subjects  discussed  will  prove 
of  interest  to  all  of  our  readers. 


A LOCAL  PRODUCT  OF  INTEREST. 

In  our  advertising  section  will  be  found  the 
advertisement  of  the  Pacific  Coast  Condensed 
Milk  Company,  an  institution  of  special  interest 
by  reason  of  the  fact  that  its  factories,  located  in 
Oregon  and  Washington,  utilize  large  quantities 
of  milk  from  these  states.  Particular  attention 
of  visitors  to  San  Francisco  is  called  to  this  com- 
pany’s condensery  at  the  Exposition,  where  the 
whole  process  is  exhibited  of  producing  condensed 
milk  from  the  herd  of  cows  to  the  finished  product. 
It  is  said  no  exhibit  of  this  nature  has  ever  befoie 
been  offered  to  the  public  and  accordingly  it 
attracts  large  crowds  of  visitors. 
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MEDICAL  NOTES 


OREGON. 

Oregon  State  Board  of  Health.  Drs.  A.  C.  Seely, 
of  Roseburg,  and  M.  B.  Marcellus,  of  Portland,  have 
been  appointed  members  of  the  board  to  fill  the 
vacancies  created  by  the  expiration  of  the  term 
of  Dr.  A.  C.  Kenney,  of  Astoria,  and  Dr.  Higgins,  of 
Baker,  Ore.  Dr.  A.  C.  Smith  was  reappointed  for 
another  term.  Dr.  David  M.  Roeberg  was  elected 
secretary  to  succeed  Dr.  Calvin  S.  White. 

Meeting  of  Oregon  Alumni  Association.  The 
third  annual  meeting  of  the  Alumni  Association  of 
the  Medical  Department  of  the  University  of  Ore- 
gon will  be  held  in  Portland,  June  7-9.  The  pro- 
gram will  include  papers,  clinics,  a banquet  and  a 
trip  to  the  new  twenty-acre  campus  donated  to  the 
medical  college. 

Rabies  still  continues  to  rage  in  Lake,  Grant  and 
Harney  Counties.  The  disease  is  spread  by  coyotes 
which  have  bitten  many  domestic  animals;  over  a 
hundred  head  of  stock  have  been  killed  in  Lake 
County  alone,  nearly  all  the  dogs  in  several  towns 
have  been  killed  and  now  warfare  is  being  waged 
upon  cats,  many  of  which  have  been  found  in- 
fected. 

Diphtheria  Carriers.  A distinct  step  in  advance 
in  the  treatment  of  diphtheria  carriers  in  the 
schools  has  been  taken  by  the  authorities  of  the 
Alturas  public  school.  Following  the  discovery  ot 
a case,  cultures  were  taken  from  all  the  pupils 
which  resulted  in  finding  ten  more  carriers.  These 
have  been  segregated  with  a special  teacher,  thus 
making  it  possible  for  the  children  to  continue 
their  work  and  for  the  school  district  to  avoid  loss 
of  income  which  would  result  from  their  ab- 
sence. 

New  Hospitals.  Drs.  Coffey,  Jones,  Sears  and 
Joyce,  of  Portland,  have  established  the  Portland 
Surgical  Hospital  for  treatment  of  surgical  cases 
and  the  Portland  Convalescent  Hospital  for  medi- 
cal cases.  Both  institutions  are  open  for  business. 
An  annex  to  the  Surgical  Hospital  is  being  built 
which  will  add  ten  rooms. 

Ill  in  the  Philippines.  Word  has  been  received  that 
Dr.  D.  N.  Roberg,  who  has  recently  been  elected 
secretary  of  the  State  Board  of  Health,  is  seriously 
ill  in  the  Philippine  Islands.  The  doctor  is  at  pres- 
ent in  the  Orient  studying  the  problems  of  trans- 
mission of  contagious  diseases  for  the  State  Board 
of  Health. 

Female  Health  Officer.  The  mayor  of  St.  Johns 
has  appointed  Dr.  L.  E.  Graves  health  officer.  This 
is  the  only  woman  city  health  officer  to  our  knowl- 
edge in  the  state. 

Postoffice  Vaccination.  The  Secretary  of  the 
Treasury  has  issued  an  order  for  the  vaccination 
of  all  civil  employes  whose  duties  require  them  to 
handle  mails  and  designated  certain  doctors  who 
will  do  this  work. 

Joined  the  British  Army.  Dr.  J’.  T.  Kroner,  for- 
merly of  Portland,  who  has  joined  the  British  Med- 


Vol.  VII.  No.  5. 

New  Series. 

ical  Service,  has  been  sent  to  England  and  will 
soon  be  at  the  front. 

Dr.  W.  L.  Cheshire,  Lane  County  health  officer, 
has  been  appointed  by  the  mayor  of  Eugene  to  be 
city  health  officer,  succeeding  Dr.  F.  W.  Comings. 

Dr.  W.  C.  Bell  has  been  appointed  acting  assist- 
ant surgeon  of  the  United  States  Public  Health 
Service  at  Newport. 

Dr.  C.  E.  Hawke,  ormerly  of  Gaston,  has  lo- 
cated in  Forest  Grove. 

Dr.  G.  S.  Newson,  formerly  of  Athena,  has  lo- 
cated in  Lebanon. 

WASHINGTON. 

Health  Conservation  League.  A movement  has 
been  started  throughout  the  State  of  Washington 
to  form  a Health  Conservation  League.  The  ob- 
jects of  the  league  are  as  follows:  (1)  To  prevent 

the  spread  of  tuberculosis,  typhoid  fever,  diphtheria 
and  other  communicable  diseases,  (2)  To  secure 
adequate  consideration  and  'protection  of  school 
children  who  are  physically  or  mentally  defective, 
and  agree  to  devote  time  and  thought  to  the  fur- 
therance of  these  objects. 

Attorney  for  Examining  Board.  The  legal  work 
of  the  State  Board  of  Medical  Examiners  at  Olym- 
pia is  being  handled  by  Assistant  Attorney  General 
Howard  Waterman,  who  has  been  recently  ap- 
pointed by  the  Attorney  General. 

State  Epidemiologist.  Dr.  V.  J.  Capron  has  been 
appointed  state  epidemiologist.  One  of  his  first 
investigations  has  had  to  do  with  an  epidemic  of 
typhoid  fever  in  the  Touchet  Valley. 

New  Wenatchee  Hospital.  A new  hospital  will 
be  opened  in  Wenatchee  under  the  direction  of 
the  deaconesses  of  the  Methodist  Church.  It  is  to 
be  located  in  the  former  residence  of  John  A.  Gel- 
latly. 

Auto  Accident.  Dr.  S.  W.  Case,  of  Seattle,  who 
has  a reputation  as  a fast  driver,  came  to  grief 
several  weeks  ago  when  his  machine  overturned. 
There  were  five  passengers  in  the  car  at  the  time, 
including  the  physician’s  five-months-old  baby.  For- 
tunately, there  were  no  fatalities,  the  most  serious 
injury  being  a fractured  arm  sustained  by  one  of 
the  ladies. 

Service  in  France.  Dr.  L.  B.  Ashton,  of  Tacoma, 
has  left  for  Europe  where  he  will  be  one  of  the 
physicians  in  the  University  of  Toronto  base  hos- 
pital in  France. 

New  Detention  Home.  Plans  for  a new  detention 
home  for  the  Seattle  juvenile  court  have  been  ap- 
proved by  the  Superior  Court  judges.  The  building 
will  be  located  at  Broadway  and  Spruce  Street  and 
the  cost  is  not  to  exceed  $31,000. 

Automobile  Collision.  Dr.  Y.  C.  Blalock,  of  Walla 
Walla,  was  seriously  injured  when  his  auto  struck 
a street  car  during  the  first  week  in  April.  The 
accident  happened  as  the  doctor  was  trying  to 
avoid  running  down  two  motorcyclists.  At  last 
reports  he  was  doing  nicely. 

Youngberg’s  Hospital  at  Ellensburg  has  been  re- 
modeled and  is  now  open  for  business. 
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Skagit  County  Sanatorium.  The  county  commis- 
sioners of  Skagit  County  have  announced  definitely 
that  money  for  the  county’s  new  tuberculosis  san- 
atorium will  be  included  in  the  county  budget  next 
fall. 

Dr.  J.  B.  Sherrick,  of  Edmonds,  has  located  in 
the  University  district  of  Seattle. 

Dr.  A.  P.  Hughes,  who  has  been  practising  at 
Grandview  for  a year,  has  returned  to  Spokane. 

Dr.  H.  T.  D’Arc,  of  Toronto,  has  located  in 
Mount  Vernon  where  he  has  bought  the  practice 
of  Dr.  George  R.  Smith  who  expects  to  leave  soon 
for  Snohomish.  Dr.  Smith  is  taking  the  practice 
of  Dr.  J.  A.  Durrent  who  expects  to  locate  in 
Seattle. 

Medical  Weddings.  Dr.  T.  Torland,  of  Seattle, 
and  Miss  Katherine  Claypool  were  married  in  Olym- 
pia the  early  part  of  April.  Dr.  A.  C.  Hanson,  of 
Ridgefield,  and  Miss  Pauline  Johnson,  of  Felida, 
were  married  in  Vancouver  April  5. 


IDAHO. 

Officers  of  Examining  Board.  The  following  offi- 
cers of  the  State  Board  of  Medical  Examiners  were 
elected  at  the  end  of  the  last  session:  Dr.  J.  E. 

St.  Jean,  of  Wallace,  president;  Dr.  J.  T.  Parkin- 
son, of  Preston,  vice-president;  Dr.  C.  A.  Dettman, 
of  Burke,  secretary-treasurer.  Dr.  R.  H.  Fisher, 
of  Rigby,  was  appointed  a member  of  the  board 
by  Governor  Alexander. 

Dr.  Ormsby,  of  Rexburg,  suffered  a severely 
sprained  wrist  as  a result  of  a fall. 

Dr.  W.  S.  Moore,  of  Grays  Harbor,  has  located  in 
Moscow. 


OBITUARIES. 

Dr.  V.  H.  Smith  died  in  Portland,  Ore.,  April  2, 
from  disease  of  the  heart.  He  was  46  years  of 
age  and  a native  of  Oregon.  He  graduated  from 
the  University  of  Virginia  and  obtained  his  medical 
degree  from  Bellevue  Hospital  Medical  College  of 
New  York.  In  his  school  days  he  was  a prominent 
athlete  and  later  was  a member  of  the  Multnomah 
football  team. 

Dr.  A.  P.  McLaren,  a resident  of  Rainier,  Ore., 
died  at  Portland,  March  28,  after  a brief  illness 
from  hemorrhage  of  the  stomach.  He  was  46 
years  of  age  and  was  born  at  Port  Elgin,  Ontario. 
He  located  at  Rainier  in  1891,  where  he  practised 
medicine  and  carried  on  a drug  business.  He  was 
prominent  in  political,  social  and  business  affairs, 
and  was  highly  regarded  by  a large  circle  of 
friends. 

Dr.  S.  S.  O.  Warren  died  at  Roy,  Wash.,  April 
10.  He  was  born  in  Wayne  County,  Ohio,  in  1839. 
He  came  to  Puget  Sound  in  1881,  settling  in  the 
village  of  Tacoma.  He  later  moved  to  Fern  Hill 
and  in  1884  settled  at  Roy,  of  which  he  was  con- 
sidered the  founder.  He  was  the  first  physician, 
merchant  and  postmaster  of  that  town.  He  lived 
with  his  family  in  a hollow  fir  tree  while  building 
his  house.  During  the  civil  war  he  served  in  a 
company  of  Ohio  volunteers. 


Dr.  F.  M.  Robinson  died  at  Beaverton,  Ore.,  March 
22,  from  disease  of  the  heart  He  was  67  years 
of  age  and  had  practised  at  Beaverton  for  30 
years,  continuing  in  active  work  until  five  weeks 
before  his  death. 

Dr.  W.  B.  Officer  died  at  Dallas,  Ore.,  March  18, 
from  pneumonia.  He  had  practised  for  a number 
of  years  at  Dallas  and  Falls  City. 
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OREGON. 

PORTLAND  CITY  AND  COUNTY  MEDICAL 
SOCIETY. 

Pres.,  K.  A.  Mackenzie;  Secy.,  G.  S.  Whiteside. 

The  regular  monthly  meeting  of  Portland  City 
and  County  Medical  Society  was  held  in  the  Mor- 
gan B!dg„  April  7,  1915,  President  K.  A.  J.  Mac- 
kenzie in  the  chair.  48  members  present. 

Elected  to  membership,  G.  E.  Anderson,  A.  E. 
King,  R.  S.  Fisher,  H.  M.  Patton,  Daniel  Meyers, 
J.  H.  Cramer.  Proposed  for  membership,  M.  J. 
Jones. 

Secretary  ordered  to  write  to  Mr.  Hill  informing 
him  that  he  has  been  elected  an  Honorary  Member 
of  the  Society  and  to  send  him  an  illuminated 
certificate  to  that  effect. 

Communication  presented  by  Chamber  of  Com- 
merce. Dr.  A.  E.  Rockey  suggests  that  member- 
ship applications  be  passed  around. 

Clinical  Cases. 

Dr.  Pettit  exhibits  a patient  with  perisynovitis 
crepitans. 

Dr.  Sears  exhibits  a patient  with  early  tabes, 
the  diagnosis  being  made  after  cystoscopy  which 
showed  signs  only  consistent  with  tabes. 

Dr.  J.  E.  Else  presented  a gall-bladder  and  stones. 

Paper. 

Early  Diagnosis  of  Cancer  of  the  Stomach.  By 

Dr.  C.  E.  Sears.  Illustrates  details  of  20  cases  tabu- 
lated, with  x-ray,  bismuth-meal  plates  which  show 
the  difference  between  cancer,  ulcer  and  other  con- 
ditions. 

Dr.  L.  Selling,  in  discussion,  says  the  HC1  test 
and  many  others  have  been  proved  present 
in  other  conditions  than  cancer.  No  matter  how 
suspicious  all  the  other  signs  are,  in  the  absence 
of  a palpable  tumor  the  diagnosis  is  in  doubt. 

Dr.  George  Koehler  says  early  diagnosis  is  diffi- 
cult and  late  diagnosis  easy.  All  cases  of  gastric 
disorder  should  be  thoroughly  investigated. 

Dr.  Rockey  emphasizes  that  several  pictures 
should  be  taken  on  different  days.  Refers  also  to 
the  open  rigidity  of  the  pylorus  mentioned  by  the 
reader.  An  absolutely  positive  diagnosis  is  only 
possible  by  a microscopic  examination  of  the 
growth,  the  clinical  appearance  on  exploratory 
laparotomy  being  inconclusive. 

Dr.  Else  calls  attention  to  the  fact  that  the  aver- 
age lapse  of  time  between  the  onset  of  symptoms 
and  a definite  diagnosis  is  13  months.  Speaks  in 
regard  to  serodiagnosis  at  an  earlier  date  and  the 
fallibility  of  so-called  tests. 
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Dr.  Baird,  seconded  by  Dr.  Tilzer,  moves  that 
the  library  society  matter  be  made  a special  order 
with  right  of  way  at  next  meeting.  Carried. 

The  second  monthly  meeting  of  the  Society  was 
held  April  21,  President  K.  A.  J.  Mackenzie  in  the 
chair,  67  members  present. 

Dr.  East  showed  a boy  with  tumor  of  the  breast. 

Dr.  John  Dawcett  proposed  for  membership. 

Dr.  M.  T.  Jones  elected  to  membership. 

Discussion  of  Affairs  of  the  Library  and  Society. 
Dr.  Parker  moves,  seconded  by  Dr.  Greene  that  a 
committee  be  appointed  to  approach  the  trustees 
of  the  public  library  as  a possible  future  home  for 
our  library.  Discussion  by  Drs.  Else,  Tucker, 
Rockey,  Dammasch,  Coffey,  Williamson  and  O’Day. 

Dr.  Rockey  states  that  Miss  Isom  has  recently 
said  that  librarians  of  general  libraries  all  over  the 
country  are  averse  to  absorbing  medical  libraries. 

Dr.  Tucker  wishes  to  discuss  whether  the  library 
and  society  should  be  separated  or  not.  Thinks 
the  library  should  and  does  belong  to  the  society. 

Dr.  Williamson  asks  for  information  as  to  the 
present  state  of  affairs. 

Dr.  Coffey  moves  that  the  dues  be  put  back  to 
$11  and  the  society  take  charge  of  the  library 
and  also  voluntary  contributions  be  asked  for. 
Make  the  library  more  useful  to  new  members. 

Dr.  Kiehle  speaks  against  this,  being  in  favor 
of  the  new  members  who  were  promised  a $5  rate. 
Dr.  Myers  supports  Dr.  Kiehle. 

Dr.  Else  pleads  for  a better  and  more  useful 
library.  Thinks  a rent  of  $500  a year  wasteful  and 
that  the  city  library  should  take  charge  of  our 
library. 

N.  W.  Jones  believes  we  ought  to  have  a large 
reference  medical  library.  Most  libraries  are  not 
supported  by  their  local  medical  societies  but  by 
separate  associations.  Recommends  turning  over 
the  library  to  the  city  library. 

Dr.  Dammasch  thinks  the  University  of  Oregon 
Medical  School  might  take  our  library. 

Dr.  Williamson  is  in  accord  with  Dr.  Coffey’s 
motion  but  he  wishes  us  to  consider  the  situation 
of  the  new  members  recently  added  to  the  society 
as  mentioned  by  Dr.  Kiehle.  It  would  be  unfair 
to  immediately  put  dues  to  $10  again.  Suggests 
division  into  (1)  hall,  (2)  dues,  (3)  library. 

Dr.  J.  Moore  would  favor  some  compromise 
measures.  Let  these  new  members  be  $5  for  this 
year  but  all  others  $10. 

Dr.  Tamiesie  thinks  the  library  should  be  ac- 
cessible to  young  doctors.  The  secretary  says  it  is 
so  now. 

Dr.  Baird,  in  regard  to  campaign  for  member- 
ship, does  not  believe  $5  difference  in  dues  would 
keep  any  one  out  of  the  society.  The  public 
library  does  not  want  our  books.  Thinks  we  should 
support  Dr.  Coffey’s  motion. 

Dr.  Williamson  moves  to  amend,  striking  out 
all  of  Dr.  Coffey’s  motion  except  the  matter  of  the 
hall.  Wants  a committee  appointed  to  And  a hall. 
Chair  appoints  A.  W.  Moore,  Dammasch  and  Else. 
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Dr.  Tilzer  believes  $10  dues  none  too  much. 

Dr.  Tucker  moves  that  the  dues  be  raised  to 
$10  by  action  of  the  council,  except  for  new  mem- 
bers taken  in  between  Jan.  1 and  May  1. 

Dr.  Dillehunt  moves,  seconded  by  Dr.  Dammasch 
that  Dr.  Tucker’s  motion  be  laid  on  the  table  until 
the  library  matter  is  settled.  Carried  by  rising 
vote. 

Dr.  Else  moves  that  a committee  be  appointed 
with  Dr.  N.  W.  Jones  as  chairman  to  investigate 
the  feeling  of  the  public  library  in  regard  to  taking 
our  books,  Dr.  Jones  to  select  the  committee. 

Paper. 

Cause  of  Collapse  in  Diphtheria.  By  Prof.  Myers. 
Vasomotor  centres  seem  not  to  be  affected  by  the 
toxins.  Heart  failure  in  diphtheria  is  due  to  action 
of  the  toxins  on  the  heart  muscle  itself.  Gives  de- 
tails of  laboratory  methods  of  experimental  work. 
The  capillaries  seem  to  be  the  real  vessels  affected. 

Dr.  Selling  thinks  the  cause  of  death  in  any  in- 
fectious disease  a difficult  one  to  decide. 

Dr.  Green  asks  in  what  way  the  fatal  issue  can 
be  averted. 

Dr.  Tamiesie  asks  about  the  lower  nerve  cen- 
tres. 

Dr.  Sears  asks  what  relation  this  explanation 
holds  to  the  definite  pathologic  conditions  found 
in  the  heart  muscle  postmortem  in  diphtheria. 

Dr.  Baar  thinks  animals  may  die  from  capillary 
dilation  but  humans  from  action  of  toxins  on  heart 
muscles. 

Dr.  Tilzer  recites  a case  of  a boy  who  has  re- 
covered from  diphtheria.  Two  months  later  he  sud- 
denly died  of  a myocarditis.  Could  it  have  been 
capillary  dilation  in  this  case? 

Dr.  N.  W.  Jones  asks  if  it  is  not  now  believed 
that  ventricular  fibrilation  is  sometimes  cause  of 
death. 

Dr.  O’Day  speaks  of  postdiphthertic  paralysis. 
Recites  a case. 


KLAMATH  COUNTY  MEDICAL  SOCIETY. 
Pres.,  L.  L.  Truax,  M.  D.;  Secy.,  F.  M.  White,  M.  D. 

A meeting  of  Klamath  County  Medical  Society 
was  held  at  Klamath  Falls,  Ore.,  at  8:30  p.  m.,  April 
9,  1915,  in  the  Dutch  room  of  White  Pelican  Hotel, 
with  nine  members  present. 

After  considering  and  adopting  a Constitution 
and  By-Laws  a very  masterly  paper  was  presented 
by  Dr.  Warren  L.  Hunt  and  given  general  discus- 
sion. Subject  of  the  paper  was  “A  Digest  of  Late 
Researches  in  Medicine  with  Reference  to  the 
Emetine  Treatment  of  Pyorrhea,  Alveolaris,  Sero- 
diagnosis,  Anoci-Association  and  its  Parallel 
Abroad,  Twilight  Sleep.” 

The  next  meeting  will  be  held  May  7,  when  Dr. 
E.  D.  Johnson  will  present  a paper  on  “Congenital 
Hypertrophic  Pyloric  Stenosis.” 
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WASHINGTON. 

KING  COUNTY  MEDICAL  SOCIETY. 

Pres.,  G.  S.  Peterkin,  M.D.;  Sec.,  A.  C.  Martin,  M.D. 

The  first  regular  semi-monthly  meeting  of  the 
King  County  Medical  Society  was  called  to  order 
by  the  President  at  the  Seattle  Press  Club  at  8:15 
P.  M.,  April  5,  1915.  About  sixty  members  were 
present.  The  minutes  of  the  last  meeting  were 
read  and  approved. 

Papers  . 

Safeguarding  the  Eyesight  of  Working  Men  by 
Suitable  Safety  Appliances.  By  Dr.  H.  V.  Wiirde- 
mann.  He  exhibited  lantern  slides,  showing  the 
numerous  devices  which  are  being  employed  to 
protect  the  eyes  in  the  various  occupations  in 
which  flying  particles,  explosions,  etc.,  present  an 
unusual  hazard  to  the  workmen’s  vision.  He  spoke 
of  the  difficulty  in  persuading  workmen  to  adopt 
these  protections. 

In  discussion  Dr.  Swift  spoke  of  the  interest 
which  these  pictures  had  aroused,  also  of  the 
perversity  of  human  nature,  making  it  difficult  to 
force  these  safeguards  upon  the  average  workman. 

Cecum  and  Appendix.  By  C.  S.  Leede.  He  spoke 
of  the  number  of  cases  operated  for  chronic  ap- 
pendix without  relief,  and  said  we  must  look 
farther  for  the  cause  of  the  symptoms  in  many 
cases.  He  discussed  the  peristaltic  movements  in 
the  large  intestine,  showing  that  a contraction  ring 
at  the  end  of  the  first  third  of  the  transverse  colon 
may  dam  back  intestinal  contents,  resulting  in 
putrefaction,  colitis,  typhlitis  and  perityphlitis.  Ex- 
amination of  the  stools,  which  show  fermentation 
and  mucus  in  colitis,  aids  in  differentiating. 

Dr.  Lensman  in  discussion  spoke  of  the  selective 
action  of  bacteria,  according  to  the  theory  of  Dr. 
Rosenow,  and  of  the  overlapping  symptom-com- 
plexes of  gall-bladder  disease,  gastric  ulcers,  colitis 
and  appendicitis. 

Dr.  Johanson  recited  an  illustrative  case  which 
he  had  had  with  Dr.  Leede. 

Dr.  Reedy  spoke  of  a case  of  pyorrhea  with  in- 
testinal symptoms  which  had  been  relieved  by  the 
use  of  phylacogen. 

The  first  quarterly  report  of  the  Board  of 
Trustees  was  read  by  the  Secretary. 

The  application  for  membership  of  Dr.  Charles 
Ballance  was  read  also  a communication  from  the 
Credit  Bureau  Committee. 

The  second  regular  meeting  of  the  society  was 
called  to  order  by  the  President  at  8:15  P.  M., 
April  19.  About  fifty-five  members  were  present. 
The  minutes  of  the  last  meeting  were  read  and 
approved. 

The  President  introduced  Major  B.  J.  Edger, 
U.  S.  A.,  who  addressed  the  society  on  the  work 
of  the  army  medical  officer  in  garrison  and  field. 
He  mentioned  various  divisions  of  the  medical 
corps  in  post-hospitals  and  on  the  field,  the  duties 
of  the  officers  of  each  division  and  the  general 
plans  for  the  caring  of  the  wounded  in  time  of  war. 
He  also  described  the  careful  manner  in  which  the 
health  of  the  troops  was  safeguarded  and  their 
records  kept. 


Following  his  address  P.  A.  Surgeon  H.  F.  Hull, 
U.  S.  N.,  read  a description  of  the  duties  of  the 
naval  medical  officer  ashore.  He  described  the 
divisions  of  service  and  gave  an  interesting  sum- 
mary of  one  day’s  activities  in  the  naval  hospital. 

P.  A.  Surgeon  O.  J.  Mink,  U.  S.  N.,  then  spoke 
of  the  medical  officer  on  shipboard.  He  summarized 
the  various  hazards  which  surrounded  the  men 
aboard  a battleship  and  described  the  manifold 
duties  of  the  ship-surgeon.  Surgeon  C.  F.  Ely, 
U.  S.  N.,  being  prevented  by  illness  from  being 
present,  Dr.  Mink  showed  his  pictures  of  yaws 
and  elephantiasis  taken  in  Samoa. 


PUGET  SOUND  ACADEMY  OF  OPHTHALMOL- 
OGY AND  OTO  LARYNGOLOGY. 

Pres.,  R.  W.  Perry,  M.D. ; Secy.,  E.  B.  Burwell,  M.D. 

The  April  meeting  of  the  academy  was  held  at 
the  office  of  President  Pontius,  April  26,  1915,  after 
a dinner  at  the  Rainier  Grand  Hotel.  Minutes  of 
the  former  meeting  were  read  and  approved. 

Members  present:  Drs.  Hemmeon,  Jones,  Find- 

ley, Cameron,  Gray,  Plummer,  Klemptner,  Wing, 
Goodenow,  Hoffman,  Hawley,  Swift  and  Pontius. 
Visitors:  Drs.  Bell  and  Joiner. 

Clinicae  Cases. 

Glaucoma  Simplex.  Dr.  Gray  reported  this  case 
of  M.  Peterson,  80  years  old.  Vision  O.  D.  P.  L. 
2 O.  S.  Fingers  at  two  feet.  Operated  by  the 
trephine  method  with  Fox  flap.  Two  years  later 
vision  is  the  same  and  tension  normal. 

Dr.  Pontius  did  not  think  Dr.  Gray  was  explicit 
enough  about  the  flap.  It  was  thick  and  acted 
as  a guard  against  secondary  infection. 

Dr.  Wing  uses  this  method. 

Dr.  Hoffman  reported  cases  of  Dr.  Perry’s  doing 
well  after  several  years  and  spoke  of  the  prompt 
relief  of  pain  following  this  operation. 

Dislocated  Lens.  Dr.  Hawley  reported  on  this 
case,  shown  before  the  society  in  December.  Lens 
was  removed  in  January  coming  out  easily  with 
very  slight  loss  of  vitreous.  Uneventful  recovery. 
V fingers  at  four  feet,  much  better  with  correction. 

Interstitial  Keratitis.  Dr.  Findley  presented  this 
case,  in  which,  after  use  of  subconjunctival  injec- 
tions of  normal  saline  for  three  weeks,  three  swell- 
ings of  the  conjunctiva  appeared.  T.  B.  and  Was- 
sermann  tests  negative. 

Drs.  Bell  and  Hoffman  advised  excision  of  a 
piece  of  conjunctiva  for  examination  as  they  did 
not  consider  it  a pure  edema. 

Dr.  Pontius  was  sure  it  was  only  edema  and 
would  be  absorbed.  Spoke  of  the  adhesions  result- 
ing from  subconjunctival  injections. 

Incomplete  Radical  Mastoid  Operation.  By  Dr. 
Hemmeon.  G.  H.,  male,  aged  30  years.  Had  acute 
suppuration  in  right  ear  and  three  operations  per- 
formed in  Stockholm,  Sweden.  A complete  radical 
operation  has  been  performed,  the  external  attic 
wall  removed,  the  Eustachian  tube  closed  and 
epidermization  is  complete.  The  posterior  bony 
meatal  wall  has  been  removed. 

Thrombosis  of  Lateral  Sinus.  Dr.  Hemmeon  ex- 
hibited this  case.  Operation  for  extirpation  of 
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lateral  sinus  and  excision  of  internal  jugular  vein. 
Recovery.  This  case  will  be  cited  in  full  in  a sub- 
sequent report. 

Dr.  Cameron  considered  the  case  of  great  in- 
terest as  all  complications  of  a mastoid  were  some- 
times very  puzzling. 

Dr.  Jones  reported  a severe  case  of  mastoiditis 
complicated  with  pyemia. 

Dr.  Wing  spoke  of  the  enormous  amount  of  bone 
that  can  be  safely  removed  from  the  head. 

Dr.  Cooke  reported  the  case  of  a University  of 
Washington  student  injured  in  a chemical  labora- 
tory explosion.  Both  eyeballs  perforated.  Glass 
in  left  eyeball.  Following  treatment  was  a synechia 
of  upper  lid  to  globe.  Discolored  cornea.  Ex- 
udate in  vitreous  right  eye.  Left  eye  shows  ir- 
regular pupil  from  synechiae  and  vitreous  opacities. 
Glass  still  in  eye. 

Dr.  Swift  showed  a case  of  congenital  unilateral 
microphthalmos  with  fair  vision  and  normal  fundus 
and  read  a brief  paper  on  the  various  theories  ad- 
vanced to  explain  this  condition. 

A letter  from  Dr.  McBride,  Commissioner  of 
Health,  was  read  requesting  data  on  the  effect 
of  moving  picture  shows  on  the  eye  which  will  be 
reported  on  at  the  next  meeting. 

Dr.  Bell  was  unanimously  elected  to  member- 
ship. 
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Edited  by  Kenelm  Winslow,  M.  D. 

Lectures  on  the  Heart.  Comprising  the  Herter 
Lectures,  (Baltimore) ; A Harvey  Lecture,  (New 
York),  and  an  address  to  the  Faculty  of  Medicine, 
at  McGill  University,  (Montreal).  By  Thomas 
Lewis,  M.  D.,  F.  R.  C.  P.,  D.  Sc.  Physician  City 
of  London  Hospital,  etc.  Price  $2,  net.  124  pp. 
Paul  B.  Hoeber,  New  York,  1915. 

The  first  lecture  deals  with  the  excitation  wave 
in  the  heart,  the  origin  of  which,  as  has  been  re- 
cently demonstrated,  is  in  the  right  auricle,  in  the 
so-called  sinoauricular  node.  This  wave,  as  he 
shows  most  graphically  and  by  most  ingenious 
methods,  spreads  in  a circular  manner,  very  much 
in  the  way  a stone  dropped  in  water  produces 
gradually  enlarging  concentric  circles,  until  it 
reaches  the  auriculoventricular  bundle,  and  then 
passes  down  to  finally  end  in  the  Purkinje  fibres. 
Attention  has  recently  been  directed  to  the  ad- 
vantages obtained  by  the  use  of  graphic  methods 
for  the  examination  of  the  heart  by  the  use  of  the 
electrocardiograph  and  polygraph  in  heart  irregu- 
larities. In  this  book  is  incorporated  an  additional 
diagnostic  instrument  for  the  purpose  of  detecting 
murmurs  and  their  relation  to  the  various  sounds 
of  the  heart.  The  author’s  observations  on 
dyspnea,  with  especial  reference  to  acidosis,  is 
splendid  reading  and  makes  one  appreciate  fine 
distinction  as  to  etiology  in  cases  of  this  symptom. 
His  last  lecture  deals  with  cardiac  syncope  and 
the  cause  of  unexpected  deaths  of  cardiac  origin. 
Those  interested  in  newer  pathology  of  the  heart 
will  find  this  book  very  profitable  reading.  Fick. 
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Infant  Feeding,  Its  Principles  and  Practice.  By 

F.  L.  Wachenheim,  M.  D.,  Attending  Physician 
Sydenham  Hospital  and  Mount  Sinai  Dispensary, 
New  York  City.  12mo,  340  pages.  Cloth,  $2  net. 
Lea  & Febiger,  Publishers,  Philadelphia  and  New 
York,  1915. 

A small  book  published  to  be  of  service  to  the 
practitioner,  representing  as  it  does  some  five  hun- 
dred reviews  of  current  literature  and  conveying 
the  more  recent  ideas  concerning  infant  feeding 
as  they  have  been  abstracted  by  the  author.  While 
the  author  uses  his  own  ideas,  frequently,  he 
cannot  be  held  responsible  for  the  substance  of 
a book  of  this  character  meeting  the  approval  of 
all,  since  it  is  essentially  a review  of  the  literature 
and  not  a few  of  the  problems  mentioned  are  ques- 
tions of  a more  or  less  disputed  nature.  He  makes 
the  assertion  that  it  is  strange  that  Zahorsky, 
Reitschel  and  Schereschewsky  still  attribute  high 
infant  mortality  in  summer  months  chiefly  to  heat. 
It  seems  strange  to  us,  living  in  the  cool  summer 
climate  of  the  Pacific  Northwest  coast  and  being 
acquainted  with  the  summer  climate  of  Eastern 
and  many  European  cities,  that  the  author  should 
take  such  a position,  especially  in  view  of  the  fact 
that  he  has  written  a book  on  The  Climatic  Treat- 
ment of  Children.  Nevertheless,  the  book  should 
prove  very  useful  to  anyone  interested  in  infant 
feeding.  Manning. 


Lead  Poisoning,  from  the  Industrial,  Medical  and 
Social  Points  of  View.  By  Sir  Thomas  Oliver, 
M.  A.,  M.  D.,  M.  R.  C.  P.,  Prof,  of  Medicine  Uni- 
versity of  Durham  College  of  Medicine,  Late 
Medical  Expert,  Dangerous  Trade  Committee, 
Home  Office.  Cloth,  294  pages,  $2.  Paul  B. 
Hoeber,  New  York. 

This  is  an  interesting  and  complete  little  mono- 
graph. The  first  part  is  devoted  to  the  mode  of 
poisoning  in  the  various  trades  and  the  latter  part 
to  the  symptoms,  prevention  and  treatment.  It  is 
pointed  out  that  women  are  more  susceptible  than 
men,  and  that  they  may  be  carriers  of  lead  so  that 
their  offspring  are  still-born  or  die  of  convulsions 
soon  after  birth,  although  the  mothers  may  never 
have  exhibited  a symptom  of  the  disease.  The 
diagnosis  is  often  difficult.  The  history  of  expos- 
ure and  the  presence  of  lead  line,  colic,  anemia, 
basophilia,  double  wrist  drop,  and  lead  in  the  urine 
are  typical,  but  in  many  cases  one  must  rely  chiefly 
upon  the  lead  in  the  urine.  In  factories  the  em- 
ployment of  a medical  examiner  who  sees  that  the 
mouth  and  teeth  of  the  employes  are  normal,  that 
the  urine  is  free  from  albumin  and  the  blood  pres- 
sure is  under  140,  that  the  proper  preventive  pre- 
cautions are  carried  out,  and  that  the  workers  wash 
and  douche  the  nose  and  throat  before  leaving,  will 
prevent  the  occurrence  of  lead  poisoning.  It  is 
shown  that  lead  in  milk,  even  with  the  addition 
of  a certain  amount  of  HC1,  will  not  go  into  solu- 
tion sufficiently  to  give  a test  for  lead.  Lead  al- 
buminate is  a rather  insoluble  substance.  This  is 
an  argument  for  giving  workers  a free,  full  meal 
before  their  admission  to  lead  factories  so  thart. 
there  may  be  no  free  HC1  in  the  stomach  to  form 
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the  soluble  chloride  of  lead.  There  is  a popular 
belief  that  shot  boiled  in  milk  is  a sure  cure  for 
boils.  It  would  be  interesting  to  know  whether 
there  is  enough  albuminate  of  iead  thus  formed  to 
be  material  and,  if  this  be  so,  whether  lead  is  of 
any  value  in  this  affliction.  Winslow. 


A Text-Book  of  Diseases  of  the  Nose  and  Throat. 

By  D.  Braden  Kyle,  A.  M.,  M.  D.,  Professor  of 
Laryngology  and  Rhinology,  Jefferson  Medical 
College,  Philadelphia.  Fifth  Edition,  thoroughly 
revised  and  enlarged.  Octavo  of  856  pages  with 
272  illustrations,  27  of  them  in  colors;  cloth,  $4.50 
net.  Philadelphia  and  London:  W.  B.  Saunders 
Company,  1914. 

Professor  Kyle’s  work  through  its  various  edi- 
tions has  been  known  as  authoritative  from  the 
first  and  this  latest  volume  more  than  sustains 
its  former  high  standard.  Much  new  matter  has 
been  introduced,  including  articles  on  vaccine 
therapy,  lactic  bacteriotherapy  in  atrophic  rhinitis, 
salvarsan  in  the  treatment  of  syphilis  of  the  upper 
respiratory  tract,  sphenopalatine  ganglia  neuralgia, 
negative  air-pressure  in  accessory  sinus  disease, 
chronic  hyperplastic  ethmoiditis,  congenita!  insuffi- 
ciency of  the  palate,  and  lactic  bacteriotherapy  in 
pharyngeal  affections.  The  chapter  on  tonsils  has 
been  thoroughly  revised  and  the  surgical  technic 
brought  up  to  date.  Numerous  alterations  and  ad- 
ditions have  been  made  throughout  the  book,  in- 
cluding a number  of  new  illustrations.  Etiology 
and  pathology  are  given  very  fully  and  the  con- 
sideration of  systemic  conditions  in  their  relation 
to  the  special  diseases  of  the  nose  and  throat  is  a 
feature  of  importance.  The  book  will  be  appre- 
ciated by  both  specialists  and  general  practitioners. 

Seel  ye. 

The  Anatomist’s  Note  Book.  By  A.  Melville  Pater- 
son, M.  D„  Professor  of  Anatomy,  University  of 
Liverpool,  etc.  Cloth.  349  pages.  Price,  $2. 
Oxford  University  Press,  London  and  New  York. 
The  outstanding  feature  of  this  dissection  man- 
ual is  its  admirable  arrangement.  In  the  beginning 
is  an  excellent  time  table,  showing  clearly  the 
order  in  which  parts  should  be  dissected  and  the 
time  to  be  devoted  to  each.  The  student  is  thus 
enabled  to  plan  his  work  intelligently.  The  sub- 
ject matter  is  arranged  in  tabular  form,  a vast 
improvement  over  the  usual  method.  Only  dis- 
secting directions  are  given,  the  usual  descriptive 
matter  being  entirely  omitted.  A knowledge  of 
osteology  and  constant  reference  to  a descriptive 
anatomy  are  therefore  necessary.  The  author 
wastes  no  time  telling  how  to  do  things,  finding 
cutaneous  nerves  for  example,  but  he  tells  very 
clearly  what  to  do  and  depends  upon  the  demon- 
strator to  make  clear  the  method.  There  are 
many  blank  pages  for  notes.  These  are  splendid 
in  theory,  but  the  'act  is  that  one’s  hands  are  not 
in  condition  for  making  notes  when  he  is  dis- 
secting. This  book  is  just  the  sort  that  the 
graduate,  doing  a little  diss.ecting  to  refresh  his 
memory,  will  find  most  helpful.  Its  orderly  ar- 
rangement, compactness  and  moderate  price  make 
a combination  hard  to  beat.  Maxson. 
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Kirkes’  Handbook  of  Physiology.  Eighth  American 
Revision.  Revised  by  Dr.  Chas.  W.  Greene.  8vo. 
790  pages,  illustrated  with  2 colored  plates  and 
over  500  engravings  in  black  and  numerous  col- 
ors; extra  muslin,  $3  net.  Wm.  Wood  & Co., 
New  York. 

A Manual  of  Physiology,  with  Practical  Exercises. 
By  G.  N.  Stewart,  M.  A.  D.  S.  C.,  M.  D.,  etc.  Pro- 
fessor of  Experimental  Medicine  in  Western  Re- 
serve University,  Clinical  Physiologist  to  Lake- 
side Hospital,  Cleveland.  Seventh  Edition,  with 
Colored  Plate,  and  467  Other  Illustrations.  8vo. 
1156  pages;  cloth  $4  net.  Wm.  Wood  & Co., 
New  York. 

No  modern  work  of  physiology  is  suitable  for 
light  reading  on  a summer  day  and  these  two  books 
are  no  exception.  They  are  both,  however,  good 
text-books  and  good  reference  -works.  Greene’s 
work  is  comparatively  brief  and  its  statements  are 
generally  categorical.  The  arguments  pro  and  con 
and  the  minor  exceptions  are  emitted.  This  leads 
the  author  occasionally  into  slight  misstatements 
but  the  book  is  sufficiently  accurate  for  general 
use.  Its  subject  matter  is  presented  clearly  and 
in  a manner  which  is  easily  retained.  Many  simple 
laboratory  tests  are  given,  but  comparatively  little 
is  related  of  the  endless  animal  experimentation 
which  has  been  performed  by  different  investiga- 
tors. It  is,  therefore,  an  excellent  book  for  the 
student,  or  for  the  practitioner  seeking  information 
in  a compact,  easily  remembered  form.  Stewart’s 
manual,  on  the  other  hand,  is  more  discursive,  goes 
more  deeply  into  the  experimental  side  of  the  sub- 
ject and  is  better  fitted  to  one  of  an  investigating 
turn  of  mind.  At  the  end  of  each  section  are  a 
number  of  laboratory  exercises  which  are  excel- 
lent for  class  work  and  do  away  with  the  need  of 
a separate  laboratory  manual.  The  exercises,  too, 
help  to  link  together  the  didactic  teaching  and  the 
experimental  work.  Majcson. 

Materia  Medica  and  Therapeutics,  Edited  by  G.  F. 
Butler,  Ph.G.,  A.  M.,  M.  D.;  Preventive  Medicine, 
Edited  by  H.  B.  Favill,  A.  B.,  M.  D.,  and  Clima- 
tology, Edited  by  Norman  Bridge,  A.  M.,  M.  D., 
Practical  Medicine  Series,  Vol.  VIII.,  1914.  Cloth, 
384  pages,  $1.50.  Year  Book  Publishers,  Chi- 
cago. 

A great  deal  of  information  concerning  salvarsan 
is  to  be  found.  Many  men  are  now  injecting  neo- 
salvarsan  (dissolved  in  distilled  water)  in  an  ordi- 
nary hypodermatic  syringe  into  the  vein,  and 
Wechselmann  has  seen  no  ill  effects  from  1,000 
injections  of  neosalvarsan  given  under  the  skin 
over  the  trochanter  down  to  the  surface  of  the 
fascia.  Experimental  evidence  appears  to  conflict 
with  clinical  results  obtained  with  camphor  as  a 
stimulant — in  recent  researches,  but  this  is  an 
old  story.  Not  only  drugs  but  vaccines,  se- 
rums and  internal  secretion  therapy  are 

considered  in  relation  to  recent  progress.  In 

preventive  medicine  the  danger  from  cholera  car- 
riers is  pointed  out.  It  is  shown  that  vaccination 
against  smallpox  begins  to  fail  after  the  second 
year;  and  a general  review  of  recent  work  in  this 
field  may  be  found.  The  hook  sustains  the  general 
standard  of  the  series.  Winslow. 
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AN  ANATOMIC  CONSIDERATION  OF 
VISCERAL  PTOSIS  * 

By  Richard  B.  Dillehunt,  M.  D. 

PORTLAND,  ORE. 

Professor  and  Head  of  the  Department  of  Anatomy, 
Medical  Department,  University 
of  Oregon. 

The  object  of  this  paper  is  to  call  attention  to 
some  anatomic  features  of  ptosis  of  the  abdominal 
viscera  and  the  resultant  stasis,  which  seem  to  be 
given  too  little  consideration  in  the  literature  at 
this  time.  The  assertions  herein  are  based,  not 
upon  any  wide  clinical  experience  with  this  class 
of  cases,  but  upon  a study  of  the  anatomic  rela- 
tions and  the  physiology  of  the  viscera  most  com- 
monly involved  in  partial  and  complete  ptosis, 
and  upon  a little  experimental  work  upon  the 
fresh  cadaver. 

Unfortunately  the  most  comprehensive  articles 
on  visceral  ptosis  have  been  written  by  surgeons 
in  the  course  of  dissertations  on  the  operative 
treatment  of  intestinal  stasis,  so  that  the  word 
ptosis  has  already  become  too  intimately  linked 
with  a short  circuit  or  suspending  operation.  Fur- 
thermore, the  x-ray  is  beginning  to  assume  a most 
important  position  in  the  diagnosis  of  gastric  and 

‘Read  before  the  Spokane  County  Medical  Society,  Spokane, 
Wash.,  April  8,  1915. 


colonic  ptoses;  and  it  is  my  belief  that  under 
proper  conditions,  to  the  eye  untrained  in  the 
interpretation  of  radiographs,  and  especially  to  one 
unappreciative  of  the  great  variations  in  the  po- 
sition of  the  colon  in  normal  individuals,  a “co- 
lonic ptosis”  can  be  demonstrated  in  80  per  cent, 
of  cases.  The  inevitable  result  will  be  that  numer- 
ous surgeons,  less  qualified  to  select  their  cases 
and  to  perform  the  elaborate  procedures  so  much 
in  vogue,  will  soon  be  the  object  of  much  just 
criticism  from  the  profession  and  the  laity. 

If  the  etiology  of  every  case  of  ptosis  were 
thoroughly  understood  from  a standpoint  of  its 
' anatomy  and  the  mechanics  of  the  descent  of  a 
viscus,  it  would  seem  logical  that  successful  treat- 
ment could  be  attained  by  reversing,  if  possible, 
the  forces  concerned  in  such  descent  and  thus  re- 
ducing the  prolapse.  In  treating  any  case,  there- 
fore, the  question  of  first  importance  is:  “What 
is  the  most  essential  element  concerned  in  keeping 
the  viscera  in  their  normal  positions?” 

There  are  four  elements  concerned  in  this  func- 
tion and  they  are  usually  named  in  the  following 
order  of  importance:  First,  peritoneal  folds,  mes- 

enteries, omenta,  ligaments,  etc. ; second,  extraperi- 
toneal  fat;  third,  general  posture  and  bodily  con- 
formation ; fourth,  abdominal  musculature. 

Assuming  that  this  is  the  correct  order  of  im- 
portance and  that  the  best  result  will  accrue  from 
amplifying  the  most  essential  element,  then  the 
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proper  point  of  attack  is  the  peritoneal  structures 
and  such  is  usually  done. 

Based  purely  upon  the  anatomy  of  the  abdominal 
cavity,  the  relation  of  the  parietes  to  the  contents, 
and  upon  some  experimental  work  upon  the  ca- 
daver it  would  seem  competent  to  entirely  reverse 
the  order  of  importance  of  these  supporting  ele- 
ments thus:  First,  and  most  important,  abdominal 
musculature;  second,  general  posture  and  confor- 
mation of  the  body;  third,  extraperitoneal  fat; 
fourth  and  least  important,  peritoneal  folds. 

The  experimental  work  upon  which  this  de- 
duction is  based  was  done  only  upon  the  fresh 
cadaver,  i.  e.,  on  the  day  on  which  the  subject 
died  and  before  any  preservative  solutions  were 
injected,  thus  eliminating  the  influence  that  fixa- 
tion or  hardening  of  the  tissues  might  bear  upon 
the  results. 

Two  lines  drawn  across  the  anterior  abdominal 
wall  w’ere  used  in  determining  the  levels  of  the 
viscera.  The  first  line  drawn  through  the  junc- 
tion of  the  xiphoid  process  and  the  body  of  the 
sternum  at  a right  angle  to  the  median  longi- 
tudinal line  is  called  the  xiphosternal  line.  This 
line  is  especially  valuable,  for  in  nearly  every  case 
it  marks  the  highest  level  to  which  any  of  the  ab- 
dominal viscera  rise  in  the  dome  of  the  diaphragm, 
and  in  normally  formed  individuals  it  crosses  the 
upper  border  of  the  fifth  costal  cartilage  at  the 
junction  wdth  the  rib;  while  in  those  in  whom 
the  ribs  are  unusually  horizontal,  as  in  emphysema, 
it  passes  through  a lower  level ; and  in  those  with 
ribs  unusually  vertical,  as  in  ptosis,  it  passes  through 
a higher  level.  The  second  line  determines  a 
horizontal  plane  through  the  umbilicus  and  nearly 
always  marks  the  highest  level  of  the  iliac  crests. 
This  is  called  the  umbilical  line. 
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In  the  cadaver  of  an  average  well  formed  in- 
dividual lying  on  the  back,  the  viscera  most  fre- 
quently involved  in  partial  ptosis  have  the  fol- 
lowing relations  to  these  lines: 

Right  kidney  (lower  pole)  one  inch  above  um- 
bilical line. 

Left  kidney  (lower  pole)  one  and  one-half  inch 
above  umbilical  line. 

Transverse  colon  (in  mid  line)  just  above  um- 
bilical line. 

Stomach  (lesser  curvature),  in  midline,  two 
and  one-half  inches  below  xiphosternal  line. 

Stomach  (greater  curvature),  in  midline,  four 
inches  below  xiphosternal  line. 

These  are  also  the  average  normal  levels  of 
these  organs  in  living  individuals  in  the  erect  po- 
sition. 

We  might  go  further  into  the  relations  of  va- 
rious other  viscera  but  the  figures  would  be  bur- 
densome, uninteresting  and  unnecessary. 

Four  cadavers  were  used  in  this  study,  two  fe- 
males and  two  males.  All  wTere  fairly  well  nour- 
ished and  the  extraperitoneal  fat  in  each  was 
abundant.  Inasmuch  as  the  results  in  each  case 
were  so  nearly  identical,  and  for  the  sake  of  brevity, 

I have  prepared  a chart  of  one  which  represents 
the  average.  In  each  case  the  subject  was  placed  in 
the  horizontal  position  and  the  anterior  abdominal 
wall  was  laid  completely  open  by  a longitudinal 
incision  from  the  xiphoid  process  to  the  symphysis, 
and  a transverse  incision  at  the  level  of  the  um- 
bilicus. The  levels  of  the  various  viscera  were 
carefully  taken  and  the  subject  was  then  suspended 
by  the  neck  in  the  erect  position.  There  was  at 
once  a remarkable  descent  of  all  the  viscera,  as 
shown  by  the  various  levels  tabulated  in  the 
chart  (Fig.  1). 


FIG.  1. 

CADAVER  NUMBER  2,  FEMALE,  AGE  46,  WELL  NOURISHED. 


Measurements  in  Median  Line. 

Subject  in  Supine  Posture. 

Subject  in  Erect  Posture.  Amt.  of  Descent. 

Liver  

2V2  in.  below  xiphosternal  line. 

5% 

in. 

below  xiphosternal  line. 

3 

in. 

Stomach  (lesser  curvature) . . . 

1%  in.  below  xiphosternal  line. 

5y2 

in. 

below  xiphosternal  line. 

4 

in. 

Stomach  (greater  curvature).. 

3%  in.  below  xiphosternal  line. 

8% 

in. 

below  xiphosternal  line. 

4% 

in. 

Transverse  colon 

4%  in.  below  xiphosternal  line. 

8% 

in. 

below  xiphosternal  line. 

3% 

in. 

Measurements  in  Right 

Clavicular  Line. 

Hepatic  flexure  

3 

in.  below  xiphosternal  line. 

8 

in. 

below  xiphosternal  line. 

5 

in. 

Liver  

3 

in.  below  xiphosternal  line. 

8 

in. 

below  xiphosternal  line. 

5 

in. 

Cecum  

5 

in.  below  umbilical  line. 

5y2 

in. 

below  umbilical  line. 

% 

in. 

Ileocecal  valve  

3 

in.  below  umbilical  line. 

3 

in. 

below  umbilical  line. 

0 

in. 

Right  kidney  (lower  pole) .... 

2y2 

in  above  umbilical  line. 

y2 

in. 

below  umbilical  line. 

2 

in. 

Measurements  In  Left 

Clavicular  Line. 

Splenic  flexure  

iy2 

in  below  xiphosternal  line. 

4 

in. 

below  xiphosternal  line. 

2y2 

in. 

Left  kidney  

2 

in.  above  umbilical  line. 

1 

in. 

above  umbilical  line. 

i 

in. 

Diaphragm,  right  side 

y2 

in. 

Diaphragm,  left  side 

% 

in. 
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It  is  interesting  to  note  that  the  diaphragm 
falls  only  54  to  54  inch,  while  the  liver,  so  inti- 
mately connected  to  it  by  the  triangular  and  coro- 
nary ligaments,  falls  5 inches  in  the  right  clavicu- 
lar line.  Therefore,  the  prolapse  of  the  liver  and 
other  viscera  cannot  be  attributed  entirely  to  the 
descent  of  the  diaphragm.  On  the  other  hand, 
the  descent  of  the  diaphragm  might  easily  be  at- 
tributed to  traction  upon  it  by  the  peritoneal  liga- 
ments of  the  liver. 

In  addition  to  the  viscera  tabulated  in  the  chart, 
it  may  be  said  that  the  small  intestine  was  so 
prolapsed  that  over  one-half  its  length  hung  be- 
low the  symphysis  pubis  and  the  spleen  fell  for- 
ward and  downward  so  that  its  lower  border  lay 
just  behind  the  left  costal  margin,  and  even  the 
duodenum  and  pancreas  descended  one  inch. 

If  the  peritoneal  folds  permit  of  such  enormous 
mobility  of  the  viscera,  how  can  they  be  expected 
to  take  any  important  part  in  sustaining  them  at 
their  normal  levels?  It  may  be  said  that  this 
mobility  is  only  a postmortem  condition  but  there 
are  no  muscular  fibres  in  these  folds  which  might 
contract  in  the  living;  and,  furthermore,  it  has 
been  shown  by  percussion  and  the  x-ray  that  the 
diaphragmatic  domes  have  a respiratory  excursion 
of  from  two  and  one-half  to  three  inches  in  ab- 
dominal breathing,  so  that  it  is  necessary  for  the 
viscera  to  be  loosely  held  to  permit  of  their  move- 
ment in  such  respiration.  Not  only  this,  but  the 
mesenteries  and  omenta  are  not  strong  enough  to 
support  any  weight  for  any  length  of  time;  and, 
what  is  still  more  important,  it  must  be  remem- 
bered that  between  the  peritoneal  sheets  forming 
these  structures  are  found  the  sympathetic  and 
vagus  filaments,  and  any  traction  upon  these  deli- 
cate regulator  nerves  of  the  viscera  would  result 
in  a greater  or  lesser  degree  of  surgical  shock ; not 
profound  surgical  shock  but  the  type  manifested 
by  cold  clammy  extremities,  profound  depression, 
headaches,  etc.,  so  common  in  the  victims  of 
ptosis,  to  say  nothing  of  the  impairment  of  the 
functions  of  the  viscera  themselves  and  the  circu- 
latory disturbances  from  traction  on  the  arteries 
and  veins. 

In  the  cat  or  any  other  quadruped  all  the  viscera 
commonly  found  retroperitoneally  in  man  are  in- 
traperitoneal,  being  suspended  from  the  posterior 
parietes  by  means  of  mesenteries  and  ligaments. 
When  the  ventral  abdominal  wall  is  removed  every 
viscus  hangs  well  out  of  the  belly  cavity,  which 
would  indicate  that  the  peritoneal  structures  when 
in  situ  were  lax,  as  they  should  be,  bearing  as 


they  do  the  important  nerves  and  vessels  previous- 
ly referred  to. 

It  would  seem  justifiable,  therefore,  to  con- 
clude that  the  peritoneal  folds  have  little,  if  any- 
thing, to  do  with  the  retention  of  the  viscera  at 
their  normal  levels  and  that,  when  the  real  sup- 
port is  deficient,  there  is  traction  upon  these  folds 
and  that  at  least  some  of  the  symptoms  of  ptos'.s 
may  be  the  result  of  this  traction. 

Granting  this,  there  are  left  for  consideration 
the  extraperitoneal  fat,  the  posture  and  the  ab- 
dominal wall.  Goldthwaite  and  Martin  have 
pointed  out  the  importance  of  the  conformation 
of  the  normal  lumbar  lordosis  in  the  retention  of 
the  viscera.  In  the  normal  individual,  standing 
erect,  the  lumbar  lordosis  is  such  that  when  a 
line  is  dropped  from  the  tip  of  the  scapula  the 
greatest  concavity  is  two  and  one-half  to  three 
inches  from  this  line.  The  convexity  of  the  lum- 
bar column  and  the  psoas  muscles  on  each  side 
form,  in  well  muscled  individuals,  a shelf  which 
Coffey  has  shown  to  be  an  inclination  of  51° 
and  which  will  support  30  per  cent,  of  the  weight 
of  a superimposed  viscus.  The  general  shape, 
therefore,  of  a longitudinal  section  of  the  belly 
cavity  is  that  of  a curved  pear  with  the  small 
end  below  and  the  large  end  filling  the  dia- 
phragmatic domes. 

It  cannot  be  denied  that  such  a shelf  does  sup- 
port the  viscera  to  some  extent  but  no  object  will 
rest  on  such  an  inclination  without  being  held 
there  by  some  other  aid.  When  the  cadavers 
were  suspended  the  body  was  carefully  held  so 
that  this  inclination  was  preserved  and  the  descent 
was  not  at  all  retarded,  proving  that  this  shelf, 
plus  the  peritoneal  folds,  plus  the  extraperitoneal 
fat,  which  was  abundant,  is  not  adequate  to  the 
purpose. 

Ptosis  will  occur,  then,  when  the  three  struc- 
tures commonly  given  as  most  important  in  vis- 
ceral support  are  intact  but  when  the  abdominal 
wall  is  removed.  It  is  readily  seen,  however,  that, 
if  the  lumbar  lordosis  and  the  promontory  of  the 
lower  lumbar  spine  anteriorly  were  abolished  by 
straightening  the  spine,  the  pear-shaped  section 
would  become  a vertical  ellipse  and  gravity  would 
not  be  in  the  least  resisted  by  the  shelf.  Diminu- 
tion of  the  capacity  of  the  hypochondria  by  a nar- 
row thoracic  outlet,  whether  natural  or  by  means 
of  corsets,  obviously  Compresses  the  viscera  con- 
tained therein,  toward  the  least  resistance,  viz., 
downward. 

The  third  element,  the  extraperitoneal  fat,  will 
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be  more  considered  in  discussing  the  part  played 
by  it  in  transmitting  the  pressure  applied  by  the 
anterior  abdominal  wall,  but  it  may  be  said  at 
this  time  that  a viscus  surrounded  by  soft,  pliable 
fat  will  be  more  inclined  to  remain  upon  an  in- 
clined plane  of  51c  than  one  which  is  more  naked, 
just  as  a wet  cloth  laid  over  a marble  upon  such 
a plane  would  hold  it  there. 

Our  original  contention  was  that  the  anterior 
abdominal  wall  is  the  most  important  element  in 
supporting  the  viscera.  I had  sought  to  prove  this 
by  showing  that  the  viscera  remained  in  situ  in  the 
suspended  cadaver  until  the  musculature  was 
stripped  away,  but  was  disappointed,  for,  on  sus- 
pending the  body  in  the  erect  position  with  the 
parietes  intact,  there  was  a descent  of  all  the 
viscera  as  shown  by  palpation  of  the  liver  two 
inches  below  the  right  costal  margin  anteriorly, 
by  the  pendulosity  of  the  belly  wall  below  and  by 
retraction  in  the  epigastrium  to  take  the  place  of 
prolapsed  viscera. 

Pressure  upon  the  pendulous  portion  below  the 
umbilicus,  however,  caused  the  liver  to  rise  an 
inch  and  the  epigastrium  to  fill  out.  Then,  upon 
removing  the  abdominal  wall  the  liver  descended 
five  inches  below  the  right  costal  margin,  viz., 
three  inches  further  than  before,  and  all  the  vis- 
cera prolapsed  as  originally  described. 

The  part  played  by  the  peritoneal  folds,  extra- 
peritoneal  fat  and  the  contour  of  the  body  is  not 
much  affected  by  the  death  of  the  individual,  but 
it  is  entirely  different  with  a muscular  structure 
like  the  abdominal  wall.  Even  in  the  dead  body 
it  is  seen  to  sustain  the  viscera  to  some  extent, 
more  than  can  be  said  of  any  of  the  other  ele- 
ments. 

The  abdominal  cavity  is  an  air-tight  cylindrical 
box,  sealed  below  by  the  pelvic  floor  and  closed 
above  by  the  concave  diaphragm.  Two  of  the 
boundaries  are  extensile,  viz.,  the  anterior  wall 
and  the  diaphragm.  The  visceral  mass  com- 
pletely fills  this  box  and  the  movements  of  the 
contents  are  dependent  to  a large  extent  upon 
the  movements  of  the  container.  The  posterior 
wall  of  fhis  cylinder  we  have  shown  to  project 
as  a shelf  at  about  the  level  of  the  umbilicus, 
partly  dividing  the  visceral  mass  into  a supra- 
umbilical  and  infraumbilical  visceral  mass. 
The  organs  most  concerned  in  ptosis  are  in  the 
supraumbilical  mass  and,  therefore,  concern  us 
here. 

When  a living  individual  rises  from  the  hori- 


Vol.  VII.  No.  6. 

New  Seriee. 

zontal  to  the  erect  position,  the  abdominal  mus- 
cles come  reflexly  into  action.  The  result  is  com- 
pression of  the  visceral  mass  which  glides  upward 
upon  the  shelf.  The  infraumbilical  mass,  how- 
ever, is  pushed  downward.  It  is  here  that  the 
extraperitoneal  fat  is  of  importance,  for  an  abun- 
dance of  it  adds  bulk  to  the  visceral  mass  and 
thus  aids  the  abdominal  wall  to  “get  a purchase,” 
so  to  speak,  upon  the  mass;  and,  moreover,  the 
fat  tends  to  distribute  the  compression  equally  in 
all  directions. 

The  reflex  tonicity'  of  the  belly  wall  may  be 
initiated  in  the  viscera,  as  is  manifested  by  the 
rigidity  of  the  muscles  over  a viscus  which  is  the 
seat  of  an  inflammatory  process.  This  reflex  arc 
probably  has  as  its  afferent  limb  the  sympathetic 
filaments  and  the  spinal  nerves  as  its  efferent 
limb.  Probably,  also,  referred  pain  can  be 
ascribed  to  this  arc,  explaining  the  many  pains  of 
which  the  victims  of  ptosis  complain  when  trac- 
tion occurs  upon  one  or  another  peritoneal  fold, 
and  so  often  regarded  as  neurotic. 

Schwerdt  has  shown  that  in  the  average  in- 
dividual standing  erect  there  is  a positive  pres- 
sure within  the  stomach  of  6-12  mm.  Hg.  This 
is  increased  in  lifting  or  coughing,  when  the  mus- 
cles become  rigid,  to  as  high  as  70  mm.  Hg.,  and 
in  ptosis  it  falls,  depending  upon  the  degree,  to  as 
low  as  a negative  pressure  of  1.5  mm.  Hg.  Thus 
the  degree  of  compression  of  the  viscera  by  the 
parietes  can  be  measured  at  about  6-12  mm.  Hg. 

In  this  function  of  compression  the  anterior 
abdominal  wall  becomes  the  direct  antagonist 
of  the  diaphragm  for,  in  an  air-tight  cavity  with 
two  extensile  walls,  retraction  of  one  must  re- 
sult in  expansion  of  the  other.  Thus  in  abdom- 
inal respiration  the  supraumbilical  part  of  the 
two  obliques  and  the  transversalis  expand  and  re- 
tract, while  the  diaphragm  remains  more  or  less 
passive  and  is  elevated  and  depressed  along  with 
the  supraumbilical  visceral  mass.  In  thoracic  res- 
piration, however,  the  supraumbilical  muscles  are 
fixed  and  sustain  the  visceral  mass  firmly  as  a 
base  upon  which  the  diaphragm  secures  leverage 
to  elevate  the  ribs  during  inspiration.  The  in- 
fraumbilical part  of  the  muscles  takes  only  a pas- 
sive part  in  respiration,  but  by  supporting  the  in- 
fraumbilical viscera  they  augment  the  shelf  of 
which  we  have  spoken. 

It  is  not  the  purpose  here  to  discuss  the  etiology 
of  visceroptosis,  but  to  point  out  the  great  im- 
portance of  the  abdominal  wall  in  supporting  the 
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viscera.  We  have  shown  the  combination  of  peri- 
toneal folds,  extraperitoneal  fat  and  the  visceral 
shelf  to  be  insufficient  alone,  or  in  the  presence 
of  an  abdominal  wall  in  a dead  body,  but  the 
two  latter  to  be  of  great  importance  in  the 
presence  of  an  adequate  abdominal  wall  in  the 
living.  Therefore,  if  the  abdominal  wall  be  lax 
from  expansion  of  the  linea  alba,  following  preg- 
nancy or  from  loss  of  tone  which  may  be  due  to 
some  disturbance  of  the  viscero-muscular  reflex, 
(a  part,  possibly,  of  the  picture  of  the  general 
asthenic  state),  even  in  the  presence  of  normal 
peritoneal  folds,  abundant  peritoneal  fat  and  a 
well  marked  visceral  shelf,  ptosis  will  occur.  On 
the  other  hand,  even  with  a well  muscled  wall 
but  without  a well  marked  shelf,  ptosis  will  occur 
because  the  compression  will  result  in  descent 
rather  than  ascent  of  the  viscera;  and,  finally, 
without  some  extraperitoneal  fat  the  transmission 
of  the  compression  is  so  dissipated  that  it  is  of 
little  avail  and  ptosis  follows. 

The  cooperation  of  the  abdominal  wall  with  the 
diaphragm  is  important,  too,  for  a muscle  can  be 
just  as  effectually  paralyzed  by  removing  its  op- 
ponent as  by  cutting  its  nerve,  and  thus  a lax  wall 
means  a descended  diaphragm  which,  in  turn, 
means  shallow  thoracic  respiration  and  shortness 
of  breath  on  slight  exertion  so  commonly  seen  in 
ptosis. 

The  diaphragm  has  been  declared  by  physiol- 
ogists to  “have  as  much  to  do  with  the  circulation 
of  blood  within  the  abdomen  as  with  air  within 
the  lungs;”  hence,  with  its  paralysis,  incident  to 
a lax  abdominal  wall,  there  is  venous  stasis  and 
its  resultant  anemia  elsewhere,  manifested  by  diz- 
ziness, faintness,  headache  and  depression,  and 
symptoms  referable  to  disturbances  of  the  function 
of  the  viscera  themselves  from  the  venous  stasis. 

It  can  also  be  readily  seen  how  a slight  degree 
of  ptosis,  just  enough  to  take  up  the  normal  slack 
of  the  peritoneal  folds,  might  inhibit  the  func- 
tion of  the  viscero-muscular  reflex  and  in  this  way 
impair  the  tone  of  the  belly  wall,  thus  establish- 
ing a vicious  circle.  Assuming,  then,  that  the 
abdominal  wall  is  most  vital  in  the  visceral  sup- 
port, should  not  the  effort  at  correction  of  ptosis 
be  first  directed  to  increasing  the  efficiency  of  its 
musculature? 

I have  used  the  term  “visceral  mass”  because  of 
the  belief  that  the  intra-abdominal  pressure  con- 
trolled by  the  tonicity  of  the  abdominal  wall  sus- 
tains the  viscera  as  a pliable  mass,  the  individual 
organs  being  held  completely  in  apposition  with 


nothing  but  extraperitoneal  fat  intervening.  Ex- 
traperitoneal fat  aids  in  the  cohesion  of  the  vis- 
ceral mass  and  thus  its  absence  lends  aid  to  the 
descent  of  individual  organs  or  parts  of  the  vis- 
ceral mass.  Ptosis,  then,  may  be  classified  as 
general  or  partial,  according  to  whether  the  entire 
viscereal  mass  is  prolapsed  or  only  one  part  of  it, 
such  as  the  colon  or  kidney. 

In  the  treatment  of  general  ptosis  there  is  ob- 
viously no  other  course  to  pursue  than  to  increase 
the  peritoneal  fat;  correct,  if  possible,  the  pos- 
ture; and  strengthen  the  abdominal  wall  or  sup- 
plant it  by  a belt.  Nobody  has  suggested  any- 
thing else  in  such  cases,  as  far  as  I know.  But 
in  the  partial  cases,  such  as  coloptosis  and  gastro- 
ptosis,  operative  procedures,  designed  at  replacing 
prolapsed  viscera  and  retaining  them  in  place  by 
peritoneal  folds,  have  been  done  with  apparently 
gratifying  results.  The  very  ligaments  used  for 
this  purpose,  namely,  the  lesser  omentum  and  the 
great  omentum,  are  by  far  the  least  adapted  to  the 
support  of  viscera,  and  when  so  utilized  the  sym- 
pathetic and  vagus  fibres  are  subjected  to  as  much 
or  more  insult  than  before.  In  some  of  the  ear- 
lier operations  of  this  type  the  results  were  most 
unsuccessful,  and  it  was  found  that  if  after  the 
procedure  the  patient  were  retained  in  bed  for 
several  weeks  on  a particularly  fattening  diet  and 
then  wore  a belt  for  six  months  to  a year,  the  re- 
sults of  the  operation  were  very  gratifying.  One 
cannot  refrain  from  suggesting  that  the  after- 
treatment  alone  might  be  sufficient  unto  the  pur- 
pose; and,  if  so,  any  increased  traction  upon  the 
peritoneal  folds  ought  to  be  avoided. 

There  is  not  a single  symptom  of  ptosis  which 
cannot  be  attributed  directly  to  vagus  and  sym- 
pathetic disturbance.  Even  the  stasis  itself  is  more 
probably  due  to  a depression  of  the  accelerator 
vagus  filaments  or  to  a stimulation  of  the  in- 
hibitor sympathetic  to  the  smooth  muscle  of  the 
bowel  from  traction  upon  them,  than  to  kinks  or 
angulations,  to  which  it  is  generally  attributed. 
If  the  angulation  in  even  the  most  marked  cases 
of  colonic  ptosis  were  the  cause  of  the  stasis,  then 
the  abrupt  splenic  flexure  would  be  a continuous 
source  of  stasis  in  normally  constructed  individ- 
uals. 

On  the  other  hand,  suspending  operations  are 
certainly  justified  when  a viscus  of  the  supraum- 
bilical  mass  becomes  so  descended  as  to  become 
persistently  and  entirely  infraumbilical ; for  we 
have  pointed  out  that  the  infraumbilical  visceral 
mass  is  compressed  downward  by  the  abdominal 
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wall  and  the  adhesions  resultant  upon  such  an 
operation  would  serve  to  retain  the  viscus  in  the 
supraumbilical  position  until  such  time  as  the 
normal  supports  were  rendered  competent.  The 
great  omentum  lends  itself  best  to  this  purpose 
because  it  contains  very  few  of  the  nervous  ele- 
ments, and  those  which  it  does  contain  are  distal 
to  the  bowel  which  they  have  supplied  and,  there- 
fore, are  least  affected  by  traction. 

Strengthening  of  the  abdominal  wall  has  been 
successful  in  the  hands  of  J.  C.  Webster,  who 
excises  the  linea  alba  and  brings  the  recti  into 
close  apposition,  but  the  recti  have  the  least  to 
do  with  visceral  support,  for  in  ptotic  individuals 
the  recti  are  often  strong  while  the  bulging  on 
both  sides  bespeaks  weak  transverse  and  obliqut 
muscles.  Other  plastic  procedures  have  been  done 
in  which  only  the  infraumbilical  musculature  was 
tightened  by  a midline  operation.  The  epigas- 
trium bulged  and  in  a few  cases  profound  shock 
ensued  from  the  increased  pressure.  Finally,  by 
increasing  the  width  of  the  linea  alba  above  the 
navel  and  decreasing  it  below,  the  belly  wall  has 
been  much  improved. 

If  there  be  diastasis  of  the  recti,  such  operations 
would  seem  proper,  but  when  such  does  not  exist 
there  is  no  better  emthod  of  strengthening  the 
abdominal  wall  than  by  systematic  exercise,  which 
has  yielded  results  in  Franklin  H.  Martin’s  cases 
fully  as  gratifying  as  those  reported  in  operative 
work.  Such  exercises  consist  chiefly  of  flexion  of  the 
abdominal  wall  by  lifting  the  limbs  or  the  trunk 
from  the  floor  while  lying  in  the  supine  Tren- 
delenburg position.  In  this  way  the  lumbar  lor- 
dosis is  increased  and  the  thoracic  outlet  widened, 
thus  giving  the  ideal  situation  for  the  return  of 
the  viscera  and  for  their  retention  by  strengthen- 
ing the  wall. 

We  have,  then,  excellent  results  reported  in 
cases  of  ptosis  treated  by  suspending  the  viscera 
by  peritoneal  folds ; by  simple  systematic  exercise, 
without  operation ; by  the  application  of  belts  after 
plastic  operations,  and  by  the  application  of  belts 
without  operation.  All  are  largely  dependent  in 
the  final  analysis  upon  the  production  of  an  ade- 
quate intra-abdominal  pressure,  in  which  the  ab- 
dominal wall  plays  the  most  important  role,  aided 
chiefly  by  the  visceral  shelf,  less  by  the  extraperi- 
toneal  fat  and  little,  if  any,  by  peritoneal  struc- 
tures. It  is,  therefore,  urged  that  we  err  upon 
the  side  of  conservative  treatment  in  visceral  ptoses 
rather  than  upon  that  of  radical  surgery. 
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ROENTGEN  RAY  DIAGNOSIS  OF  THE 
GASTROINTESTINAL  TRACT* 

By  A.  E.  Rockey,  M.  D., 

PORTLAND,  ORE. 

The  subject  of  this  paper  was  selected  by  your 
program  committee  and,  in  accepting  their  invi- 
tation to  write  upon  it,  I am  mindful  both  of  their 
compliment  and  of  my  responsibility.  I would 
not  myself  have  volunteered  a paper  on  this  title, 
as  I am  a general  surgeon  and  not  a radiologist, 
but  I am  pleased  with  the  opportunity  to  express 
the  conclusions  of  my  experience,  combining  x-ray 
diagnosis  with  its  confirmation  in  the  surgery. 

In  our  own  laboratory  we  have  used  over  one 
hundred  pounds  of  the  subcarbonate  of  bismuth 
and  a lesser  quantity  of  barium  sulphate  in  this 
work,  and  I have  also  not  infrequently  requested 
aid  from  my  colleagues,  the  x-ray  specialists.  To 
avoid  misunderstanding  at  the  beginning,  let  us 
keep  in  mind  the  fact  that,  'while  the  x-ray  is  a 
most  important  aid  to  clinical  diagnosis,  it  is  only 
a part  and  consequently  cannot  stand  alone.  Care- 
ful clinical  diagnosis  must  always  be  first,  both 
in  the  interpretation  of  the  x-ray  plate  and  in  the 
final  conclusion. 

The  longer  we  work  in  this  combination,  the 
better  we  are  able  by  our  clinical  diagnosis  alone 
to  foreshadow,  as  it  were,  what  a radiograph  will 
probably  show  in  many  of  our  cases.  This  will 
always  give  it  a certain  academic  interest  or  a 
satisfactory  confirmation  of  our  opinion,  but  allows 
us  often  to  omit  it  as  a diagnostic  necessity  when 
we.  might  in  any  way  jeopard  the  interest  of 
our  patient  by  its  use.  This  is  notably  so  in  feeble 
persons  with  palpably  definite  lesions  that  require 
operative  interference  which,  when  exposed  by  the 
incision,  will  give  the  far  greater  advantage  of 
direct  inspection  for  final  diagnosis.  It  is  doubly 
true  in  acute  conditions  that  demand  immediate 
operation.  With  a clinical  history  of  persistent 
vomiting  of  dark  fluid  and  a palpable  mass  in  the 
pyloric  region,  the  only  purpose  of  a radiograph 
would  be  to  find  what  a picture  would  show  in  a 
condition  already  well  understood. 

The  most  radiant  enthusiast  would  scarcely  ven- 
ture to  give  a bismuth  meal  in  a case  of  acute 
intestinal  obstruction.  When,  however,  the 
Rontgen  ray  is  reasonably  and  skillfully  used  as 
an  aid  to  clinical  diagnosis,  it  is  certainly  first  in 

‘Read  before  Twenty-fifth  Annual  Meeting  of  Washington 
State  Medical  Association,  North  Yakima,  Wash.,  Sept.  21-23. 
1914. 


June,  1915. 


ROENTGEN  RAY  DIAGNOSIS — ROCKEY 


177 


importance  of  all  modern  laboratory  methods.  By 
its  use  a positive  demonstration  of  suspected  con- 
ditions can  be  made  and  operative  procedures  may 
be  instituted  with  a certainty  that  removes  them 
from  the  realm  of  exploratory  incisions. 

The  past  year  has  been  marked  by  a most  sat- 
isfactory advance  in  the  adaptation  of  radiology 
to  gastrointestinal  diagnosis.  This  is  due  to  the 
superior  radiographic  power  of  the  newer  inter- 
rupterless machines  and  the  improvement  in 
technic,  for  which  we  are  deeply  indebted  to  many 
earnest  workers.  Prominent  among  them  are 
Handeck,  Holzknecht,  De  Quervam,  Pfahler, 
from  abroad,  and  Ariel  W.  George,  Isaac  Gerber, 
Sidney  Lange,  R.  D.  Carmen,  L.  G.  Cole,  in 
America;  in  our  own  neighborhood  to  Ralph 
Walker,  J.  Philippe  Tamiesie,  of  Portland;  Har- 
old Thompson  and  C.  H.  Thompson,  of  Seattle; 
Paul,  of  Tacoma,  and  W.  W.  Potter,  of  Spokane. 
Through  their  efforts  and  those  of  a host  of  other 
workers,  methods  have,  to  a satisfactory  extent, 
been  standardized  and  interpretations  made  defin- 
ite. In  a paper  of  this  kind  it  would  be  obviously 
impossible  to  give  every  one  credit  for  his  particular 
contribution  to  the  general  knowledge.  The 
present  satisfactory  status  of  radiology  is  the  result 
of  a gradual  growth,  to  which  from  the  time  of 
Rontgen’s  great  discovery  to  the  present,  thou- 
sands have  contributed  a share  to  the  improvement 
of  apparatus  and  methods. 

The  best  results  in  this  work  are  obtained  when 
the  examinations,  both  with  screen  and  picture, 
are  made  under  the  immediate  personal  observa- 
tion of  the  surgeon  who  must  in  the  end  bear  the 
responsibility,  both  moral  and  legal,  of  the  correct- 
ness of  the  diagnosis,  in  the  same  measure  that  the 
responsibility  of  every  other  phase  of  any  surgical 
procedure  must  be  borne  by  him.  He  cannot  shirk 
this  responsibility  by  passing  the  blame  for  an 
incorrect  diagnosis  to  the  radiographer  who  after 
all  is  only  an  interpreter  of  shadows. 

The  first  important  function  of  the  gastrointes- 
tinal tract,  after  the  food  has  been  received  and 
prepared  in  the  mouth,  is  the  act  of  swallowing. 
The  various  disorders  and  diseases  of  the  esophagus 
are  in  a most  satisfactory  way  depicted  by  radio- 
scopy and  radiography. 

Congenital  stricture  without  complicating  con- 
traindications for  radiography  is  exceedingly  rare. 
There  are,  however,  a few  cases  of  incomplete 
stricture  that  become  evident  only  after  the  period 
when  the  use  of  solid  food  is  commenced.  A 


gradual  dilation  above  the  stricture  results  in  the 
formation  of  a pouch,  from  which  from  time  to  time 
quantities  of  unswallowed  food  are  regurgitated. 
In  such  cases  the  radiograph  is  a most  satisfactory 
and  conclusive  means  of  diagnosis.  Congenital 
diverticula,  though  rare,  may  be  considered  in  the 
same  class.  The  same  is  true  of  the  strictures  that 
are  produced  by  the  swallowing  of  caustic  sub- 
stances like  concentrated  lye  which  somehow  finds 
its  way  into  the  throats  of  so  many  enterprising 
children.  At  first  milk  and  soft  foods  may  be 
swallowed  but  later  contractions  and  pouches  re- 
sult, and  the  increasing  difficulty  in  swallowing 
calls  for  diagnosis  and  treatment.  Here,  again, 
the  radiograph  should  be  resorted  to  early  and 
definite  information  will  result.  In  early  cases 
or  where  the  stricture  is  only  partial,  screen  exami- 
nations show  the  hesitation  of  soft  foods  which 
may  yet  pass  the  obstruction. 

In  this  connection  it  may  be  well  to  mention 
that  in  any  case,  in  which  an  unaccountable  diffi- 
culty of  swallowing  has  developed  suddenly,  par- 
ticularly in  children,  a radiograph  or  screen  exami- 
nation should  be  made  at  once  to  determine  the 
possible  presence  of  some  opaque  foreign  body. 
Transparent  obstructions  like  cork  or  wood  may 
be  located  by  screen  observation  or  radiograph, 
showing  the  point  at  which  the  contrast  meal  is 
arrested  or  retarded.  In  one  of  my  cases  a radio- 
graph located  in  the  upper  thoracic  portion  of  the 
esophagus  of  a child  a penny  that  had  been  swal- 
lowed four  months  before,  that  being  the  period  in 
which  difficulty  of  swallowing  solid  food  had  been 
observed.  The  child  could  drink  milk  readily,  not- 
withstanding the  long  continued  presence  of  the 
coin. 

Cardiospasm,  in  which  patients  retain  food  in 
the  esophagus  until  enormous  dilation  results,  may 
be  conclusively  diagnosed  by  the  x-ray.  The  pic- 
ture may  show  a very  large  fusiform  shadow  of  a 
thick  bismuth  meal,  that  an  hour  or  two  later  may 
be  found  in  the  stomach.  Confirmatory  evidence 
of  the  spasmodic  nature  of  the  obstruction  may  be 
obtained  by  aspirating  from  the  esophageal  pouch 
through  a large  stomach  tube  a part  of  the  con- 
tents of  an  ordinary  meal  and,  testing  it  for  free 
hydrochloric  acid,  none  will  be  found.  The  tube 
may  then  be  passed  through  the  spasmodic  con- 
striction into  the  stomach  and  normal  gastric 
juice  with  a strong  hydrochloric  acid  reaction  be 
obtained. 

The  early  diagnosis  of  cancer  of  the  esophagus 
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is  greatly  aided  by  prompt  resort  to  x-ray  examina- 
tion. If  ever  surgery  is  to  succeed  in  the  difficult 
task  of  radical  cure,  it  must  be  when  the  diagnosis 
is  made  early.  When  the  obstruction  is  only  par- 
tial, a thick  bismuth  meal  must  be  immediately 
followed  by  a radiograph,  or  the  act  of  swallowing 
itself  should  be  watched  by  the  radioscope.  In 
later  cases  the  secondary  pouch  above  the  stricture 
may  have  a smooth  conical  or  dome-shaped  top 
and  an  irregular  bottom,  conforming  to  the  shape 
of  the  neoplasm.  A thin  bismuth  mixture  in  water 
or  mucilage  may  show  the  channel  through  the 
growth  as  a wavy  irregular  line. 

In  all  of  these  conditions  the  use  of  the  bougie, 
with  its  danger  of  perforation  and  sepsis  (and  let 
it  be  said  that  many  fatalities  have  followed  its 
use  for  diagnosis  alone)  has  been  entirely  supersed- 
ed by  the  x-ray.  The  findings  are  definite  and  great 
aid  is  rendered,  not  alone  in  determining  the  con- 
dition but  in  directing  the  subsequent  treatment. 

As  to  methods,  it  may  be  said  in  general  that, 
when  the  screen  is  used,  a rather  thick  mush 
should  be  swallowed  in  large  mouthfuls,  so  that 
the  bolus  may  have  bulk  and  be  more  readily 
watched  in  its  downward  course.  When  a radio- 
graph is  to  be  made  and  the  obstruction  is  only 
partial,  a thick  mush  should  also  be  used  and  the 
picture  should  be  made  immediately.  In  the  more 
complete  obstructions,  as  already  mentioned,  a 
thin  mixture  may  be  employed  to  better  advantage, 
and  a considerable  time  allowed  to  elapse  before  the 
picture  is  taken.  In  such  cases  a coil  of  moderate 
power,  used  either  with  or  without  an  intensifying 
screen,  will  give  very  satisfactory  pictures. 

It  is  important  that  x-ray  diagnosis  be  resorted 
to  early  in  all  cases  where  any  disturbance  in  the 
act  of  swallowing  exists.  Guessing  is  no  longer 
necessary,  when  definite  results  are  so  readily  and 
safely  obtained. 

In  gastric  and  duodenal  ulcer  the  Rontgen  ray 
is  the  crowning  confirmation  of  the  clinical  and 
laboratory  diagnosis.  The  latter  are  not  made 
useless  by  it,  for  some  ulcers  give  no  definite  ra- 
diographic sign  of  their  presence.  There  are, 
however,  many  cases  in  which  the  clinical  diag- 
nosis can  be  so  definitely  confirmed  by  x-ray 
examination  that  all  doubtful  cases,  when  the 
contraindications  already  suggested  are  not  pres- 
ent, should  be  so  examined  before  operation. 

Simple  erosions  do  not  change  the  contour  of 
the  stomach  but  when  near  the  pylorus  they  do 
change  the  motility.  Prolonged  retention  of  the 
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contrast  meal  may  be  observed  when  there  is  no 
contraction  of  the  pylorus.  This  is  due  to  the 
inhibited  peristalsis  when  the  wave  reaches  the 
pyloric  region.  There  is  also  a retrograde  peristal- 
sis which  may  be  regarded  as  a protective  action  in 
moving  irritating  substances  back  from  the  eroded 
region.  Thus,  in  cases  of  this  type  the  contrast  meal 
may  be  retained  beyond  the  six-hour  period,  and 
even  after  twelve  or  twenty-four  hours  the  shadow 
of  residual  bismuth  may  still  be  demonstrated.  In 
such  cases,  when  no  palpable  induration  can  be 
discovered  at  operation,  the  anterior  wall  of  the 
stomach  may  be  opened  to  confirm  the  diagnosis. 

In  indurated  ulcers  we  may  have  direct  evi- 
dence by  radiograph  of  their  presence  by  the  niche, 
and  in  large  saddle  ulcers  of  the  lesser  curvature 
by  an  angular  flat  wavy  line,  by  the  shadow  of 
retained  bismuth  in  the  ulcer,  by  the  incisura  and 
by  prolonged  retention.  The  first  three  signs  are 
notably  positive  when  the  ulcer  is  situated  on  the 
margin  of  the  shadow.  By  making  plates  with  an 
oblique  exposure,  such  outlines  are  sometimes 
brought  into  view  that  would  otherwise  be  ob- 
scured. 

The  notch  or  niche  of  Handeck  is  the  shadow 
of  the  projecting  bismuth  into  the  cavity  of  the 
ulcer.  To  demonstrate  it  the  contrast  meal 

should  be  generous  in  quantity  and  of  the  con- 
sistency of  pap,  preferably  made  with  potato  flour, 
and  should  contain  two  to  four  ounces  of  the  sub- 
carbonate of  bismuth.  After  a screen  examination 
which  will  differentiate  a permanent  incisura 
from  a peristaltic  spasm,  plates  may  be  made  in 
upright,  prone  or  right  lateral  positions.  An  ulcer 
is  commonly  surrounded  by  an  indurated  area  and 
this  may  cause  some  change  in  the  contour  adja- 
cent to  the  notch.  Opposite  the  niche,  if  it  be 
situated  on  the  lesser  curvature,  is  commonly 
found  a marked  contraction  of  the  stomach  wall 
which  is  manifest  by  a wedge-shaped  defect  in 
the  shadow.  This  is  the  incisura.  It  is  so  fre- 
quently present  in  ulcer  that  it  has  great  value  as 
a diagnostic  sign. 

There  are,  however,  other  conditions  which 
produce  this  indentation  of  the  shadow,  and  give 
the  stomach  a bilocular  appearance,  that  are  not 
due  to  ulcer.  These  are  the  false  incisurae  caused 
by  peristaltic  spasm  and  by  congenital  folds  or, 
in  ptosis,  in  pictures  taken  in  the  upright  position, 
by  the  irregular  support  given  to  the  bottom  of 
the  stomach  through  its  traction  on  the  median 
supports.  Radioscopic  examination  while  the 
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stomach  is  palpated,  or  change  in  position  in  the 
picture,  will  obliterate  the  artefact.  When  an 
ulcer  is  situated  well  toward  the  pyloric  end  of 
the  lesser  curvature,  it  may  result  in  a distal 
dilation  of  the  greater  curvature,  giving  the 
shadow  a duck-shaped  appearance.  This  was 
observed  in  a recent  case,  when  a perforated  ulcer 
was  adherent  to  the  liver. 

Bilocular  or  hour-glass  stomach,  resulting  from 
old  healed  ulcer,  may  be  readily  diagnosed. 
Screen  examination  may  be  made  immediately 
after  the  contrast  meal  is  taken.  Depending  on 
the  completeness  of  the  contraction  and  the  con- 
sistency of  the  meal,  it  may  be  possible  to  observe 
its  passage  from  the  cardiac  to  the  pyloric  pouch. 

Prolonged  retention  is  a common  accompani- 
ment of  ulcer  of  the  pyloric  region,  contraction 
from  healed  ulcer  and  obstruction  from  cancer. 
It  may  also  be  observed  in  painful  conditions  of 
the  gall-bladder.  Many  factors  modify  the 
period  of  retention.  In  general  it  may  be  said 
that  a thin  contrast  meal,  as  bismuth  subcarbonate 
with  water  alone,  will  more  readily  pass  out  of 
the  stomach  than  when,  for  instance,  the  bismuth 
is  mixed  with  a thick  oat  meal  mush.  Residual 
bismuth  will  often  remain  at  the  bottom  of  the 
stomach  in  ulcer  cases  when  the  first  portion  begins 
passing  shortly  after  it  is  taken.  In  gastric  stasis, 
due  to  ptosis  or  to  Lane’s  jejunal  kink,  prolonged 
retention  is  also  observed.  In  these  cases  there 
may  be  seen  a shadow  of  a residual  portion  of 
the  contrast  meal  a considerable  time  after  the 
first  portion  may  be  seen  in  the  small  intestine. 

The  soothing  effect  of  a large  bismuth  meal  also 
has  a modifying  effect  on  retention.  This  is  par- 
ticularly true  in  diminishing  the  tendency  to  vom- 
iting. An  interesting  example  was  that  of  a man 
who  came  for  examination  on  a Monday  after- 
noon. The  clinical  examination  alone  was  suffi- 
cient for  a diagnosis  of  pyloric  ulcer.  Radiograph 
showed  a notch  on  the  lower  side  of  the  pylorus 
and  a dilated  stomach.  Operation  was  urged  but 
the  patient  went  to  his  hotel  to  think  it  over.  He 
returned  the  next  morning,  stating  that  he  had 
not  vomited  and  felt  more  comfortable  than  at 
any  time  for  weeks.  Another  radiograph  gave  the 
same  picture  as  the  one  taken  sixteen  hours  before. 
He  then  consented  to  operation  but  insisted 
against  urgent  advice  that  he  must  first  go  to  his 
home  two  hundred  miles  away  to  attend  to  some 
important  business.  He  was  instructed  to  take 
no  food  and  only  a little  water.  He  returned  on 


Thursday  afternoon  with  the  report  that  he  had 
not  vomited  and  had  no  pain.  Radiograph  gave 
the  same  picture  of  the  bismuth  shadow  as  was 
seen  on  Monday.  By  lavage  previous  to  opera- 
tion the  next  morning  a large  amount  of  bismuth 
was  obtained.  At  operation  the  pylorus  was 
found  greatly  indurated.  Pylorectomy  by  Rod- 
man’s method  was  done  and,  notwithstanding  the 
lavage,  some  residual  bismuth  was  found  adhering 
to  the  cavity  of  the  ulcer  ninety  hours  after  its 
administration.  After  recovery  the  stomach  emp- 
tied itself  completely  in  two  hours. 

Residual  bismuth  retained  in  an  ulcer  cavity 
may  be  sufficient  to  cast  a shadow  on  the  screen 
or  plate.  When  definite  or  coincident  with  other 
signs,  its  appearance  is  diagnostic.  Of  these 
three  signs,  the  actual  shadow  of  bismuth  in  the 
ulcer  cavity  is  the  most  difficult  of  demonstration. 
Here  an  interrupterless  machine,  capable  of  mak- 
ing a picture  in  a fraction  of  a second,  is  neces- 
sary. Otherwise  peristalsis  or  respiratory  move- 
ment will  blur  the  shadow.  The  incisura  may 
be  readily  shown  and  a coil  of  moderate  power 
used  with  an  intensifying  screen  will  make  satis- 
factory pictures,  showing  prolonged  retention  and 
the  form  and  position  of  the  stomach. 

In  cancer  which  has  reached  the  ulcerative 
stage  we  may  see  the  outline  of  the  neoplasm 
projecting  into  the  stomach,  and  then  a more  or 
less' irregular  depression  of  the  ulcerated  surface. 
This  is  particularly  true  of  advanced  cancer  in 
the  pyloric  region.  As  before  suggested,  the  clini- 
cal history  is  usually  so  definite  in  these  cases  that 
it  is  quite  unnecessary  to  subject  the  patients  to 
radiographic  test.  The  scalpel  brings  the  parts 
into  better  view.  In  the  early  diagnosis  of  cancer 
of  the  stomach,  particularly  those  that  originate 
from  ulcer,  the  radiographic  appearance  is  like 
that  of  ulcer. 

In  emphasizing  the  great  importance  of  hunger 
pain,  Moynehan  has  said  that  the  diagnosis  of 
duodenal  ulcer  might  be  made  by  correspondence. 
Important  as  this  clinical  sign  undoubtedly  is, 
there  are  many  cases  in  which  operation  failed  to 
demonstrate  an  ulcer.  In  the  radiographic  diag- 
nosis of  duodenal  ulcer,  the  recently  published 
work  of  Ariel  W.  George  and  Isaac  Gerber,  of 
Boston,  has  brought  the  subject  to  a very  satis- 
factory climax.  These  authors  propose,  first,  that 
the  shadow  of  the  duodenal  cap  in  every  normal 
case  may  be  demonstrated  as  normal,  and  that 
there  are  no  exceptions  to  this;  second,  that  ulcer 
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of  the  first  portion  of  the  duodenum  always  de- 
forms the  shadow  of  the  duodenal  cap.  Their 
demonstrations  are  so  conclusive  that  they  may 
be  accepted  as  true.  If  it  be  also  true  that  90 
per  cent,  of  duodenal  ulcers  are  in  the  first  por- 
tion, then  the  immense  value  of  their  study  be- 
comes evident. 

The  motility  of  the  stomach  is  variously  affected 
by  duodenal  ulcer.  Evacuation  is  often  acceler- 
ated. I believe  this  sometimes  to  be  due  to  the 
soothing  effect  of  the  bismuth  contrast  meal.  It 
is  sometimes  retarded.  This  robs  the  motility 
sign  of  any  diagnostic  value.  Adhesions  and  con- 
tracture from  cholecystitis  are  less  likely  to  alter 
the  shape  of  the  first  portion  of  the  duodenum 
than  they  ar  of  the  second. 

Gastroptosis  is  a most  interesting  and  at  times 
spectacular  condition.  Before  the  use  of  the  con- 
trast meal  and  x-ray  picture,  the  gastrodiaphane 
had  often  startled  us  by  the  appearance  of  the 
light  spot  just  above  the  pubic  hone,  showing  that 
the  stomach  was  in  the  lower  instead  of  the  upper 
part  of  the  abdomen.  Our  knowledge  of  the  posi- 
tion of  the  stomach  came  from  dissection  done 
with  the  subject  recumbent.  The  radiograph  soon 
demonstrated  that  there  was  a wide  range  in  the 
position  of  the  stomach.  It  might  be  well  above 
the  umbilicus  or  it  might  reach  the  pubes.  More 
extended  observation  has  taught  us  that  a consid- 
erable variation  in  position  may  be  considered 
normal.  In  general,  it  may  be  said  that  plump 
individuals  with  firm  abdominal  walls  have  a high 
position  of  the  stomach,  and  slender  or  thin  per- 
sons with  lax  abdominal  walls  have  a lower  posi- 
tion. That  these  variations  of  position  are  quite 
within  the  range  of  what  may  properly  be  termed 
normal,  is  evidenced  by  the  fact  that  a low  posi- 
tion, which  is  often  I think  improperly  termed 
gastroptosis,  may  not  interfere  with  digestion  or 
the  normal  period  of  evacuation  of  the  stomach 
contents.  It  is  only  when  digestion  is  interfered 
with  or  a definite  gastric  stasis  exists,  that  this 
so-called  ptosis  should  be  considered  a pathologic 
entity. 

In  this  connection  it  may  be  well  to  mention 
that  it  is  generally  inadvisable  to  allow  patients 
to  see  radiographs  of  their  stomachs  showing  a 
low  position.  To  have  a “fallen  stomach”  has 
even  more  terror  for  a sensitive  individual  than 
to  have  “floating  kidney”  or  “falling  of  the 
womb.”  To  their  untutored  minds  it  means  that 
something  must  be  done  to  have  it  up  again  or 
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they  are  lost.  When  this  has  happened  an  adhe- 
sive strap  supporter  will  restore  the  mind,  even 
if  it  raises  the  stomach  only  a few  centimeters. 

Stasis  from  Lane’s  jejunal  kink  may  be  demon- 
strated by  overfilling  the  stomach  with  a thick 
bismuth  pap  and  observing  the  onward  progress 
of  the  shadow  in  the  radioscope.  When  the  duo- 
denum shows  a distinct  shadow,  a plate  may  be 
made  with  the  patient  in  the  upright  position.  In 
my  experience  stasis  in  the  small  intestine  pro- 
duced by  Lane’s  ileal  kink  is  not  so  common.  Pro- 
longed retention  of  the  contrast  meal  does,  how- 
ever, occur. 

What  has  just  been  said  about  variations  in 
position  of  the  stomach  applies  equally  to  the 
colon.  The  M-shaped  colon  can  no  longer  be 
always  considered  pathologic.  The  position  of  the 
colon  follows  well  the  position  of  the  stomach. 
With  a low  stomach  we  nearly  always  have  a low 
transverse  colon.  There  are  exceptions  in  the  de- 
gree in  only  a few  cases.  We  only  rarely  see  the 
stomach  prolapsed  a little  lower  than  the  trans- 
verse colon.  Somewhat  more  frequently,  though 
yet  rarely,  do  we  find  a very  low  colon  with  a 
far  less  pronounced  prolapse  of  the  middle  of  the 
stomach. 

The  best  pictures  of  the  colon  are  produced  by 
filling  it  with  a large  barium  sulphate  enema. 
The  redundant  sigmoid  loop  is  most  graphically 
shown  in  this  way.  A picture  of  the  colon  made 
by  contrast  enema  does  not,  however,  illustrate 
that  variation  of  function  which  Lane  has  called 
intestinal  stasis.  To  demonstrate  this  the  onward 
progress  of  a bismuth  contrast  meal  must  be 
watched  by  the  fluoroscope  or  by  serial  plates.  It 
is  true  that  most  of  these  cases  show  a consider- 
able deformity  of  the  colon  in  the  enema  pictures, 
but  it  is  also  true  that  not  infrequently  a colon 
with  an  extreme  deformity  has  good  function. 
When  a considerable  degree  of  stasis  exists,  the 
obstructive  points  in  the  colon  can  be  demonstrated 
by  plates  or  screen  examinations  made  six  to 
twelve,  or  even  twenty-four  hours  apart.  In  this 
way  I have  observed,  by  making  one  plate  a day 
in  an  extreme  constipation  case,  the  contrast  meal 
require  a whole  week  to  pass  to  the  rectum.  It 
should  be  remembered,  however,  that  occasionally 
in  these  cases  a large  dose  of  bismuth  will  seem 
to  have  a laxative  effect  and  the  passage  will  be 
quicker  than  normal. 

In  cancer  of  the  colon  it  would  seem  that  radio- 
graphic  diagnosis  would  be  of  great  value.  In  my 
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experience,  however,  cases  were  commonly  seen 
after  obstructive  symptoms  made  this  impractical. 
When  low  in  the  sigmoid  examination  with  the 
air  dilating  electric  proctoscope  is  easy  and  conclu- 
sive. The  sooner  cases  suggesting  disturbance  of 
the  colon  are  examined  bv  the  x-ray,  the  better  we 
will  be  able  to  make  diagnoses  that  will  be  of 
value  in  directing  surgical  relief.  Persistent  con- 
stipation, pain  in  the  course  of  the  colon,  mucus, 
pus  or  blood  in  the  stools,  should  not  be  treated 
symptomatically  by  cathartics,  enemas  or  supposi- 
tories indefinitely,  as  is  so  often  done.  Many  a 
case  of  cancer  of  the  colon,  that  might  have  been 
readily  cured  by  a timely  operation,  is  relegated 
to  the  inoperable  class  by  such  a course.  Direct 
examination  of  the  rectum  should  first  be  done. 
If  this  be  normal,  a radiograph  of  the  colon  may 
definitely  locate  the  lesion. 

In  radiographic  diagnosis  of  gastrointestinal  dis- 
ease good  pictures  are  necessary  for  definite  re- 
sults. Such  plates  require  less  “interpretation,” 
which  word  often  means  a radiographer’s  guess 
for  something  which  a poor  plate  does  not  show. 
In  the  light  of  our  present  knowledge  we  may 
expect  that  the  near  future  wfill  continue  the  im- 
provements of  the  past,  and  the  experience  gained 
by  the  more  general  employment  of  x-ray  diagno- 
sis in  gastrointestinal  disease  will  place  in  our 
hards  a method  of  great  value. 


RADIOGRAPHIC  DIAGNOSIS  OF  GAS- 
TROPTOSIS COINCIDENT  WITH 
COLOPTOSIS* 

By  J.  P.  Tamiesie,  M.  D. 

PORTLAND,  ORE. 

The  subjects  of  gastroptosis  and  coloptosis  have 
both  occupied  much  attention  from  the  profession 
but  the  coincident  occurrence  of  these  two  pathol- 
ogic conditions  I have  seen  mentioned  nowhere, 
either  in  medical  literature,  journals  or  papers 
from  professional  men.  More  than  this,  apart 
from  the  coincident  occurrence  of  these  two  vis- 
ceral ptoses,  I take  the  position  that,  from  the 
anatomic  relations  of  the  stomach,  colon  and  their 
omenta,  there  is  no  coloptosis  without  a producing 
gastroptosis.  I do  not  say  that  all  gastroptoses 
alone  are  the  only  factors  in  producing  the  colop- 
toses  but  I believe  an  abnormal  or  pathologic  con- 
dition of  the  stomach  is  the  primary  cause  of  the 
two  visceral  ptoses. 

•Read  before  the  Thirtieth  Annual  Meeting  of  Oregon  State 
Medical  Association,  Portland,  Ore.,  Sept.  10-11,  1914. 


I shall  leave  symptomatic  conditions  preceding 
or  coincident  to  these  lesions  to  you  for  consider- 
ation, but  ask  that  you  carefully  look  up  the  lit- 
erature of  gastrointestinal  disturbances,  auto- 
toxemia with  its  accompanying  nervous  symptoms, 
and  also  the  literature  on  insanities  from  the  same 
cause.  This  subject  is  as  important  to  the  medi- 
cal man  as  to  the  surgeon,  but  the  pathology  and 
diagnosis  are  the  most  important  if  we  are  to  get 
results  and  these  I leave  to  my  confrere,  the  medi- 
cal man  and  the  surgeon. 

I am  aware  that  I am  treading  on  controversial 
ground  and  that  not  all  of  my  confreres  present 
are  convinced  that  gastroptosis  and  coloptosis  pro- 
duce symptoms  and  disease,  but  what  are  we  to 
do  v.  ith  those  cases  who  go  from  one  physician 
to  another,  pictures  of  abject  misery  with  a train 
of  symptoms  ranging  from  constipation  to  neuras- 
thenia, bordering  on  insanity,  and  in  whom  you 
can  by  radiography  and  fluoroscopy  prove  the  ab- 
normal conditions?  This  is  unquestionably  one 
of  the  most  important  subjects  before  the  medical 
profession  today  and  it  is,  to  a large  extent,  for 
the  abdominal  surgeon  to  solve  most  of  the  details 
of  this  comparatively  new  phase  of  an  old  problem, 
and  to  corroborate,  as  far  as  possible,  the  epoch- 
making  work  and  teachings  of  Sir  Arbuthnot 
Lane. 

In  his  address,  delivered  at  the  North-East 
London  Post-Graduate  College,  Nov.  1,  1913, 
Lane  says:  “By  chronic  intestinal  stasis  I mean 

that  the  passage  of  the  contents  of  the  intestinal 
canal  is  delayed  sufficiently  long  to  result  in  the 
production,  in  the  small  intestine  especially,  of 
an  excess  of  toxic  material,  and  in  the  absorption 
into  the  circulation  of  a greater  quantity  of  poison- 
ous products  than  the  organs  which  convert  and 
excrete  them  are  able  to  deal  with.  In  conse- 
quence there  exist  in  the  circulation  materials  which 
produce  degenerative  changes  in  every  single  tissue 
of  the  body  or  which  lower  its  resisting  power 
against  invasion  by  deleterious  organisms. 

“Perhaps  the  best  scientific  confirmatory  evi- 
dence I can  put  forward  of  the  harmful  effects  of 
defective  drainage,  both  of  the  body  as  a whole 
and  of  the  several  tissues  which  contribute  to  it, 
has  been  afforded  recently  by  the  remarkable  ex- 
periments of  Carrel  in  the  growth  of  living  tissue, 
in  which  he  has  shown  that  tissues  are  immortal 
and  grow  to  the  greatest  advantage  if  the  drain- 
age of  their  toxic  products  be  carried  out  effectu- 
ally. 
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“Owing  to  the  unsuitable  diet  in  infancy  and 
to  the  habitual  assumption  of  the  erect  position, 
delay  of  fecal  material  takes  place  in  the  large 
bowel  or  cesspool  of  the  gastrointestinal  tract,  or, 
as  it  can  be  best  described,  the  “general  drainage 
system  of  the  body.”  In  consequence  of  this,  new 
membranes  or  resistances  to  downward  displace- 
ment are  formed  by  the  crystallization  of  lines 
of  force  upon  the  surface  of  the  peritoneum  along 
which  strain  is  especially  exerted.” 

Thus  he  explains  the  formation  of  the  bands, 
kinks,  folds,  veils  and  membranes,  to  which  his 
own  name  and  that  of  Jackson,  Treves,  Reid  and 
of  Jonnesco  and  Juvara,  have  been  attached.  It  is 
the  formation  of  these  new  structures  which  ex- 
plains the  occurrence  of  stricture  of  the  bowels, 
of  appendicitis,  of  disease  of  the  ovaries,  of  cancer 
of  the  cecum  and  of  the  rectum.  It  further  serves 
to  solve  the  mystery  of  elongation  and  dilatation 
of  the  duodenum,  the  spasmodic  contraction  of 
the  pylorus,  the  consequent  dilatation  of  the  stom- 
ach from  accumulation  of  its  contents  and  the 
“cardiospasm”  of  Plummer. 

More  than  this,  the  changes  mentioned  above 
may  terminate  in  ulceration  and  perforation  about 
the  pylorus  and  lesser  curvature  of  the  stomach 
and  even  cancer  of  this  organ  may  result.  Or 
changes  may  produce  infection  of  the  liver  and 
gallbladder,  or  lead  to  the  formation  of  gall- 
stones, cholecystitis  or  malignant  degeneration. 

Other  symptoms  enumerated  bv  Lane  are  the 
loss  of  fat,  wasting  of  muscles,  degenerative 
changes  in  the  skin  with  alteration  of  its  texture 
and  color.  The  temperature,  in  uncomplicated 
cases,  is  subnormal ; stasis  always  exists  in  Ray- 
naud’s disease;  there  is  mental  apathy,  stupidity 
or  misery  and,  occasionally,  melancholia  or  even 
imbecility  and  suicidal  tendency.  Neuralgia  and 
neuritis  are  frequent;  epileptiform  tic  and  head- 
aches are  often  present ; want  of  control  of  tem- 
per which  may  lead  to  misery  or  even  crime. 
Patients  complain  of  rheumatoid  aches  and  pains 
in  muscles  and  joints;  the  thyroid  gland  wastes; 
the  blood-pressure  may  be  raised  or  depressed ; 
the  breasts  show  degenerative  changes  and  cancer 
readily  develops  in  them.  Organs  prolapse  and 
change  in  size,  shape  and  weight.  The  patient 
becomes  short  of  breath  on  exertion,  resembling 
asthma,  but  this  may  be  due  to  distention  of 
stomach  or  intestines  interfering  with  the  action 
of  the  heart. 

Some  of  the  degenerative  changes  affecting  the 
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heart  appear  to  be  due  to  autointoxication.  The 
kidneys  may  become  affected.  The  hair  of  the 
head  loses  color  early  and  falls  out;  hair  grows 
in  places  in  which  it  is  ordinarily  inconspicuous 
or  absent.  The  pancreas  becomes  infected  from 
stasis  of  the  duodenum,  resulting  in  chronic  in- 
duration, inflammation  and  finally  cancer  of  this 
organ.  Pancreatic  diabetes  may  ensue.  Degen- 
erative diseases  of  the  eye  are  produced  and  vary 
with  the  degree  of  autointoxication. 

According  to  Lane,  tire  direct  changes  result- 
ing from  the  lowered  resisting  power  of  the  tis- 
sues, produced  by  autointoxication,  are  infection 
of  the  gums,  causing  pyorrhea  alveolaris;  tuber- 
culous infection,  not  produced  by  direct  inocula- 
tion ; rheumatoid  arthritis,  which  cannot  develop 
except  in  the  presence  of  defective  drainage  of 
the  gastrointestinal  tract.;  infection,  directly  or 
indirectly,  of  the  genitourinary  tract,  through  the 
blood-stream  (by  organisms  other  than  tubercle) 
producing  nephritis,  cystitis,  pyelitis,  endometritis, 
salpingitis,  etc. ; development  of  adenomatous  tu- 
mors in  the  thyroid  gland,  or  general  enlargement 
of  this  organ,  or  of  exophthalmic  goiter;  Still’s 
disease ; infections  of  the  skin  of  a pustular  nature ; 
infections  of  the  large  intestine  by  organisms  which 
produce  the  several  varieties  of  mucous  and  ulcer- 
ative colitis;  and  ulcerative  endocarditis. 

Lane  states  that  he  has  “chosen  merely  a few 
obvious,  typical,  indirect  results  of  the  autointoxi- 
cation of  chronic  intestinal  stasis,”  and  that  “the 
point  of  practical  interest  ...  is  that  the 
drainage  scheme  be  made  to  work  efficiently 
by  mechanical  means  or  by  operative 
interference,  and  that  the  resisting  power  of  the 
tissues  of  the  body  is  such  that  they  can  destroy 
the  organisms  or  poisons,  if  not  advanced  too  far 
or  if  cancer  has  not  developed ;”  and  “nothing  is 
more  remarkable  in  the  whole  range  of  surgery 
than  the  result  of  the  removal  of  the  large  bowel 
in  a case  of  rheumatoid  arthritis.  The  transition 
is  abrupt  and  startling.” 

The  treatment  varies.  The  non-operative  treat- 
ment consists  in  the  use  of  paraffin  oil  before  each 
meal,  the  application  of  a spring  support  to  the 
abdomen  below  the  umbilicus  to  keep  up  the 
“transverse  colon,  cecum  and  other  prolapsed 
viscera,”  and  “to  put  into  the  stomach  as  little 
food  as  is  likely  to  decompose  and  become  poisonous 
in  its  passage  through  the  intestines.” 

Operative  treatment  is  resorted  to  only  when 
the  above  or  other  modes  of  treatment  fail  and  may 
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necessitate  the  removal  of  the  appendix  when  it 
interferes  with  the  lumen  of  the  ileum;  or  to 
“short-circuit”  the  bowel  by  dividing  the  ileum 
and  putting  it  into  the  pelvic  colon.  If  the  colon 
be  freely  movable  and  pendulous,  Lane  always 
removes  it  down  to  its  junction  with  the  sigmoid. 
His  rule  is  to  remove  the  large  bowel,  if  it  may 
be  easily  effected,  if  not,  be  satisfied  with  ileo- 
colostomy.  Gastroenterostomy  for  duodenal  disten- 
tion, even  if  there  be  ulceration,  is  in  Lane’s 
opinion,  both  unnecessary  and  harmful.  If  the 
ulceration  has  caused  considerable  reduction  of  the 
lumen  of  the  pylorus,  he  resorts  to  gastroenteros- 
tomy. Lane  also  performs  gastroenterostomy  in 
ulceration  of  the  stomach  (in  the  absence  of  can- 
cer) in  addition  to  short-circuiting,  with  or  with- 
out colectomy.  He  thus  removes  the  strain  from 
the  lesser  curve,  effectually  draining  the  stomach. 

Those  who  have  carefully  studied  Lane’s  work 
on  intestinal  stasis  and  the  case  reports  of  him  and 
his  followers,  cannot  help  but  be  profoundly  im- 
pressed by  the  reports  of  the  results  obtained  from 
the  operations  of  gastroenterostomy,  ileocolostomy 
or  colectomy,  or  of  all  three,  whether  in  the  same 
subject  at  the  same  time  or  at  different  times.  The 
profession  is  by  no  means  unanimous  in  its  opinion 
as  to  the  real  necessity  of  these  heroic  operative 
procedures  for  the  relief  of  chronic  intestinal 
stasis.  Deeper  delving  and  further  investigations 
on  the  part  of  the  internist  and  the  abdominal  sur- 
geon alone  will  solve  the  problem. 


ON  THE  RELATION  OF  SURGICAL  PRO- 
CEDURES AND  THE  GENERAL 
ASTHENIC  STATE* 

By  Noble  Wiley  Jones,  M.  D. 

PORTLAND,  ORE. 

Speaking  broadly,  50  per  cent,  of  all  people 
possess  the  general  asthenic  type  of  build.  That 
is,  the  bony  frame  is  of  the  slender  gracile  type 
of  structure,  the  trunk  long,  the  waist  line  narrow, 
and  there  is  present  a low  lying  position  of  the 
abdominal  viscera,  coupled  frequently  with  mal- 
development  and  improper  fixations  of  the  mesen- 
teries. 

Within  this  type  of  slender  build  lies  intrin- 
sically the  potentiality  for  general  body  weakness. 
This  does  not  mean  that  every  individual  of  the 
asthenic  type  is  necessarily  weaker  in  muscle 
strength  or  bodily  endurance  than  his  broad  shoul- 

*Read before  the  surgical  section  of  the  Vancouver,  B.  C., 
Medical  Society,  March  21,  1915. 


dered  neighbor,  but  it  does  mean  that  he  holds 
his  reserve  strength  with  greater  difficulty  and 
that  he  is  more  prone  to  possess  or  to  develop  those 
physical  factors  which  may  be  the  immediate 
causes  of  a body  weakness,  and  usually  an  ac- 
companying undernourished  state.  The  presence 
of  a mobile  cecum  is  oftentimes  fundamentally  the 
cause  of  a chronic  constipation  attended  with  a 
general  body  toxemia.  The  immediate  determining 
cause  of  the  constipation,  however,  when  the  cecum 
is  not  interfered  with  by  bands,  is  frequently  the 
absence  of  general  body  or  local  bowel  tone.  The 
truth  of  this  statement  we  have  many  times  demon- 
strated. The  person  of  asthenic  build  with  a mo- 
bile cecum  loses  his  bowel  habit  easily,  whereas  the 
one  of  opposite  type  may  be  very  careless  as  re- 
gards his  bowel  function  and  still  not  develop  an 
intestinal  stasis  of  any  kind.  The  same  principles 
hold  true  in  regard  to  the  development  and  con- 
sequences of  postural  strains.  They  develop  more 
frequently  in  the  asthenic  individual  and  their 
pains  lead  him  more  easily  into  the.  vicious  circle 
of  lost  appetite,  weight  and  strength,  constipation, 
associated  abdominal  distress  and  psychical  im- 
balance, which  characterize  the  developed  general 
asthenic  state.  This  sequence  of  events  does  not 
often  occur  in  the  person,  who,  although  suffering 
from  a postural  strain  or  pains  of  arthritic  origin, 
is  of  the  opposite  type  of  build. 

It  is  important  to  bear  in  mind  the  essential 
difference  between  general  asthenia  and  neuras- 
thenia. These  two  morbid  states  have  been  con- 
sidered for  years  and  are  still  held  by  most  phy- 
sicians to  be  synonymous.  Both  terms  have  been 
loosely  applied,  even  by  neurologists,  to  ill-defined 
and  illy-understood  disease  conditions.  One  need 
only  to  review  the  chapters  on  neurasthenia  in 
any  of  the  later  systematic  text-books  on  medi- 
cine to  appreciate  the  general  looseness  of  the  sub- 
ject matter.  It  is  our  belief,  a belief  which  is 
based  upon  a rather  exhaustive  study  of  patients 
suffering  from  the  consequences  of  abdominal 
ptosis  and  chronic  intestinal  stasis,  that  the  gen- 
eral asthenic  state  is  essentially  and  at  all  times 
a physical  problem,  and  the  psychical  disturbances 
sometimes  encountered  are  secondary  to  the  phy- 
sical state  and  can  be  ignored  in  the  general  plan 
of  treating  the  patient.  The  neurasthenic  state, 
on  the  other  hand,  is  essentially  a psychical  im- 
balance ; it  has  no  fundamental  relation  to  the 
physical  welfare  of  the  patient,  and  it  must  be 
cured,  if  cured  at  all,  by  the  principles  of  psycho- 
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theraphy,  as  first  laid  down  by  Weir  Mitchell 
and  later  developed  by  DuBois  and  Dejerine. 
One  hears  often  the  remark  made  by  physicians 
that  the  lean  under-nourished  neurasthenic  pa- 
tient can  be  benefited,  but  the  fat  one  remains 
always  a neurasthenic  and  there  is  nothing  better 
in  store  for  him.  Such  a remark  has  its  origin 
in  the  failure  of  the  observer  to  recognize 
the  type.  A lean  psychasthenic  with  an  as- 
thenic type  of  build  remains  always  a psychas- 
thenic, whereas  the  general  asthenic,  who  is  well 
nourished  and  well  set  but  who  has  acquired  his 
asthenia  by  reason  of  a chronic  intestinal  stasis 
due,  for  instance,  to  a pericolitis,  can  be  more 
easily  cured  by  the  removal  of  the  cause  of  his 
stasis  than  were  he  under-nourished  and  of  the 
slender  type  of  build. 

With  the  physical  basis  of  the  general  asthenic 
state  in  mind  it  is  not  difficult  to  recognize  it. 
It  is  characterized  by  a general  slowness  of  all 
mental  and  physical  movements,  the  impossibility 
of  all  excesses;  but,  on  the  other  hand,  it  is  char- 
acterized by  the  ability  of  the  individual  to  over- 
come by  force  of  his  will  power  this  body  weak- 
ness of  which  he  is  at  all  times  conscious.  The 
clinical  picture  of  the  general  asthenic  is  different 
from  that  of  the  neurasthenic.  The  patient  has 
the  attitude  of  listlessness  and  general  body  weak- 
ness. In  marked  contradiction  to  the  ordinary 
neurasthenic,  who  relates  with  enthusiasm  the 
manifold  details  of  his  illness,  this  patient  states 
his  history  only  by  the  aid  of  close  questioning. 
He  is  psychically  balanced  and  he  shows  a de- 
termination to  over-ride  the  weakness  of  his  body 
by  force  of  will  power.  This  attitude  the  neu- 
rasthenic never  manifests.  There  may  enter  into 
the  above  picture  disturbances  of  a psychic  na- 
ture and  the  patient  may  take  on  the  traits  of  both 
conditions,  but  the  combination  of  the  essentially 
physical  with  the  essentially  psychical  is  not  so  fre- 
quently met  with  as  one  would  at  first  glance  be- 
lieve. 

The  general  asthenic  state  is  a broad  term  and 
it  has  a varied  etiology.  If  one  inquires  into  the 
cause  of  it,  one  finds  himself  immediately  engulfed 
in  a maze  of  developmental  and  pathologic  facts 
and  fancies,  the  true  interpretations  of  which  no 
one  as  yet  knows.  From  our  clinical  experience 
we  can  safely  say  that  the  general  asthenic  state 
may  be  both  acquired  and,  in  a sense,  is  congenital. 
I have  reported  cases  of  marked  general  asthenia 
in  adults  of  broad  frame  and  without  ptosis,  due 
to  chronic  intestinal  stasis  produced  by  a right- 
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sided  pericolitis.  The  congenital  factor  did  not 
enter  in  these  patients  and  yet  their  asthenia  was 
as  marked  as  ever  seen  in  the  congenitally  ptotic 
type  of  Stillers.  In  this  way  it  is  seen  as  a result 
of  tuberculosis,  pernicious  anemia,  Addison’s  dis- 
ease, frequent  child  bearing,  postoperatively  the 
result  of  surgical  shock. 

The  majority  of  general  asthenics  belong  to  the 
type  of  build  designated  by  Stiller  “Asthenia  Uni- 
versalis Congenita,”  a type -which  is  characterized 
by  the  slender,  gracile,  bony  frame,  the  straight- 
ened bony  pelvis  and  malformed  and  improperly 
fixed  mesenteries.  The  asthenic  type  of  build, 
however,  must  not  be  confused  with  the  general 
asthenic  state.  The  former  is  recognized  in  the 
new-born  and  in  the  child  before  puberty,  as  well 
as  in  the  adult.  It  is  fundamentally  an  inherited 
type  of  body  structure.  Children  do  not  as  a rule 
develop  the  latter  condition,  however,  until  they 
have  reached  the  age  of  puberty,  when  the  child 
rapidly  lengthens,  and  we  may  say  also  when 
chronic  intestinal  stasis  most  frequently  makes  its 
appearance. 

The  development  of  the  general  asthenic  state 
in  the  person  of  the  general  asthenic  type  of  build, 
it  has  seemed  to  me,  is  to  be  explained  most  logi- 
cally by  reason  of  certain  illy  defined  morbid 
states  produced  as  a result  of  the  asthenic  body 
formation,  which  (morbid  states)  assist,  in  the 
way  of  a vicious  circle,  in  exaggerating  the  ana- 
tomic changes  during  the  time  when  the  child  is 
developing  into  the  adult.  I say  as  a result  of  the 
body  formation  and  not  coincidental  with  it  be- 
cause the  asthenically  built  child  by  proper  physi- 
cal training  and  attention  to  bowel  function  need 
never  develop  an  asthenic  state,  although  he  must 
retain  his  general  body  build.  He  simply  prevents 
the  occurrence  of  those  factors  which  would  lead 
to  the  asthenic  state  had  they  been  allowed  to 
develop.  Secondly,  the  asthenia  must  be  essen- 
tially acquired  and  not  inherited,  because  the  per- 
son with  a well-developed  asthenic  state  can  be 
cured  of  it  and  can  be  taught  the  principles  upon 
which  a lasting  cure  depends,  yet  the  type  of  body 
build  is  not  fundamentally  changed  at  all;  it  is 
simply  in  a measure  remoulded.  And,  thirdly, 
this  must  be  true  because  in  the  non-asthenically 
built  adult  it  can  be  reproduced  typically  in  all 
of  its  phases  by  a mechanically  produced  intestinal 
stasis,  as  from  a right-sided  pericolitis,  which  when 
relieved  permits  again  the  complete  relief  of  the 
general  asthenia. 

What  the  factors  are  that  produce  the  general 
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asthenic  state  and  how  they  produce  it  is  im- 
possible for  one  to  say.  They  may  be  wholly  of 
the  nature  of  chronic  intoxications,  as  Lane  has 
assumed,  and  this  is  borne  out  by  the  appearance 
of  a severe  asthenia  from  intestinal  stasis  in  those 
individuals  in  whom  ptoses  do  not  exist,  as  in 
chronic  infectious  diseases,  Addison’s  disease,  per- 
nicious anemia,  etc.  It  may  depend  upon  inter- 
ference with  the  function  of  the  ductless  glands. 
For  instance,  it  may  be  due  to  a disturbed  balance 
between  the  sympathicotropic  and  the  vagotropic 
functions  of  the  adrenals  operating  through  or 
upon  the  autonomic  nervous  system.  In  fact, 
there  is  a striking  resemblance  between  certain  se- 
vere pigmented,  toxic  types  of  intestinal  stasis  and 
Addison’s  disease  which  is  known  to  be  associated 
with  an  atrophy  of  the  adrenal  glands.  The  me- 
chanical traction  upon  blood  vessels  and  the  nerve 
filaments  of  the  autonomic  nervous  system,  pro- 
duced by  prolapsed  viscera  in  a subject  largely 
devoid  of  intra-abdominal  fat,  may  have  an  in- 
fluence in  its  production,  although  this  factor 
could  not  well  operate  in  the  individual  who  has 
no  visceral  prolapse.  The  relation  of  surgical 
shock  to  general  asthenia  is  striking  from  a clinical 
point  of  view;  it  must  have  its  explanation  in  the 
effect  upon  the  nervous  system. 

Some  years  ago  my  work  with  patients  suffering 
with  severe  general  asthenia  and  the  effects  of 
abdominal  ptosis  and  stasis  led  me  to  correlate 
the  diverse  factors  of  their  treatment  into  four 
fundamental  principles.  The  close  observation  of 
my  earlier  cases  and  the  experience  gained  with 
others  since  then  has  made  me  more  and  more 
convinced  that  these  principles  are  truly  funda- 
mental. I have  described  them  in  detail  elsewhere 
and  do  not  wish  to  do  more  than  epitomize  them 
briefly  now;  but  I would  do  this  much,  because 
we  believe  they  have  a very  wide  field  of  appli- 
cation and  that  the  profession  in  general,  both 
medical  and  surgical,  does  not  appreciate  the  im- 
portance of  their  details.  They  are  briefly  as  fol- 
lows : 

1.  The  absolute  regulation  of  the  bowel,  i.  e„ 
the  relief  of  stasis  by  dietetic  and  postural  methods 
alone.  This  includes  the  removal  of  all  surgical 
barriers  which  are,  for  the  most  part,  irrelievable 
duodenal,  ileal  or  cecal  stasis  (due  mainly  to 
bands),  extreme  mobile  cecum,  extreme  midline 
ptosis  and  extreme  matting  due  to  pericolitis. 
These  surgical  barriers  are  found  in  somewhat 
less  than  10  per  cent,  of  all  patients  seeking  relief 
from  their  symptoms. 


2.  The  deposition  of  extraperitoneal  fat.  By 
reason  of  the  localization  of  fat  cells  within  the 
body  the  greater  part  of  the  added  fat  is  placed 
within  the  abdominal  cavity  and  in  the  subcuta- 
neous tissues.  It  operates  in  two  ways;  first,  phy- 
siologically, by  affording  a foundation  for  physical 
training  by  reason  of  the  excess  nutrition  added 
to  the  body;  and,  secondly,  mechanically  elevating 
the  prolapsed  viscera  by  increasing  intra-abdominal 
pressure  and  by  the  direct  shortening  of  the  mesen- 
teric ligaments. 

3.  The  remoulding  and  physical  development 
of  the  body.  In  this  work  two  factors  are  of  fun- 
damental importance.  The  contracted  lower  chest 
and  upper  abdominal  cavity  must  be  widely  ex- 
panded by  proper  exercises  to  enable  the  prolapsed 
viscera  to  be  retained  in  the  upper  abdomen  when 
elevated  by  the  fattening.  Faulty  postures  and 
back  strains  are  at  the  same  time  overcome.  With 
these  procedures  under  way  the  patient  is  started 
on  a carefully  conducted  plan  of  general  physical 
training,  in  order  that  he  may  gain  general  body 
reserve  strength.  When  possible  the  latter  work 
should  be  carried  out  under  a competent  physical 
instructor,  and  should  be  diligently  persevered 
with  over  a period  of  months. 

4.  The  fixation  of  body  habit.  The  fixation 
of  the  body  habit  means  simply  the  final  overcom- 
ing of  the  general  asthenic  state.  It  requires  usu- 
ally from  one  to  two  years  of  normal  bowel  func- 
tion, of  sufficient  body  weight  and  systematic  phy- 
sical training  to  produce  a permanent  end  result. 
The  patient  must  be  educated  in  these  various 
principles  and  be  persuaded  to  carry  them  out  to 
the  end.  There  must  be  a perfect  harmonizing 
of  all  of  them  in  the  order  named,  for  the  failure 
to  obtain  any  one  principle  will  result  in  general 
failure.  These  are,  however,  but  two  factors  really 
encountered  that  produce  this  failure,  namely,  the 
finding  of  a surgical  barrier  to  the  relief  of  stasis, 
which  the  patient  does  not  choose  to  have  relieved 
surgically,  and  the  associated  psychical  disturb- 
ances which  cannot  be  removed  and  prevent  con- 
trol. In  the  severe  case  there  is  need  of  the  pa- 
tient’s active  and  persistent  cooperation,  of  his 
ability  to  learn  the  philosophy  of  the  principles 
underlying  his  cure,  and  his  perseverance  with  it 
long  enough  to  insure  the  formation  of  body  habit. 
To  such  a patient  who  is  willing  to  assume  his 
share  of  the  responsibility  in  his  treatment  lasting 
results  can  be  assured.  Many  times  the  asthenic 
factor  is  mild  and  concerns  the  patient  only  in  a 
subsidiary  way.  In  such  instances  the  end  result 
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is  unconsciously  obtained,  but  whether  it  be  easy 
or  difficult  the  principles  are  basic. 

Because  of  the  large  percentage  of  people  whose 
bodies  conform  to  the  asthenic  type  of  build,  and 
consequently  possess  the  potentiality  for  general 
body  weakness,  there  is  opportunity  to  combat  the 
development  of  the  general  asthenic  state  in  every 
field  of  surgery.  One  should  consider  it  from 
the  standpoint  of  its  relation  to  diverse  surgical 
procedures  on  the  one  hand  and  from  the  stand- 
point of  the  relation  of  certain  surgical  procedufes 
to  its  cure  on  the  other. 

Whenever  there  is  a sudden  loss  of  reserve 
body  strength  by  reason  of  an  operation,  or  :t 
is  necessary  to  operate  upon  an  already  developed 
general  asthenic,  the  convalescence  from  the  oper- 
ation is  a prolonged  and  tedious  process.  Especial- 
ly in  gynecologic  surgery  is  this  true.  It  is  quite 
common  for  the  surgeon  to  tell  his  patient,  in  this 
class  of  work,  that  it  will  take  at  least  a year  for 
her  to  regain  her  strength.  The  casual  observance 
of  the  lengths  of  convalescence  following  gynecol- 
ogic operations  shows  one  that  the  strongly  built 
woman  recovers  very  quickly  from  this  type  of 
surgery.  It  is  the  asthenicallv  built  woman  who 
suffers  a long  time,  who  requires  these  operations 
most,  and  who  is  frequently  consoled  by  being 
told  that  she  is  a neurasthenic  and  cannot  ex- 
pect anything  different.  Nine  times  out  of  ten 
the  woman  is  not  a neurasthenic  and  she  is  made 
to  suffer  a chronic  invalidism  needlessly  because 
her  surgeon  does  not  understand  the  medical  prin- 
ciples which  underlie  the  overcoming  of  her  gen- 
eral asthenia.  Often  she  is  operated  upon  for 
uterine  displacement,  where  the  latter  is  only  a 
part  of  a general  ptosis,  and  the  basis  of  all  of 
her  distress  and  weakness  is  her  general  asthenic 
state  alone.  I know  this  to  be  true  because  our 
medical  hospital  is  largely  filled  with  such  post- 
operative patients  who  regain  their  health  and 
strength  rapidly  when  they  are  given  the  oppor- 
tunity to  do  so. 

In  the  field  of  abdominal  surgery  there  are 
several  places  where  the  presence  or  absence  of  a 
general  asthenia  determines  the  end  result  of  the 
operation.  Especially  is  this  true  as  regards  its 
influence  on  abdominal  adhesions.  Postoperative 
adhesions  within  the  abdomen  are  of  no  conse- 
quence unless  they  produce  actual  mechanical  dis- 
turbances. If  the  mechanical  barrier  be  of  slight 
or  moderate  degree,  proper  bowel  regulation,  fat 
deposition  and  the  regaining  of  reserve  strength 
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will  overcome  all  distress  and  secondary  nervous 
phenomena.  If  the  barriers  be  irrelievable,  these 
measures  will  not  secure  results  until  the  mechani- 
cal factors  are  removed  surgically.  There  is  al- 
ways present  a localized  barrier  which  can  be  rec- 
ognized when  the  intestinal  tract  is  involved,  and 
it  should  be  attacked  directly,  not  blindly  as  so 
often  is  done.  The  same  holds  true  in  case  of 
chronic  pericolitis,  a condition  which  is  prone  to 
produce  serious  matting  of'  the  coils  of  bowel  in- 
volved. In  my  published  series  of  forty  cases  of 
chronic  pericolitis,  about  75  per  cent,  have  been 
thus  far  symptomatically  cured  by  these  measures. 
Furthermore,  those  cases  which  have  come  to  oper- 
ation were  not  cured  until  these  medical  measures 
were  carried  out  later.  This  refers  to  the  fact 
to  be  mentioned  soon  that  the  mere  relief  of  a 
surgical  barrier  behind  an  intestinal  stasis  does 
not  cure  the  patient;  it  merely  places  him  in  the 
position  where  he  may  be  cured  medically. 

The  question  of  gastroenterostomy  in  its  rela- 
tion to  the  treatment  and  cure  of  gastric  and  duo- 
denal ulcer  brings  up  occasionally  the  role  which 
the  atonic  stomach  plays  in  the  final  end  result. 
One  day  last  spring  I saw  under  Haudek,  in  Vi- 
enna, a series  of  six  gastroenterostomized  patients, 
in  whom  there  was  little  or  no  relief  of  symptoms 
obtained  by  their  operations  for  ulcer.  Each  pa- 
tient was  weak  physically  and  his  stomach  was 
large,  low  and  atonic.  Bismuth  water,  as  it  was 
swallowed,  dropped  immediately  to  the  bottom 
o*  it;  some  of  it  flowed  rapidly  out  through  the 
gastroenterostomy,  while  some  of  it  remained  be- 
hind, sedimented  below  the  level  of  the  anas- 
tomosis. The  stomach  walls  were  loose  and  bag- 
like, unresponsive  to  stimulation,  and  the  peris- 
taltic waves  present  were  correspondingly  shal- 
low. All  of  these  patients  suffered  the  burning 
pain  and  sour  spitting  of  a hypersecretion.  We 
have  observed  this  phenomenon  a few  times  in  ulcer 
patients  unrelieved  by  gastroenterostomy  also. 
The  case  of  one  patient,  Mrs.  B.,  is  illustrative. 
For  over  a tear  after  operation  she  had  suffered 
from  the  same  sourness  and  pain  as  before  she  was 
surgically  treated.  Because  she  was  a severe  as- 
thenic with  an  atonic  stomach  and  because  we 
could  find  no  evidence  of  secondarily  recurring 
ulcer,  I placed  her  in  bed  under  the  principles 
of  bowel  regulation,  forced  feeding  and  later  phy- 
sical exercising,  with  the  result  that  she  has  be- 
come stronger  and  has  remained  completely  free  of 
all  symptoms  for  several  months. 
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The  relation  of  certain  surgical  procedures  to 
the  cure  of  intestinal  stasis,  and  with  it  that  of 
the  general  asthenic  state,  opens  up  a controversial 
field  of  abdominal  surgery  that  I would  as  soon 
leave  undisturbed.  I think  that  more  credit  is 
due  to  Sir  Arbuthnot  Lane  than  to  anyone  else, 
even  including  Metchnikoff,  for  the  fixation  of 
the  fundamental  principle  of  intestinal  stasis  upon 
the  medical  mind  of  today,  even  though  we  do 
not  approve  of  his  drastic  surgical  procedures  for 
its  relief  and  do  not  understand  the  pathologic 
chemistry  of  the  processes  involved.  The  inten- 
sity with  which  Lane  pursued  this  basic  principle 
into  all  the  realms  of  human  pathology  is  evinced 
by  the  large  number  of  printed  papers  and  ad- 
dresses on  the  subject  which  have  come  from  his 
pen  since  his  first  paper,  entitled  “On  Chronic 
Obstruction  of  the  Cecum  and  Ascending  Colon,” 
appeared  in  the  Lancet  of  1903.  Mr.  William 
Wale  Wills,  librarian  of  Guy’s  Hospital,  enumer- 
ates thirty-eight  published  writings  of  Lane’s  on 
the  subject  of  intestinal  stasis  between  the  years 
of  1903  and  1912.  Several  additional  contribu- 
tions have  appeared  during  each  year  since  then, 
all  of  which  have  reiterated  the  one  principle. 

We  personally  do  not  believe  in  the  necessity 
nor  in  the  efficacy  of  Lane’s  surgical  methods.  We 
are  convinced,  however,  that  a limited  number 
of  cases  (in  our  experience  less  than  10  per  cent, 
of  all  patients  presenting  themselves  for  the  relief 
of  symptoms  arising  from  ptosis  and  stasis)  have 
certain  well  recognizable  mechanical  barriers  to 
the  proper  emptying  of  the  bowel,  which  must  be 
considered  from  a surgical  viewpoint.  But  it 
has  been  our  experience  in  all  operated  patients 
that  the  surgical  removal  of  these  barriers  did 
not  cure  the  patient,  but  it  placed  him  in  a posi- 
tion where  he  could  be  cured  by  the  application 
of  the  above  enumerated  medical  measures.  We 
believe  that  it  is  of  the  utmost  importance  to  recog- 
nize this  fact,  because  many  surgeons  who  have 
entered  the  field  of  ptosis  and  stasis  surgery  have 
met  with  many  failures  because  they  did  not  under- 
stand or  appreciate  the  necessity  of  the  medical 
side  of  the  subject.  At  the  present  time  we  are 
treating  two  postoperative  patients,  in  whom  fixa- 
tion operations  were  properly  done,  but  who 
were  allowed  to  drift  for  themselves  afterwards. 
Recently  at  a meeting  of  the  Pittsburgh  Acad- 
emy of  Medicine  several  surgeons  told  me  they 
had  tried  these  surgical  methods  and  had  given 
them  up  because  of  uniform  failure  to  relieve.  In 


our  experience  all  of  the  patients,  who  survived 
the  risk  of  the  operation  and  who  have  remained 
under  control,  have  obtained  good  end  results. 
Some  of  the  cases  have  been  very  tedious  and  diffi- 
cult ; especially  so  in  those  cases  attended  with  a 
chronic  mucous  colitis.  The  case  of  Miss  I., 
shown  in  the  illustrations,  is  a notable  example. 

This  young  woman  at  the  age  of  puberty  de- 
veloped a severe  constipation,  mucous  colitis  and 
general  asthenic  state.  At  the  age  of  seventeen, 
because  much  of  her  pain  and  distress  radiated 
from  the  pelvis,  a panhysterectomy  was  done.  For 
two  years  she  was  a nervous  wreck  but  her  pain 
went  on  as  before.  Three  years  later  her  trouble 
was  diagnosed  as  ulcer  of  the  stomach  and  a 
gastroenterostomy  was  made,  although  no  ulcer 
was  found.  A vicious  circle  resulted  with  a 
marked  increase  in  pain  and  emaciation.  Nine 
months  later  the  old  anastomosis  was  taken  down, 
when  she  returned  to  her  former  state  as  experi- 
enced before  her  first  operation.  Some  time 
afterwards  she  came  to  the  coast  and  was 
referred  to  me  as  a hopeless  neurasthenic. 
Under  forced  feeding  and  constant  efforts  to  regu- 
late the  bowel  she  obtained  a fair  degree  of  body 
weight  and  health,  but  was  never  strong  and  had 
much  headache.  For  six  years  she  was  kept  under 
control  and  was  able  to  do  a fair  amount  of  office 
work,  except  during  the  periods  of  mucous  stools 
which  now  recurred  about  twice  a year.  In  the 
meantime  the  cause  of  her  mucous  colitis  was  lo- 
cated in  an  irrelievable  ileum  and  cecum  stasis, 
the  result  of  a somewhat  fixed  mobile  cecum. 
A year  ago  last  September  Dr.  Coffey  did  a 
partial  hammock  operation  upon  her  by  relieving 
the  cecum  from  some  peivic  bands  and  refixing 
it  back  in  the  right  kidney  niche.  The  patient 
became  immediately  amenable  to  medical  treat- 
ment, gained  from  118  to  150  pounds,  the  bowel 
became  regulated,  her  intense  occipital  headaches 
ceased,  and  during  the  winter  and  spring  she  ac- 
quired more  strength  and  bodily  health  than  she 
had  enjoyed  since  childhood,  in  spite  of  the  fact 
that  another  attack  of  mucous  stools  appeared  in 
April  of  last  year.  In  July  last  she  fell 

violently  upon  a step  and  fractured  two  ribs. 
She  was  profoundly  prostrated  by  the  ac- 
cident; very  soon  her  bowel  became  blocked, 
mucus  reappeared  in  the  stools,  her  old 
agonizing  headaches  returned  and  we  found  her 
in  the  same  physical  state  that  she  was  in  before 
her  operation.  Radiographic  examinations  showed 
that  her  colon  and  stomach  had  not  been  injured 
by  her  fall,  but  that  a marked  twelve-hour  ileum 
stasis  existed,  together  with  an  atonic  stomach. 
The  gastrointestinal  tract  shared  simply  in  her 
suddenly  produced  extreme  general  asthenia,  and 
the  ileum  became  incapable  of  emptying  itself, 
whence  arose  again  the  symptoms  of  her  old  stasis. 
She  was  again  placed  in  the  hospital,  her  bowel 
regulated  and  she  was  forced  fed.  Slowly  she 


88 


THE  GENERAL  ASTHENIC  STATE JONES 


Vol.  VII.  No. 


New  Series. 


6. 


Fig  1.  Radiograph  of  Miss  I.  Irrelievable  mobile  cecnm 
(held  by  band  attached  to  rectum).  Twenty-four  hour  plate. 
Weight  1 1 S lbs. 


Fig.  3.  After  fall,  with  sudden  return  of  general  asthenia. 
Marked  twelve-hour  ileum  stasis.  Weight  about  140  lbs. 


Fig.  2.  After  partial  hammock  operation.  Barium  in  pel- 
vis is  in  rectum.  Immediate  and  twenty-four  hour  plate.  Weight 
about  150  lbs. 

improved.  Coincidental  with  the  relief  of  her 
head  symptoms  went  the  relief  of  the  ileum  stasis, 
as  the  illustrations  show.  She  is  again  becoming 
strong,  is  working  systematically  under  a physical 
director,  has  returned  to  her  wrnrk  and  her  ileum 
stasis  is  gone. 

The  mucous  colitis  case,  in  our  experience,  has 
been  the  most  difficult  of  all  the  stasis  and  ptosis 
cases  to  handle.  In  those  treated  surgically  we 
have  had  five  severe  infections  arising  from  the 
bowel  wall  and  following  the  sutures  outward, 


Fig.  4.  T'nder  treatment  three  weeks.  Decreasing  twelve 
hour  ileum  stasis  and  increasing  relief  of  symptoms. 

although  the  greatest  care  is  exercised  in  placing 
the  sutures  through  the  peritoneal  covering  only. 
We  have  thought  it  quite  probable,  although  with- 
out bacteriologic  proof  as  yet,  that  the  wall  of  the 
colon  is  permeated  with  microorganisms,  so  that 
this  type  of  colon  is  particularly  dangerous  from 
the  standpoint  of  local  infection. 

Other  irrelievable  mechanical  barriers  to  proper 
stomach  or  bowel  function,  which  have  been  en- 
countered by  us,  are  some  cases  of  extreme  mid- 
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Fig.  5.  One  month  after  Fig.  4.  Relief  of  ileum  stasis 
and  of  symptoms.  Weight  148  lbs. 

line  gastroptosis,  especially  those  which  are  ac- 
companied by  severe  bleeding  from  varicosed 
branches  of  the  coronary  vein  ard  by  a kinking 
of  the  first  and  second  portions  of  the  duodenum. 
Occasionally  an  irrelievable  midline  coloptosis  is 
found.  Pericolitis  and  simple  adhesion  bands, 
producing  a local  stasis,  are  more  frequent.  The 
irrelievable  mobile  cecum  is,  however,  the  most 
important  of  all.  The  i rrel ievabil ity  of  its  stasis 
may  depend  upon  position  or  upon  bands  which 
interfere  with  it.  In  either  case  it  should  be 
raised  from  the  pelvis  and  sutured  along  the  pa- 
rietal wall  of  the  right  kidney  niche. 

In  conclusion,  permit  me  to  say  that  we  recog- 
nize but  one  positive  indication  for  surgical  inter- 
ference in  all  ptosis  and  stasis  cases.  This  is  the 
failure  on  the  part  of  the  patient  to  respond  to 
medical  treatment.  Whenever  a probable  sur- 
gical barrier  is  found  radiographically,  the  pa- 
tient is  placed  in  bed  under  control  and  the  prin- 
ciples of  bowel  regulation  and  forced  feeding  are 
carried  out  rapidly.  Whenever  an  irrelievable  bar- 
rier is  present,  the  patient  is  soon  made  severely 
sick  with  vomiting  and  abdominal  pain.  Attacks 
recur  on  return  to  forced  feeding  and  the  Jiowel 
cannot  be  made  to  move  by  the  diet.  Such  a pa- 
tient has  a mechanical  barrier  which  is  surgical 
in  character  and,  because  it  has  been  localized 
previously,  it  can  be  removed  intelligently.  In 
every  instance  thus  far  in  which  the  patient  has 
gone  to  operation  a barrier  of  surgical  degree  has 
always  been  found.  In  our  experience  they  num- 
ber somewhat  less  than  10  per  cent,  of  all  cases. 


THE  ALTERED  CONDITION  OF  THE 
NECK  AND  CHEST  MUSCLES  AND 
SUBCUTANEOUS  TISSUE  OVER- 
LYING  THEM  AS  IMPORT- 
ANT AIDS  IN  THE  EARLY 
DIAGNOSIS  OF  TU- 
BERCULOSIS.* 

By  Francis  M.  Pottenger,  A.M.,  M.D.,  LL.D. 

MONROVIA,  CAL. 

Recognizing  the  extreme  difficulty  which  at- 
tends making  a diagnosis  in  pulmonary  tuberculosis, 
at  a time  when  the  lesion  is  small,  by  the  ordi- 
nary methods  of  physical  examination,  we  should 
welcome  the  knowledge  that  there  is  a viscero- 
motor reflex  present  when  inflammation  exists  in 
the  lung,  the  same  as  there  is  when  abdominal 
organs  are  inflamed.  It  w^as  the  writer’s  pleasure 
to  first  point  this  out  in  1909.  Had  this  been 
generally  known  prior  to  this  time,  I believe  that 
our  advance  in  the  diagnosis  of  diseases  within  the 
chest  would  have  made  greater  progress.  The 
value  of  the  spasm  of  the  abdominal  muscles  in 
lesions  within  the  abdomen  has  been  utilized  for 
many,  many  years  to  the  great  advantage  of  pa- 
tients suffering  from  intra-abdominal  inflamma- 
tion. Inflammation  within  the  thorax  is  reflected 
in  the  muscles  in  the  same  manner  and  yet  this 
knowledge  has  not  been  the  common  property  of 
the  profession  up  to  this  time;  but  now,  as  it  is 
beginning  to  be  more  appreciated,  it  is  to  be  hoped 
that  the  value  of  these  muscle  changes  will  be 
reflected  in  earlier  diagnosis. 

In  order  to  understand  what  is  meant  by  early 
diagnosis  and  in  order  to  fully  comprehend  the 
value  of  these  muscle  changes,  it  is  necessary  to 
briefly  review  the  pathology  of  the  early  tubercu- 
lous lesion.  The  primary  metastasis  in  the  lung, 
as  a rule,  is  an  extension  from  some  other  focus 
in  the  body,  usually  from  the  peribronchial,  but 
sometimes  from  other  glands  such  as  cervical  and 
mesenteric.  This  metastasis  takes  place  in  tissues 
after  a certain  amount  of  immunity  has  been  de- 
veloped in  the  organism  and  consequently  bacilli 
are  deposited  in  the  cells  which  are  hypersensitive 
to  tubercle  bacilli.  This  of  itself  has  a tendency 
to  check  the  growth  of  the  bacilli  and  to  ward  off 
infection  or  make  it  circumscribed.  The  bacilli 
which  form  the  metastasis,  having  circulated  in 
the  blood  prior  to  implantation,  are  apt  to  be  of 

’Read  before  a Medical  Study  Club,  Seattle,  Wash.,  March 
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low  virulence  because,  when  they  escape  into  the 
blood  stream,  they  are  diluted  so  that  only  a few 
are  deposited  in  the  tissues  at  any  one  place,  and 
these  only  after  they  have  circulated  with  the 
blood  and  been  reduced  in  virulence  by  the  action 
of  the  antibacillary  elements  found  therein.  For 
these  reasons  the  primary  metastasis  in  the  lung, 
as  a rule,  is  of  the  fibroid  or  non-virulent  type. 
The  tissue  cells  being  sensitized  and  the  bacilli 
being  of  low  virulence,  they  do  not  multiply  rap- 
idly and  cause  rapidly  developing  necrosis  and  ex- 
tensive collateral  inflammation  with  secondary 
metastatic  foci  but,  instead  of  destroying  the  cells, 
irritate  and  stimulate  them  to  the  formation  of 
new  cells.  Thus,  encapsulation  instead  of  dis- 
semination is  favored. 

After  remaining  in  the  tissues  for  a greater  or 
lesser  length  of  time,  in  a certain  proportion  of 
cases,  these  primary  metastases  will  heal  and  pro- 
duce no  further  symptoms.  In  others  they  will 
lie  quiescent  for  a period,  often  for  years,  and  then 
for  some  cause  often  unknown,  begin  to  multiply 
and  produce  renewed  activity  in  the  focus  with 
a tendency  to  dissemination.  Coincident  with  the 
activity  of  the  bacilli  we  have  a pouring  forth  of 
toxins  from  the  focus  and  an  injury  of  the  sur- 
rounding tissues.  Necrosis  and  caseation  of  the 
tubercle  itself  occur  with  a tendency  for  the  bacilli 
to  escape  into  adjacent  tissues,  either  through  the 
lymph  spaces  or  air  passages  and  form  new  me- 
tastases. This  is  favored  by  the  lowered  resistance 
of  the  tissues,  caused  by  the  action  of  the  toxins 
upon  them  and  by  the  stagnation  of  lymph  caused 
by  the  exudation  present.  It  is  at  this  time  and 
coincident  with  the  appearance  of  collateral  in- 
flammation and  the  secondary  metastases,  that 
clinical  symptoms  show  themselves. 

For  convenience  and  clearness  I have  grouped 
the  more  common  early  clinical  symptoms  as  fol- 
lows, according  to  their  etiology: 
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Bearing  in  mind  that  the  pathologic  process 
present  consists  of  metastatic  foci  in  the  tissues 
surrounded  by  exudative  inflammation  which  may 
be  of  a serous,  fibrinous,  cellular,  sanguinous  or 
purulent  nature,  we  can  understand  how  these 
various  symptoms  are  produced. 

Leaving  out  of  our  present  discussion  those 
symptoms  due  to  toxemia  and  the  ones  due  to 
the  tuberculous  process  itself,  we  will  discuss  the 
principles  underlying  those  of  reflex  origin,  be- 
cause the  symptoms  belonging  to  this  group  and 
the  reflex  tissue  changes  which  I desire  to  discuss 
have  the  same  etiologic  principles  underlying 
them. 

In  some  instances,  such  as  hoarseness,  tickling 
in  the  larynx  and  cough,  we  have  the  reflex  prob- 
ably through  the  pulmonary  vagus  and  recurrent 
and  superior  laryngeal  nerves,  and  in  the  latter 
instance  followed  by  a voluntary  and  forced  ex- 
piratory act  known  as  coughing. 

Flushing  of  the  face  is  a vasomotor  reflex 
through  the  sympathetics. 

The  reflex  on  the  part  of  the  heart  and  stomach 
may  be  through  the  sympathetics  or  the  vagus, 
but  the  reflexes  which  I wish  to  discuss  particu- 
larly at  this  time  are  those  through  two  paths;  one, 
through  the  sympathetic  nerves  from  the  lungs 
by  way  of  the  rami  communicantes  to  the  cervical 
nerves,  and  the  other  from  the  fibres  of  the  spinal 
accessorius  which  course  in  the  vagus,  to  those 
fibres  which  supply  the  sternocleidomastoideus  and 
trapezius  muscles. 

The  principle  of  the  muscle  reflex  is  as  fol- 
lows. When  certain  cells  in  the  lung  are  in- 
flamed, the  afferent  impulse  is  sent  centralwards 
through  the  nerve  fibres  which  supply  these  cells. 
The  rami  communicantes  pass  between  the  sympa- 
thetic nerves  which  supply  the  lung  and  the  spinal 
nerves  which  are  given  off  from  the  cervical  por- 
tion of  the  cord.  The  cervical  portion  of  the 


Tubercle  toxins 

Malaise. 

Feeling  of  being  run  down. 
Lack  of  endurance. 

Nervous  instability. 
Indigestion  or  loss  of  weight. 
Night  sweats. 

Temperature. 

Anemia. 


SYMPTOMS  DUE  TO 
Reflex  Action 

Hoarseness. 

Tickling  in  the  larynx. 

Cough. 

Indigestion  or  loss  of  weight. 

Chest  pains,  particularly  aching 
of  the  shoulders  and  over 
apices  and  upper  portion  of 
lung. 

Increased  pulse  rate. 

Flushing  of  face. 

Apparent  anemia. 


Tuberculous  Involvement  per  se 

Frequent  and  protracted  colds. 
Spitting  .of  blood. 

Pleurisy. 

Sputum. 

Temperature. 
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cord  furnishes  motor  impulses,  either  wholly  or 
in  part,  to  the  muscles  of  the  neck,  diaphragm 
and  many  of  those  of  the  chest  and  arms.  Con- 
sequently an  inflammation  in  the  lung  produces 
afferent  impulses  'which  are  transmitted  through 
certain  filaments  of  the  connecting  branches  be- 
tween the  pulmonary  sympathetics  and  cervical 
spinal  nerves  to  certain  definite  nerve  cells  of  the 
segment  of  the  cord  from  which  motor  filaments 
arise. 

Th  is  inflammation,  continuing  over  a prolonged 
period  of  time,  keeps  up  a constant  series  of  affer- 
ent impulses  which  maintain  a continuous  irri- 
tation of  the  nerve  cells  in  the  cervical  segments 
of  the  cord  which,  in  turn,  is  transmitted  to 
neighboring  cells;  and  they,  in  turn,  send  out 
efferent  impulses  to  the  tissues  through  the  nerve 
filaments  which  emanate  from  them.  These  ef- 
ferent impulses  do  not  travel  through  the  nerve 
as  a whole  but  through  the  individual  filaments 
which  take  their  origin  from  the  nerve  cell  so 
irritated.  This  will  explain  why  the  tissues  sup- 
plied by  a part  of  a nerve  may  show  the  reflex, 
while  other  tissues  supplied  by  the  same  nerve  are 
not  affected.  The  results  of  these  efferent  im- 
pulses are  shown  in  three  distinct  phenomena: 
sensory  changes,  motor  changes  and  trophic 
changes. 

Because  of  the  lesser  practicability  I will  omit 
the  sensory  changes  from  discussion,  although 
these  have  been  carefully  worked  out,  and  confine 
my  discussion  to  motor  and  trophic  disturbances. 

The  motor  change  shows  in  an  increased  tone 
of  the  muscle  fibres  receiving  their  supply  from 
the  segment  of  the  cord  which  receives  the  af- 
ferent impulse  from  the  inflamed  lung.  This 
shows  as  an  increased  prominence  in  appearance 
in  those  muscles  which  stand  out  alone  like  the 
sternocleidomastoideus,  trapezius,  levator  anguli 
scapulae  and  as  an  increased  tone  to  touch  of  all 
muscles  involved.  As  long  as  activity  is  present 
the  increased  tone  (spasm)  shows  itself,  but  after 
a time  a trophic  change  appears.  This  irritation 
lasting  over  a prolonged  period  of  time,  a wasting 
of  not  only  the  muscles  but  of  the  subcutaneous 
tissue  and  skin  takes  place.  The  wasting  is  prob- 
ably due  to  a double  process;  first,  a trophic  dis- 
turbance and,  second,  to  overwork.  No  muscle 
cell  can  be  kept  in  constant  contraction  over  a 
prolonged  period  of  time  without  degeneration 
occurring. 

Without  going  into  an  elaborate  explanation, 


I wish  to  say  that  those  muscles  which  show 
spasm  plainest  are  the  ones  in  which  it  is  easiest  to 
detect — the  sternocleidomastoideus,  scaleni,  pector- 
alis,  trapezius,  levator  anguli  scapulae,  rhomboidei 
and  diaphragm.  It  can  be  determined  in  the  sterno- 
cleidomastoideus, trapezius  and  levator  anguli 
scapulae  often  by  the  eye  and  usually  quite  easily 
by  touch,  while  in  the  diaphragm  it  shows  by  the 
limited  motion  of  the  lung,  particularly  of  the  base. 

In  order  to  accurately  determine  this  reflex, 
certain  principles  must  be  followed  closely.  It 
can  best  be  determined  by  having  the  patient  in 
an  erect  position.  I often  find  great  difficulty 
in  determining  it  when  the  patient  is  lying  down. 
The  reason  for  this  is  that  all  artificial  contraction 
of  the  muscles  must  be  avoided  and  the  patient 
must  sit  in  that  position  which  puts  all  of  the 
muscles  of  the  chest,  neck,  arms  and  shoulders  in 
a position  of  repose.  The  head  should  not  be 
turned  to  either  side,  neither  should  it  be  ele- 
vated to  the  point  where  it  stretches  the  sterno- 
cleidomastoidei.  If  care  be  taken  to  adjust  the 
head  and  shoulders  before  the  muscles  are  ex- 
amined, these  elements  of  error  can  be  entirely 
ruled,  out. 

A warm  room  is  desirable  because  cold  produces 
a contraction  of  the  skin  and  tissues  which  inter- 
feres to  a certain  extent  with  the  determination 
of  this  sign.  Daylight  should  be  used  whenever 
possible,  for  artificial  light  is  so  nearly  the  color  of 
the  skin  that  any  slight  differences  in  elevation  or 
in  texture  are  not  noticed  as  readily  as  in  the 
white  light  of  day. 

I find  one  of  the  greatest  sources  of  error  in  the 
beginner  to  be  that  he  tries  to  palpate  too  rapidly. 
He  also  very  often  tries  to  palpate  with  both 
hands  at  the  same  time.  I have  learned  that  it 
is  best  to  reserve  one  hand  for  palpation.  In 
fact,  I can  do  the  better  palpating  by  my  left 
hand,  as  this  is  the  one  that  is  used  less  for  other 
things  and  consequently  mv  sense  of  touch  in  it  is 
keenest. 

In  taking  up  a new  clinical  sign  like  this  one, 
physicians  are  apt  to  be  discouraged  if  they  do  not 
find  it  at  once.  It  is  necessary  to  bear  in  mind 
that  the  methods  of  diagnosis  such  as  percussion 
and  auscultation  have  been  practised  by  them  often 
for  years,  so  they  must  not  expect  to  be  as  pro- 
ficient in  determining  this  sign  as  they  are  in 
determining  their  older  and  more  tried  methods. 
However,  a little  patience  and  practice  will  over- 
come what  at  first  seems  difficult. 
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After  the  patient  has  been  placed  in  the  po- 
sition of  repose  just  mentioned,  the  examiner 
should  seat  himself  in  front  of  him.  Personally, 
I always  test  the  motion  of  the  diaphragm  first. 
In  examining  for  lagging  of  the  side  it  is  neces- 
sary to  bear  in  mind,  first,  that  the  motion  of  the 
left  base  is  not  quite  as  great  as  that  of  the  right 
normally;  second,  if  there  be  activity  in  both  lungs, 
the  action  of  the  diaphragm  on  both  sides  may  be 
equally  restricted  and  no  change  noted ; third,  if 
pleurisy  has  been  present  and  resulted  in  adhesions, 
or  if  acute  pleurisy  be  present  at  the  time,  the 
could  account  for  the  diminished  motion  and  in 
that  way  confuse  us  in  giving  an  opinion  as  to 
whether  or  not  the  limited  motion  was  due  to  a 
lesion  in  the  lung  itself,  but,  since  tuberculous 
pleurisy  is  always  tuberculosis,  it  is  a distinction 
that  would  not  be  of  any  vital  importance;  fourth, 
in  examining  for  diminished  motion  of  the  dia- 
phragm do  not  have  the  patient  breathe  deeply.  Let 
him  breathe  in  a natural  manner.  Deep  breathing 
overcomes  any  slightly  disturbed  function  of  the 
diaphragm  and  consequently  may  overcome  the 
diminished  motion  of  the  side. 

In  examining  the  muscles  over  the  apex  often- 
times one  sternocleidoir  astoideus  will  appear  much 
more  prominent  than  the  other  and  palpation  will 
usually  reveal  this  increased  tone.  Not  only 
should  the  sternocleidomastoideus  be  examined  but 
the  scaleni  and  pectoralis  as  well.  Many  times 
we  will  find  the  lower  fibres  of  the  pectoralis 
showing  their  normal  elasticity  while  the  upper 
fibres  will  show  the  increased  tone  (spasm). 

After  examining  the  front  of  the  chest  we  turn 
the  patient  around.  Here  we  must  avoid  having 
him  lean  his  head  too  far  forward  because  this 
puts  the  trapezii  on  the  stretch ; but  with  his  head 
in  a natural  position  we  inspect  and  palpate  the 
trapezii,  the  levator  anguli  scapulae  and  rhom- 
boidei  on  both  sides.  Oftentimes  an  increased 
tone  can  be  inferred  from  inspection.  The  levator 
anguli  scapulae  will  also  often  stand  out  more 
than  it  should  and  occasionally  the  same  may  be 
said  of  the  rhomboidei,  but  it  is  on  palpation  that 
we  place  most  reliance.  An  increased  tone  of 
these  muscles  to  the  palpating  finger  tells  one  at 
once  of  the  presence  of  the  motor  reflex. 

When  palpating  the  sternocleidomastoideus  and 
trapezius  muscles  I put  my  fingers  on  them  and 
produce  a short  vibratory  motion  by  holding  my 
finger  against  the  muscle,  pressing  down  and  then 
releasing  it.  In  this  way  tl  • increased  tone  of 
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the  muscle  conveys  much  the  same  impression  to 
the  palpating  finger  as  the  string  of  a bow.  If 
the  muscle  has  been  previously  degenerated  then 
another  element  comes  in.  The  degeneration 
show's  as  a lack  of  elasticity.  The  muscle  seems 
more  or  less  lifeless  or  doughy,  and  gives  an  en- 
tirely different  impression  to  the  finger  than  that 
conveyed  by  normal  muscle.  Its  increased  tone 
or  spasm  is  much  more  feeble  than  that  of  an  un- 
degenerated muscle  which  is  reflexly  thrown  into 
spasm. 

We  very  often  find  that  our  pulmonary  lesion 
is  .a  renewed  activity  in  an  old  focus.  Under 
these  circumstances  we  have  different  conditions 
present.  'We  have,  first,  as  a result  of  the  old 
chronic  process,  a degeneration  of  the  muscles, 
skin  and  subcutaneous  tissue.  We  have,  on  the 
other  hand,  as  a result  of  renewed  activity,  a spasm 
of  the  muscles.  Consequently,  if  we  find  upon 
inspection  and  palpation  that  the  muscles  are 
v asted  and  smaller  than  usual  and  yet  that  they 
have  an  increased  tone,  and,  especially  if  we  find 
that  not  only  the  muscles  but  the  subcutaneous 
tissue  has  degenerated  and  disappeared  and  is  not 
as  marked  as  on  the  other  side  of  the  chest,  then  we 
are  led  to  believe  that  we  are  not  dealing  entirely 
with  a new  lesion  in  the  lung  but  with  renewed 
activity  in  an  old  process. 

In  degeneration  we  have  another  diagnostic  ele- 
ment which  comes  in.  If  the  muscles  are  degen- 
erated and  we  are  attempting  to  determine  whether 
the  degeneration  is  due  to  an  old  lesion  in  the 
lung  and  due  to  reflex  trophic  change  or  to 
atrophy  from  disuse,  aside  from  the  fact  that 
degeneration  of  the  sternocleidomastoideus  is 
rarely  due  to  disuse  following  overwork, 
we  have  an  important  aid  in  the  subcu- 
taneous tissue.  This  does  not  degenerate  as  a re- 
sult of  overwork.  It  does  degenerate,  however, 
as  a result  of  reflex  trophic  disturbance.  Conse- 
quently, if  we  find  a definite  degeneration  of  the 
subcutaneous  tissue  over  the  part,  we  can  draw 
the  conclusion  that  it  is  a trophic  reflex,  most 
probably  from  the  lung  and  not  due  to  occupa- 
tional influences. 

The  next  important  question  bearing  upon  the 
value  of  this  sign  is  its  accuracy.  As  far  as  I 
have  been  able  to  determine,  it  is  present  ex- 
tremely early.  In  fact,  I consider  it  one  of  the 
earliest  signs  in  tuberculosis.  I have  been  able  to 
determine  it  in  nearly  every  early  case  examined. 
St.  Galecki  (Die  Inspektion  und  die  Palpation  des 
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Thorax  in  der  Diagnose  der  Lungentuberkulose. 
Brauer’s  Beitraege  zur  Klinik  der  Tuberkulose.  Bd. 
XXX)  analyzed  three  hundred  patients  at  the 
Rudka  Sanatorium,  Poland,  and  found  spasm  of 
the  muscles  in  93  per  cent,  of  his  early  cases. 

According  to  the  muscles  involved  we  are  able 
to  draw  conclusions  as  to  the  extent  of  the  lesion. 
As  near  as  I have  been  able  to  determine,  and  St. 
Galecki  confirms  this,  if  the  lesion  be  on  the  an- 
terior portion  of  the  lung,  the  anterior  muscles 
are  more  apt  to  show  increased  tone  (spasm) 
while,  if  the  posterior  portion  of  the  lung  be  in- 
volved, the  posterior  muscles  seem  to  be  more 
prominent  in  the  reflex.  If  the  disease  be  con- 
fined to  the  apex,  it  may  only  show  in  the  sterno- 
cleidomastoideus,  scaleni  and  trapezius.  If  it  ex- 
tends a little  lower  posteriorly  the  levator  anguli 
scapulae  and  lhomboidei  may  be  involved.  An- 
teriorly as  it  extends  downward  first  the  upper 
fibres  and  then  the  lower  fibres  of  the  pectoralis 
take  upon  themselves  an  increased  tone.  In  sev- 
eral instances  its  exactness  has  been  especially 
impressed  upon  me.  In  a few  instances  which 
I recall  at  the  present  time  there  was  activity  in 
the  upper  portion  of  the  lower  lobe  in  patients 
who  had  previously  suffered  from  a more  or  less 
extensive  disease.  The  lesion  at  the  apex  seemed 
quiescent;  so  did  that  at  the  base.  The  activity 
in  the  upper  portion  of  the  lower  lobe  showed 
reflexly  in  spasm  of  the  rhomboidei,  while  the 
remaining  muscles  were  flaccid. 

The  greatest  difficulty  I have  found  in  determ- 
ining the  reflex  muscle  spasm  has  been  in  those 
cases  which  have  been  quiescent  and  taken  upon 
themselves  a very  slight  degree  of  activity,  par- 
ticularly where  the  lesion  is  of  the  fibroid  type. 
Here  it  was  at  times  difficult  to  be  sure  whether 
there  was  an  increased  tone  or  not,  although  it  is 
no  more  difficult  than  it  is  to  determine  the  same 
question  by  other  methods  at  hand.  In  fact,  I 
consider  it  less  difficult.  In  patients  who  are  sub- 
ject to  asthma  or  emphysema  and  in  cases  where 
one  lung  has  been  seriously  involved  and  the 
other  lung  has  taken  upon  itself  a high  grade  of 
emphysema,  so  that  the  auxiliary  muscles  of  res- 
piration are  brought  into  action,  we  have  confus- 
ing conditions  present  because  we  have  increased 
tone  of  the  sternocleidomastoideus  and  scaleni, 
due  to  the  extra  pull  thrown  upon  them  by  these 
conditions  which  might  be  mistaken  for  'reflex 
spasm. 


THE  TUBERCULOSIS  INSTITUTIONS 
OF  WASHINGTON. 

By  Miss  Bethesda  I.  Beals. 

SEATTLE,  WASH. 

Executive  Secretary  Washington  Association  for 
Preventing  and  Relief  of  Tuberculosis. 

The  Pulmonary  Hospital  of  the  City  of  Seat- 
tle was  the  first  institution  for  the  treatment  of 
tuberculosis  to  be  established  in  the  state  of  Wash- 
ington, due  largely  to  the  efforts  of  the  late  Dr. 
W.  R.  M.  Kellogg,  of  Seattle.  It  is  situated  ten 
miles  south  of  Seattle,  at  Riverton,  on  the  bluff 
overlooking  the  White  River  valley.  The  in- 
stitution was  built  and  developed  from  a bequest 
in  the  will  of  Miss  Loretta  Denny,  supplemented 
by  gifts  from  Miss  Lenora  Denny  and  others.  The 
site  consists  of  forty-four  acres,  the  buildings  com- 
prising an  administration  building,  eleven  cottages, 
an  open  air  pavilion,  an  amusement  pavilion, 
water  tower  and  dairy  barn.  Something  over 
$60,000  was  spent  in  its  construction.  The  hospi- 
tal has  its  own  herd  of  Holstein  cows. 

The  institution  was  constructed  during  the  fall 
and  winter  of  1909  and  was  open  for  the  reception 
of  patients  in  February,  1910.  Its  object  is  the 
treatment  of  tuberculosis  in  improved  stages  and 
does  not  desire  advanced  cases  beyond  the  hope  of 
benefit.  Its  capacity  is  forty  patients.  It  is  main- 
tained entirely  by  the  receipts  from  patients,  and 
any  profit  that  may  accumulate  beyond  the  cost  of 
operation  is  used  to  aid  in  the  care  of  indigent 
patients.  The  management  and  operative  force 
of  the  hospital  consists  of  a resident  and  visiting 
physician,  superintendent,  four  nurses,  four  order- 
lies and  eight  other  employees  for  kitchen,  dining 
room,  grounds  and  dairy. 

Firland  Sanatorium,  which  is  the  tuberculosis 
hospital  of  the  city  of  Seattle,  developed  from  the 
work  of  the  King  County  Antituberculosis  League. 
The  latter  w’as  the  first  organized  effort  in  the 
state  to  fight  tuberculosis  and  was  initiated  in 
1908.  In  1910  the  interest  of  Mr.  H.  C.  Henry 
was  secured  in  the  antituberculosis  warfare.  He 
donated  thirty  and  one-half  acres  of  land  for  the 
construction  of  the  sanatorium,  situated  twelve 
miles  north  of  Seattle,  on  the  Snohomish  highway. 
In  April,  1911,  a tent  hospital  was  opened  with 
a capacity  of  about  forty  patients  and  was  in  con- 
tinuous use  until  the  opening  of  the  large  hospital. 

In  the  year  1912,  the  city  of  Seattle  took  over 
the  work  of  the  King  County  Antituberculosis 
League,  and  the  people  voted  a bond  issue  for  con- 
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The  Pulmonary  Hospital  of  the  City  of  Seattle. 


Firland  Sanatorium. 


Fig.  1.  Administration  Building, 
Fig.  3.  Children’s  Ward. 


Fig.  2.  Hospital  for  Adults. 
Fig.  4.  Isolation  Hospital. 
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struction  of  an  up-to-date,  modern  institution  at 
Firland.  The  hospital  was  opened  for  reception 
of  patients  in  November,  1914.  The  institution 
consists  of  an  administration  building,  hospital  for 
adults,  children’s  ward,  isolation  hospital  for  con- 
tagious diseases  and  power  house.  It  represents 
the  last  word  in  modern  construction  for  the 
treatment  of  tuberculosis.  Its  capacity  is  150 
adults,  25  children  and  40  in  the  isolation  hospital. 


The  administration  building  and  power  - house, 
of  concrete  and  cement  construction,  are  built  for 
an  institution  of  the  total  capacity  of  350  patients. 

The  cost  of  the  institution,  exclusive  of  land, 
was  $225,000,  of  which  Mr.  Henry  contributed 
$25,000  toward  the  administration  building.  The 
cost  of  maintenance  is  borne  by  the  city,  with  pay- 
ment by  the  county  for  the  continuous  care  of 
forty-five  patients,  together  with  per  capita  as- 
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Mountain  View  Sanatorium. 


Front  View  of  Administration  Building. 


Side  View  of  Administration  Building  and  a Wing. 


sistance  from  the  state.  Since  all  classes  of  tuber- 
culous patients  are  received  in  the  institution, 
there  is  of  necessity  a large  proportion  of  advanced 
cases.  Believing  advanced,  neglected  cases  pre- 
sent the  greatest  menace  to  the  public,  preference 
is  given  to  such  as  a protection  to  the  community. 
The  hospital  is  full  to  its  capacity  at  the  present 
time,  with  a goodly  sized  waiting  list. 

The  management  and  care  of  rhe  hospital  con- 
sists of  five  visiting  physicians  from  the  tubercu- 
losis division  of  the  city  health  department,  and 
one  resident  intern.  There  are  twenty-four 
nurses,  five  of  whom  devote  their  time  to  visiting 
and  clinical  work  outside  the  hospital.  There  are 
ten  other  employees  for  the  general  work  about  the 
institution  and  care  of  the  grounds. 

As  the  Legislature  in  its  session  of  1913  passed 
a law  authorizing  contributions  by  the  state  for 
the  maintenance  of  tuberculous  patients  in  county 
hospitals,  an  impetus  was  given  for  the  construc- 
tion of  sanatoria  in  different  parts  of  the  state. 
The  first  county  sanatorium  to  be  completed  for 
the  reception  of  patients  was  the  Mountain  View 
Sanatorium,  erected  by  Pierce  County.  This  is 
situated  at  Lake  View,  about  six  miles  south  of 
Tacoma,  and  about  one-half  mile  from  the  main 
highway.  It  was  formally  opened  for  the  re- 
ception of  patients  in  January,  1915. 

The  cost  of  construction,  aside  from  the  pur- 
chase of  land,  was  $25,000.  The  building  is  of 
a pavilion  type,  constructed  of  fireproof  hollow 
tile.  It  consists  of  an  administration  building 
three  stories  in  height  with  a one  story  wing 
on  the  two  sides.  The  total  capacity  is  eighty-five 
patients,  the  adults  being  in  the  wings  and  the 
children  accommodated  in  the  main  building.  At 
present  sixty-two  patients  are  under  treatment. 
Being  a free  institution  supported  by  the  county 
and  receiving  all  classes  of  tuberculous  patients, 
there  is  necessarily  a large  proportion  of  advanced 
cases.  The  report  of  the  institution  to  date  shows 


a fair  proportion  of  apparently  cured  and  arrested, 
with  a larger  number  of  improved  cases. 

The  managing  force  of  the  hospital  consists  of 
a resident  medical  director,  who  devotes  his  entire 
time  to  the  work,  a secretary  and  business  man- 
ager, four  nurses,  and  the  usual  staff  of  kitchen 
help,  firemen,  etc.,  while  a large  proportion  of  the 
work  about  the  building  and  grounds  is  done  by 
convalescent  patients  who  are  able  to  do  a small 
amount  of  work. 

Edgecliff  Sanatorium. 

Spokane  county  is  the  second  in  the  state  to 
build  a county  institution  for  the  treatment  of 
tuberculous  patients.  This  is  situated  at  Edge- 
cliff,  five  miles  east  of  Spokane,  one-quarter  mile 
distant  from  the  Appleway.  It  comprises  forty 
acres  of  very  picturesque  land.  The  institution 
is  located  at  the  base  of  a rocky  cliff  in  an  attract- 
ive grove.  It  consists  of  an  administration  build- 
ing, constructed  of  brick  and  concrete,  with  a 
pavilion  on  each  side  connected  by  covered  walks. 
These  are  of  frame  construction  on  concrete  foun- 
dation. The  present  capacity  is  for  fifty  patients, 
with  the  administration  building  built  for  a total 
capacity  of  two  hundred  patients.  The  cost  of  the 
institution  is  $75,000.  It  will  be  open  for  the  re- 
ception of  patients,  August  first.  The  children’s 
pavilion,  with  a capacity  of  forty  patients,  is  being 
constructed  by  the  Spokane  County  Antitubercu- 
losis League.  It  will  be  maintained,  like  the  hos- 
pital proper,  by  county  funds,  supplemented  by  a 
per  capita  contribution  from  the  state. 

In  addition  to  these  institutions  which  have 
been  completed,  the  counties  of  Skagit  and  What- 
com are  organized  for  antituberculosis  work  with 
local  societies.  In  both  counties  the  commissioners 
have  appropriated  funds  for  the  construction  of 
sanatoria,  for  which  plans  are  now  being  made.  It 
is  anticipated  they  will  be  completed  in  the  course 
of  a year  and  the  treatment  of  patients  will  be 
undertaken  by  the  county  authorities. 
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EDITORIAL 

WASHINGTON  ASSOCIATION  MEET- 
ING AT  TACOMA. 

The  features  of  the  program  for  the  State  Med- 
ical Association  meeting  July  21-23  thus  far  de- 
cided upon  are  as  follows:  There  will  be  a sympo- 
sium of  rheumatism,  the  bacteriologic  side  of  which 
will  be  discussed  by  Dr.  Wilson,  of  Tacoma.  The 
relation  of  the  tonsils  to  rheumatism  will  be  pre- 
sented by  Dr.  Wilson  Johnston,  of  Spokane.  Gas- 
trointestinal conditions  and  rheumatism  will  be 
considered  by  Dr.  Lensman,  of  Seattle.  Dr.  A.  A. 
Matthews,  of  Spokane,  will  present  a paper  on 
enterospasm.  Dr.  John  Hunt,  of  Seattle,  will 
have  a paper  on  the  clinical  versus  the  laboratory 
side  of  surgical  diagnosis.  Dr.  E.  O.  Jones,  of 
Seattle,  will  discuss  goitre  of  the  Puget  Sound 
region  compared  with  that  in  other  parts  of  the 
United  States.  There  will  also  be  a paper  on 
symptoms  and  tissue  affected  and  after-effects  as 
a factor  in  surgical  diagnosis  and  treatment.  A 
paper  is  also  expected  presenting  a review  of  the 
modern  treatment  of  cancer  and  one  on  pelvic 
tuberculosis.  Another  paper  will  discuss  the 
opinion  of  the  medical  profession  on  the  use  of 
substances  introduced  into  the  circulation  for 
therapeutic  purposes,  except  salvarsan  and  its 
allied  products.  Another  will  consider  the  uses 
of  salvarsan  and  its  allied  products  in  the  treat- 
ment of  syphilis.  Drs.  C.  F.  Eikenbary  and  F. 
Epplen,  of  Spokane,  and  H.  C.  Walkins,  of  Ho- 
quiam,  will  appear  on  the  program ; the  titles  of 
their  papers  to  be  announced  later.  The  complete 
program  will  appear  in  our  next  issue. 

The  scientific  program  and  general  meetings 
will  be  held  in  the  parlors  of  the  Tacoma  Com- 
mercial Club.  A private  dining  room  will  be 
provided  for  luncheons  en  masse  for  those  in  at- 
tendance. On  the  evening  of  the  first  day,  Dr. 
Sharpies,  the  President,  will  entertain  informally 
at  the  Town  and  Country  Club  for  the  members, 
their  wives  and  visitors.  On  the  evening  of  the 
second  day,  the  Pierce  County  Medical  Society 
will  provide  a banquet  for  all  the  guests.  Special 
features  of  interest  will  add  to  the  enjoyment  of 
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this  affair.  Visiting  ladies  will  be  delightfully 
entertained  by  the  wives  of  the  local  physicians. 
Two  motor  boats,  belonging  to  members  of  the 
society,  will  be  available  for  Puget  Sound  trips 
during  the  first  two  days  of  the  meeting. 

The  crowning  feature  of  the  social  entertain- 
ment will  be  a trip  on  the  third  day  from  Tacoma 
to  Reese’s  Camp  in  • Paradise  Valley,  on  Mt. 
Tacoma-Rainier.  The  government  road  to  this 
point  is  for  the  first  time  available  for  automo- 
biles which  will  be  provided  for  all  guests.  An 
early  start  will  be  made  for  breakfast  in  the  for- 
est, and  the  mid-day  meal  at  Reese’s  Camp.  Sev- 
eral hours  will  be  spent  at  Camp  of  the  Clouds, 
where  a short  meeting  will  be  held  for  the  instal- 
lation of  the  new  officers  and  transaction  of  any 
necessary  business.  This  will  undoubtedly  be  the 
highest  meeting  place  of  any  medical  society  in 
America.  On  the  return  trip  in  the  evening  a din- 
ner will  be  served  at  the  new  home  of  the  Tacoma 
Automobile  Club,  “Ohop  Bob,”  above  Ohop  Val- 
ley, half  way  to  Tacoma,  where  a dance  will 
conclude  the  program  of  events.  Those  desiring 
hotel  reservations  should  communicate  at  once 
with  Dr.  E.  C.  Rich,  of  Tacoma,  chairman  of  the 
entertainment  committee. 

ELEVENTH  ANNUAL  MEETING  OF 
THE  NATIONAL  ASSOCIATION  FOR 
THE  STUDY  AND  PREVEN- 
TION OF  TUBERCULOSIS. 

A glance  at  the  attached  program  of  the  meet- 
ing of  this  national  organization,  which  is  to  be 
held  at  Seattle  June  14-16,  will  show  a variety  of 
topics  for  consideration  which  will  be  of  intense 
interest  to  every  one  who  has  any  dealings  with  the 
tuberculosis  problem.  This  is  the  first  time  this 
association  has  met  on  the  Pacific  coast,  and  prob- 
ably a long  period  will  elapse  before  it  appears 
again  in  this  section.  It  will  be  well  worth  the 
while  of  physicians  who  are  able  to  do  so  to  take 
advantage  of  this  opportunity  of  visiting  Seattle 
for  this  meeting.  An  especially  large  attendance 
is  anticipated  for  the  session  of  the  first  evening 
which  will  be  devoted  to  the  consideration  of  the 
child.  Local  arrangements  for  the  meeting  have 
been  conducted  by  the  Washington  Association 
for  the  Prevention  and  Relief  of  Tuberculosis, 
of  which  Dr.  Christen  Quevli,  of  Tacoma,  has 
been  the  president  for  several  years. 

PROGRAM. 

ADVISORY  COUNCIL. 

Christen  Quevli,  M.  D„  Tacoma,  chairman. 


June,  1915. 
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Monday,  June  14,  8:15  P.  M. 

General  Subject  for  Discussion:  “Child  Welfare 

in  Its  Relation  to  Tuberculosis.” 

Papers. 

“The  Child  and  the  Home,”  George  M.  Kober, 
M.  D.,  Washington,  D.  C. 

“The  Child  and  the  School,”  Sherman  C.  Kings- 
ley, Chicago,  x.i. 

“The  Child  and  the  Community,”  Edward  O.  Otis, 
M.  D.,  Boston,  Mass. 


CLINICAL  SECTION. 

W.  Jarvis  Barlow,  M.  D.,  Los  Angeles,  chairman. 

R.  L.  Cunningham,  M.  D.,  Los  Angeles,  secretary. 

Tuesday,  June  15,  10:30  A.  M. 

“Trachea  Position,”  Gerald  B.  Webb,  M.  D.,  and 
Alexius  M.  Forster,  M.  D.,  Colorado  Springs,  Colo. 

“Sanatorium  Temperature  Records,”  David  R. 
Lyman,  M.  D.,  Wallingford,  Conn. 

“Vaccination  in  Tuberculosis,”  John  Ritter,  M.  D., 
Chicago,  111. 

“Kroenig’s  Isthmus  in  Pulmonary  Tuberculosis,” 
Walter  C.  Klotz,  M.  D„  Los  Angeles,  Cal. 

“Reports  Upon  Dispensary  for  Children  in  Se- 
attle,” John  Manning,  M.  D.,  Seattle,  Wash. 

“The  Early  Diagnosis  of  Intrathoracic  Tuber- 
culosis in  Children,”  W.  J.  Dobbie,  M.  D.,  Weston, 
Ont. 

Tuesday,  June  15,  2:30  P.  M. 

“The  X-Ray  as  an  Aid  in  the  Study  of  Pulmonary 
Tuberculosis,”  Ray  W.  Matson,  M.  D.,  Portland, 
Ore. 

“The  Food  Problem  in  Tuberculosis,”  Ethan  A. 
Gray,  M.  D.,  Chicago,  111. 

“The  Treatment  of  Puimonary  Hemorrhage  by 
Venesection,”  A.  G.  Shortle,  M.  D.,  Albuquerque, 
N.  M. 

“The  Nose  and  Throat  in  Tuberculosis,”  J.  Dwor- 
etsky,  M.  D.,  Otisville,  N.  Y. 

“Essential  Points  in  the  Early  Determination  of 
Tubercle,”  Frederick  Slyfield,  M.  D.,  Seattle,  Wash. 

“Study  of  One  Thousand  Histories,”  J.  S.  Ford, 
M.  D„  Wallingford,  Conn. 

“Salvarsan  in  the  Treatment  of  Double  Infections 
by  Tuberculosis  and  Syphilis,”  Nathaniel  B.  Potter, 
M.  D.,  New  York.  (To  be  read  by  title.) 

Wednesday,  June  16,  9 A.  M. 

“Treatment  of  Pulmonary  Tuberculosis  by  Arti- 
Gcial  Pneumothorax,”  Theodore  B.  Sachs,  M.  D., 
Chicago,  111. 

“Artificial  Pneumothorax  in  Pulmonary  Tubercu- 
losis,” C.  H.  Vrooman,  M.  D.,  King  Edward  Sana- 
torium, Kamloops,  B.  C. 

“Pneumothorax  and  Phrenetomy  in  Pulmonary 
Tuberculosis,”  Ralph  C.  Matson,  Portland,  Ore. 

“Pleural  Exudates  in  Artificial  Pneumothorax,” 
LeRoy  S.  Peters,  M.  D.,  Albuquerque,  N.  M. 


PATHOLOGICAL  SECTION 

Wilfred  H.  Manwaring,  M.  D.,  Stanford  Univer- 
sity, Cal.,  chairman. 

Ralph  C.  Matson,  M.  D.,  Portland,  Ore.,  secretary. 

Tuesday,  June  15,  8 P.  M. 

“Bovine  Tuberculosis.”  (Exact  title  to  be  an- 
nounced later.)  S.  H.  Gilliland,  M.  D.,  Marietta,  Pa. 

“The  Relation  of  the  Spleen  to  Tuberculosis  in 
Mice,”  Paul  A.  Lewis,  M.  D.,  and  Arthur  H.  ..mrgot, 
Philadelphia. 

“Iodin  Content  of  Tuberculous  Tissues,”  Paul 
A.  Lewis,  M.  D.,  and  Robert  B.  Krauss,  M.  D.,  Phila- 
delphia. 

“Further  Experiments  in  Tuberculosis  Immu- 
nity,” G.  B.  Gilbert,  M.  D.,  and  Gerald  B.  Webb, 
M.  D.,  Colorado  Springs,  Colo. 

“The  Pathology  of  the  Kidney  in  Renal  Tubercu- 
losis and  Its  Relation  to  Postoperative  Results," 
F.  B.  McMahon,  M.  D.,  Rochester,  Minn. 

Papers  that  it  is  hoped  will  be  presented  in  per- 
son, but  which  may  be  read  by  title: 


“The  Bacteraemic  Nature  of  Tuberculosis  and 
Leprosy,”  D.  Rivas,  M.  D.,  Philadelphia,  Pa. 

“The  Value  of  Copper  in  the  Treatment  of  Tu- 
berculosis,” Lydia  M.  DeWitt,  M.  D.,  Chicago,  111. 

“New  Methods  of  Serum  Diagnosis  of  Tubercu- 
losis,” J.  Bronfenbrenner,  Ph.D.,  Pittsburgh,  Pa. 

“The  Cultivation  of  Tubercle  Bacilli.”  (Exact 
title  to  be  announced  later.)  Robert  A.  Keilty, 
M.  D.,  Philadelphia,  Pa. 

Papers  to  be  read  by  title: 

“The  Widal  Reaction  in  Tuberculous  Persons,” 
A.  J.  Chesley,  M.  D.,  and  E.  M.  Wade,  M.  D.,  Min- 
neapolis, Minn. 

“Observations  on  the  Acid-Fast  Streptothrices,” 
D.  J.  Davis,  M.  D.,  Chicago,  111. 

“The  Communicability  of  Avian  Tubercle  Bacilli 
to  Mammals,”  L.  R.  Himmelberger,  M.  D,.,  Lexing- 
ton, Ky. 

“Tuberculosis  of  the  Ovary,”  C.  E.  Royce,  M.  D., 
Iowa  City,  la. 


SOCIOLOGICAL  SECTION. 

George  J.  Nelbach,  New  York,  chairman. 

Seymour  H.  Stone,  Boston,  secretary. 

Tuesday,  June  15,  10:30  A.  M. 

Symposium  on  the  Official  Responsibility  of  the 
State  and  Its  Civil  Sub-Divisions  in  the 
Tuberculosis  Problem. 

(1)  “The  State,”  William  Charles  White,  M.  D., 
Medical  Director  Tuberculosis  League,  Pittsburgh, 
fifteen  minutes. 

Discussion  by  three  speakers,  seven  minutes  each, 
and  a fourth  speaker,  to  round  up  the  discussion  in 
a ten-minute  statement. 

(2)  “The  City,”  Dr.  Theodore  B.  Sachs,  president, 
Chicago  Municipal  Tuberculosis  Sanitarium,  fifteen 
minutes. 

Discussion  by  three  persons,  seven  minutes  each, 
with  a fourth  speaker  to  round  up  the  discussion  in 
a ten-minute  statement. 

(3)  “The  County,”  George  J.  Nelbach,  executive 
secretary,  Tuberculosis  Committee,  New  York  State 
Charities  Aid  Association. 

Discussion  by  three  persons,  seven  minutes  each, 
with  a fourth  speaker  to  round  up  the  discussion  in 
a ten-minute  statement. 

Tuesday,  June  15,  2:30  P.  M. 

Symposium,  the  Duties  and  Opportunities  of  the 
Private  Associations. 

(1)  “The  State  Association,”  Miss  Edythe  L.  M. 
Tate,  executive  secretary  of  the  California  Associa- 
tion for  the  Study  and  Prevention  of  Tuberculosis, 
fifteen  minutes. 

Three  persons  to  discuss  the  subject  in  four- 
minute  talks,  with  a fourth  person  to  round  up 
the  discussion  in  a ten-minute  statement. 

(2.)  “The  Local  Association,”  James  Minnick, 
superintendent  of  the  Chicago  Tuberculosis  In- 
stitute, fifteen  minutes. 

Three  persons  to  discuss  the  subject  in  four- 
minute  talks,  with  a fourth  person  to  round  up 
the  discussion  in  a ten-minute  statement. 

(2)  “The  Relations  of  the  State  and  Local  As- 
sociations to  Each  Other,”  Dr.  Charles  J.  Hatfield, 
executive  secretary  of  The  National  Association 
for  the  Study  and  Prevention  of  Tuberculosis,  fif- 
teen minutes. 

Three  persons  to  discuss  this  subject  in  four- 
minute  talks,  the  discussion  to  be  rounded  up  by 
Philip  P.  Jacobs,  Ph.  D„  assistant  secretary  of  The 
National  Association  for  the  Study  and  Prevention 
of  Tuberculosis  in  a ten-minute  statement. 

Wednesday,  June  16,  9 A.  M. 

Symposium  on  Housing  and  Its  Relation  to 
Tuberculosis. 

This  subject  will  be  discussed  from  various  points 
of  view  by  prominent  speakers. 
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SPECIAL  MEETINGS  AT  SAN 
FRANCISCO. 

Beside  the  great  meeting  of  the  American 
Medical  Association  at  San  Francisco  this  month, 
several  smaller  medical  societies  will  hold  their 
annual  meetings. 

The  American  Proctologic  Society  will  hold  its 
seventieth  annual  meeting  at  the  Civic  Audi- 
torium, June  21  and  22.  An  interesting  program 
will  be  given. 

The  eye,  ear,  nose  and  throat  specialists  will 
be  attracted  by  the  third  annual  meeting  of  the 
Pacific  Coast  Oto-Ophthalmological  Society  which 
will  be  held  in  the  Auditorium  June  15-17. 


THE  QUESTION  OF  BAKING  POWDERS. 

For  a number  of  years  there  has  been  much 
discussion  with  regard  to  the  effects  of  baking 
powders  on  the  health.  While  minor  objections 
have  been  urged  against  all  baking  powders,  the 
principal  charge  of  unwholesomeness  has  been 
made  against  baking  powders  containing  alum. 
This  objection  is  based  primarily  on  the  injur- 
ious effects  of  large  quantities  of  aluminum  salts. 
To  this  objection  the  answer  has  been  made  that 
the  process  of  decomposition  which  liberates  the 
leavening  gas  when  alum  baking  powder  is  used, 
produces  an  oxid  of  albuminum  which  is  insoluble, 
and  hence  not  injurious.  For  the  facts  in  this  mat- 
ter to  be  fully  understood,  it  must  be  remembered 
that  the  so-called  alum  now  used  in  baking  powder 
is  not  the  alum  used  in  medicine,  being  a sodium 
alum  (sodium  aluminum  sulphate)  instead  of  the 
official  potassium  salt.  This  point  is  held  by  some 
to  be  important  in  view  of  the  effects  of  potassium 
salts  on  the  system.  Cream  of  tartar  is  a potassium 
salt,  being  potassium  acid  tartrate. 

In  the  discussion  of  the  baking-powder  question, 
it  must  be  remembered  that  the  practical  applica- 
tion of  the  facts  concerns  only  small  amounts  of 
these  salts  and  contemplates  an  occasional  and  not 
a constant  use.  Few  people  habitually  consume 
breads  made  from  baking  powder,  hence  the 
amount  of  potassium  introduced  into  the  system 
by  baking  powder  is  unlikely  to  be  of  serious  mo- 
ment as  regards  health.  Potassium  salts  are  fre- 
quently taken  as  constituents  of  vegetable  food, 
and  yet  there  is  no  evidence  that  they  disturb  meta- 
bolism in  any  way.  The  question  whether  alum 
used  in  this  way  is  injurious  has  been  settled  by 
the  investigations  of  the  Referee  Board  of  Scien- 
tific Experts  appointed  by  President  Roosevelt,  and 
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its  decision  may  be  considered  as  coming  from  the 
court  of  highest  authority.  The  investigation  of 
this  board  covered  a period  of  several  years  and 
was  the  most  extensive  single  investigation  ever 
conducted  as  to  the  healthfulness  of  alum  baking 
powders. 

The  board  made  the  following  findings: 

“Aluminum  compounds  when  used  in  the  form 
of  baking  powders  in  foods  have  not  been  found 
to  affect  injuriously  the  nutritive  value  of  such 
foods. 

“Aluminum  compounds  when,  added  to  foods  in 
the  form  of  baking  powder,  in  small  quantities, 
have  not  been  found  to  contribute  any  poisonous 
or  other  deleterious  effect  which  may  render  the 
said  food  injurious  to  health.  The  same  holds 
true  for  the  amount  of  aluminum  which  may  be 
included  in  the  ordinary  consumption  of  aluminum 
baking  powders  furnishing  up  to  150  mg.  (2.31 
grtins)  of  aluminum  daily. 

“Aluminum  compounds  when  added  to  foods  in 
the  form  of  baking  powders,  in  large  quantities  up 
to  200  mg.  (3.09  grains)  or  more  per  day,  may 
provoke  mild  catharsis. 

“Very  large  quantities  of  aluminum  taken  with 
foods  in  the  form  of  baking  powders  usually  pro- 
voke catharsis.  This  action  of  aluminum  baking 
powders  is  due  to  the  sodium  sulphate  which  re- 
sults from  the  reaction. 

“The  aluminum  itself  has  not  been  found  to 
exert  any  deleterious  action  injurious  to  health, 
beyond  the  production  of  occasional  colic  when  very 
large  amounts  have  been  ingested. 

“When  aluminum  compounds  are  mixed  or 
packed  with  a food  the  quality  of  strength  of  said 
food  has  not  been  found  to  be  thereby  reduced, 
lowered  or  injuriously  affected.” 

In  short,  the  board  concludes  that  alum  baking 
powders  are  no  more  harmful  than  any  other  bak- 
ing powders,  but  that  it  is  wise  to  be  moderate  in 
the  use  of  foods  that  are  leavened  with  baking 
powder. 

The  criticisms  with  reference  to  the  action  of 
baking  powders  indicate  a tendency  to  magnify 
quite  incidental  matters  whenever  they  seem  to 
favor  the  interest  of  one  or  other  manufacturer. 
Thus  the  tartrate  was  at  one  time  highly  regarded 
bcause  it  was  a product  which  was  destroyed  in 
the  system,  leaving  a natural  constituent  of  the 
body,  that  is,  potassium  carbonate.  More  recently 
it  has  been  discovered  that  the  tartrates  are  only 
partially  metabolized  in  the  system,  removing  the 
supposed  advantage  of  the  tartrate  powders.  While 
the  objections  to  alum  are  unjustified,  the  physi- 
cian will  do  well  to  inquire  carefully  into  the 
probability  of  any  alleged  injury  occurring  from 
other  forms  of  baking  powder. 
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OREGON. 

The  Rabies  Situation  in  Eastern  Oregon  has  be- 
come serious  enough  to  warrant  the  government 
in  taking  action.  A man  from  the  United  States 
Geographical  Survey  has  been  making  investiga- 
tions and  decided  to  appoint  six  men  to  begin  ex- 
termination of  rabid  coyotes. 

University  of  Oregon.  The  Alumni  Association 
of  the  Medical  Department,  at  its  annual  meeting 
in  Portland,  June  2-4,  presented  a very  interesting 
program.  The  mornings  were  devoted  to  clinics 
at  the  hospitals  and  the  afternoon  and  evening 
sessions  to  the  reading  of  papers. 

The  Southern  Oregon  Medical  Society  held  its 
twenty-fourth  annual  session  at  Ashland  last  month, 
at  which  the  following  officers  were  elected  for 
the  ensuing  year:  Dr.  E.  B.  Stewart,  president; 

Dr.  John  Hart,  vice-president;  Dr.  A.  C.  Seeley, 
secretary-treasurer;  Drs.  J.  J.  Emmens,  G.  W. 
Gregg  and  F.  C.  Strieker,  delegates  to  the  state 
convention. 

Tick  Fever.  A large  number  of  cases  of  tick 
fever  have  been  reported  from  Eastern  Oregon,  the 
disease  being  apparently  on  the  increase  in  the 
region  east  of  the  Blue  Mountains.  Up  to  the  pres- 
ent there  have  been  only  two  deaths,  one  in  Baker 
and  one  in  Harney  county. 

Doctors  for  the  War.  Two  more  Oregon  physi 
cians  have  gone  to  the  war,  Dr.  Albert  Goodman 
leaving  from  Mexico,  where  he  has  been  for  some 
time  past,  and  Dr.  Richard  Nunn,  who  for  the  past 
twenty-five  years  has  been  a resident  of  Portland. 

Addition  to  Hospital.  The  contract  has  been  let 
for  a wing  to  be  added  to  the  Eastern  Oregon  Hos- 
pital for  the  Insane  near  Pendleton,  for  which  an 
appropriation  of  one  hundred  thousand  dollars  was 
made  by  the  last  legislature.  The  building  will 
be  a three  story  structure  of  reinforced  concrete 
and  will  conform  to  the  wing  already  built. 

A New  Hospital.  It  has  been  decided  in  Lake- 
view  to  start  a county  hospital  and  a number  of 
energetic  business  men  are  busy  selling  stock  for 
the  proposed  institution. 

A New  Veterinarian.  It  has  been  decided  by 
the  city  council  of  Portland  to  appoint  one  addi- 
tional veterinarian  for  the  Board  of  Health.  This 
move  is  made  necessary  by  the  great  number  of 
requests  which  are  coming  in  to  the  health  office 
for  tuberculin  tests  among  the  dairy  herds  that 
supply  milk  to  the  city. 

County  Physician  Eliminated.  The  county  court 
of  Linn  County  has  done  away  with  the  position 
of  county  physician  and  appointed  Dr.  J.  F.  Hart 
superintendent  of  the  County  Hospital  with  the 
understanding  that  he  shall  also  perform  the  du- 
ties of  county  physician. 

Smallpox  Epidemic.  There  have  been  several 
small  epidemics  of  smallpox  in  the  Willamette 
Valley,  the  last  one  being  at  Bolton,  where  the 
schools  were  closed  for  two  weeks.  No  new  cases 


have  been  reported  for  some  time  and  practically 
all  quarantine  has  been  lifted. 

Relief  for  Belgian  Physicians.  The  Medical  Club 
of  Portland,  composed  of  women  physicians,  at  its 
April  meeting,  voted  $25  for  relief  of  the  medical 
women  of  Belgium. 

Dr.  F.  M.  Pottenger,  of  California,  was  the  prin- 
cipal speaker  at  the  meeting  of  the  City  and  County 
Medical  Society  on  the  19th  of  last  month. 

Dr.  J.  S.  Saurman,  former  state  bacteriologist, 
has  located  in  Burns. 

Dr.  W.  W.  Kettle,  formerly  of  Jervais,  has  lo- 
cated in  Woodburn. 


WASHINGTON. 

Rabies  in  Eastern  Washington.  Rabies  is  not 
confined  to  Eastern  Oregon  but  is  causing  consider- 
able uneasiness  in  and  about  Spokane.  In  the 
early  part  of  last  month  four  children  in  Almira 
were  bitten  by  a rabid  dog  and  more  recently  the 
supply  of  milk  from  the  Waikiki  dairy  farms  has 
been  temporarily  shut  off  on  account  of  the  fact 
that  a number  of  cows  have  been  bitten.  The 
county  commissioners  of  Spokane  County  have 
ordered  all  dogs  to  be  muzzled  or  shot  and  it  is 
feared  that  squirrels,  coyotes  and  other  wild  ani- 
mals may  have  become  infected. 

A New  Modern  Hospital.  Anacortes  is  now  the 
proud  possessor  of  a new  hospital.  The  building 
is  thoroughly  up-to-date  and  is  the  first  structure 
in  Anacortes  to  be  heated  throughout  with  elec- 
tricity. The  operating  room  is  equipped  with  elec- 
trical sterilizers  and  lighted  by  the  indirect  method 
which  obviates  shadows. 

The  St.  Elizabeth’s  Hospital,  of  North  Yakima, 
will  hold  its  graduation  exercises  on  June  8,  at 
which  time  four  nurses  will  receive  their  diplomas. 
Dr.  A.  J.  Helton  will  deliver  the  commencement 
address  and  Bishop  O’Dea,  of  Seattle,  will  present 
the  diplomas. 

The  Cowlitz  County  Medical  Society  elected  the 
following  officers  for  the  ensuing  year  at  the  ses- 
sion at  Kalama;  Dr.  C.  J.  Hoffman,  president;  Dr. 
A.  K.  Wolfe,  vice-president;  Dr.  L.  M.  Sims,  secre 
tary-treasurer. 

Malignant  Measles.  A particularly  malignant 
type  of  measles  has  appeared  in  Chewelah  and  in 
spite  of  strict  quarantine  nearly  200  of  the  1,200 
inhabitants  have  been  attacked,  with  several  fatal 
cases  already  reported. 

To  Serve  in  England.  Drs.  E.  C.  Lee  and  Waldo 
Richardson,  of  Seattle,  have  joined  the  hospital 
corps,  headed  by  Dr.  J.  B.  Murphy,  of  Chicago, 
which  will  sail  for  England  the  19th  of  this  month. 
During  an  absence  of  six  months  they  will  have  an 
interesting  hospital  experience. 

Dr.  E.  F.  Chase,  of  North  Yakima,  has  left  for 
Rochester,  Minn.,  where  he  will  be  associated  with 
the  Mayo  brothers. 

Dr.  J.  W.  Goodheart,  of  Bellingham,  has  been  ap- 
pointed physician  for  the  construction  camps  of 
the  Bellingham  & Northern. 
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Lost  His  Auto.  Dr.  W.  T.  Phy,  of  Spokane,  has 
again  lost  his  two-passenger  Franklin.  The  regu- 
larity with  which  joy  riders  steal  this  machine  has 
become  monotonous  and  Dr.  Phy’s  report  to  the 
police  station  is  almost  a routine  matter. 

A New  Examiner  for  Nurses.  Governor  Lister 
has  appointed  Miss  C.  A.  Hancock,  of  Spokane,  to 
succeed  Miss  Mary  C.  Burnett,  deceased,  as  a mem- 
ber of  the  State  Board  of  Nurse  Examiners. 

Dr.  Robert  Hanley  has  left  St.  Joseph’s  Hospital 
in  Tacoma  and  will  locate  in  Butte,  Mont. 


REPORTS  OF  SOCIETY  MEETINGS 

OREGON. 

PORTLAND  CITY  AND  COUNTY  MEDICAL 
SOCIETY. 

Pres.,  K.  A.  J.  Mackenzie;  Sec.,  G.  G.  Whiteside. 

The  first  regular  semi-monthly  meeting  of  the 
society  was  held  in  the  Morgan  Building,  Portland, 
Ore.,  May  5,  1915,  at  8:30  P.  M.,  with  Vice-President 
J.  A.  Pettit  in  the  chair,  65  members  being  present. 
Minutes  of  previous  meeting  read  and  accepted. 

Proposed  for  membership:  Drs.  E.  V.  Sheafe  and 
Fred  Lieuallen. 

Clinical  Cases. 

Dr.  A.  E.  Rockey  exhibits  five  patients  upon 
whom  operative  procedures  have  been  done  as 
follows:  (1)  Modified  Finney  pyloroplasty  after  in- 

cision of  pyloric  ulcer,  (2)  Duodenal  ulcer  with  ex- 
cision followed  by  Wilm’s  method  of  closure  of  the 
pylorus,  (3)  Posterior  gastroenterostomy  followed 
one  week  later  by  partial  gastrectomy  for  carci- 
noma, (4)  Partial  gastrectomy  for  cancer  with 
Mayo’s  method  of  gastroduodenal  anastomosis,  (5) 
Temporomandibular  arthroplasty  using  fascia  lata. 
Also  exhibits  pathologic  specimen  of  cancer  of  the 
stomach. 

Dr.  Else  exhibits  specimen  of  fibromyoma  of 
uterus. 

Papeks. 

Treatment  of  Carcinoma  of  the  Uterus.  By  E.  F. 

Tucker.  Reviews  history  of  methods.  Early  oper- 
ators, notably  Baker  of  Boston,  knew  little  of  his- 
tology of  cancer  and  practised  high  amputation  ex- 
clusively. Results  seemed  to  be  encouraging  until 
displaced  by  Byrne,  of  Brooklyn,  who  used  the  elec- 
tric cautery.  Panhysterectomy  then  came  into  vogue 
and  the  writer  believes  the  results  were  no  more 
satisfactory  than  with  the  cautery.  Percy’s  method 
of  cautery  excision  is  recommended.  Cancer  of 
uterus  is  the  most  hopeless  type  of  cancer.  Hope- 
less cases  should  be  comforted  and  relieved  with- 
out telling  the  victim  of  her  real  condition.  Irregu- 
lar hemorrhage  in  patients  after  forty  should  never 
be  regarded  lightly. 

Dr.  Coffey  believes  all  cancers  should  be  radically 
attacked  for  some  may  recover.  Always  catheter- 
ize  ureter  in  hysterectomy.  Very  hot  iron  causes 
superficial  charring  only,  while  one  less  hot  causes 
deeper  cooking  of  the  tissues. 

Dr.  Myers  speaks  of  good  results  in  fulguration. 
Dr.  Pettit  advises  education  of  people  as  to  early 
symptoms  of  cancer.  Dr.  Pierce  says  hereditary 
tendency  has  been  demonstrated  in  mice.  Dr. 
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Tucker  says  cancer  can  occur  at  any  age  and  the 
aged  are  more  resistant  to  it  than  the  youthful. 
Electric  cautery  is  best  for  it  can  be  regulated. 

Clean  and  Truthful  Advertising.  By  Mr.  A.  C. 
Clark.  Calls  attention  to  newspaper  advertise- 
ments of  fake  doctors  and  medicines  and  explains 
difficulties  lying  in  the  way  of  reform.  Discussion 
by  Drs.  Coffey,  White  and  Williamson. 

The  second  regular  meeting  of  the  society  was 
held  in  the  Morgan  Building,  May  19,  at  8:30  P.  M., 
President  K.  A.  J.  Mackenzie  in  the  chair,  60  mem- 
bers being  present. 

Election  to  membership:  Drs.  E.  V.  Sheafe,  Fred 
Lieuallen,  John  Fawcett. 

Read  notice  and  invitation  of  Pan-American  Medi- 
cal Congress,  June  17. 

Paper. 

Diagnosis  of  Diseases  within  the  Chest  by  Inspec- 
tion and  Palpation.  By  Dr.  F.  M.  Pottenger,  of 
Monrovia,  Cal.  Tuberculosis  begins  in  childhood 
or  adolescence.  Pleurisy,  wet  or  dry,  is  usual- 
ly tubercle.  Hoarseness  is  often  tubercle.  Speaks 
particularly  of  spasm  of  muscles  in  anatomic  rela- 
tion to  the  site  of  disease.  Spasm  must  be  shown 
when  patient  is  relaxed.  Light  palpation  is  neces- 
sary. At  the  apex  of  the  lung  we  percuss  all  the 
tissues  overlying  the  lung  as  well  as  the  lung  it- 
self. Demonstrates  three  patients.  Two  showed 
the  application  of  his  methods. 

Discussion  by  Drs.  Ralph  Matson,  Selling,  Baar, 
Bilderback,  Sears,  Knox,  Ricen,  Barbee,  Jones, 
Blatchly,  Spencer,  Pierce  and  Ray  Matson. 

Moved  and  seconded  that  summer  meetings  be 
discontinued. 

Dr.  Pierce  speaks  of  a meeting  of  the  national 
society  for  the  Study  and  Preservation  of  Tubercu- 
losis, on  June  16,  at  Seattle,  and  Portland  June  17. 

KLAMATH  COUNTY  MEDICAL  SOCIETY. 
Pres.,  L.  L.  Truax,  M.  D.;  Sec.,  F.  M.  White,  M.  D. 

Klamath  Medical  Society  held  its  May  meeting 
on  the  7th  in  the  Dutch  Room  of  White  Pelican 
Hotel,  Klamath  Falls,  Ore.,  the  officers  and  seven 
other  members  being  present. 

A motion  to  affiliate  with  the  Oregon  State  Medi- 
cal Association  was  unanimously  carried. 

Dr.  E.  D.  Johnson  presented  a paper  entitled 
“Congenital  Hypertrophic  Pyloric  Stenosis.”  Some 
other  interesting  cases  were  reported  and  dis- 
cussed. 

WASHINGTON. 

KING  CO-UNTY  MEDICAL  SOCIETY. 

Pres.,  G.  S.  Peterkin,  M.  D. ; Sec.,  A.  C.  Martin,  M.  D. 

The  first  regular  semi-monthly  meeting  of  King 
County  Medical  Society  was  called  to  order  by  the 
president  at  the  Seattle  Press  Club,  Seattle,  Wash., 
at  8:10  P.  M.,  May  3,  1915.  About  70  members  were 
present.  The  minutes  of  the  last  meeting  were  read 
and  approved. 

Clinical  Case 

Spastic  Paraplegia.  By  Dr.  R.  P.  Smith.  It  is 
of  interest  because  of  its  infrequency.  He  con- 
trasted the  gait  with  that  of  tabes,  described  the 
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common  symptoms  and  demonstrated  the  gait.  He 
said  the  etiology  was  presumably  specific  and  the 
case  was  being  treated  under  this  supposition. 

Dr.  Peterkin  called  attention  to  the  usefulness 
of  quantitative  Wassermanns  as  a gauge  of  the 
efficiency  of  salvarsan. 

Paper. 

Chest  Radiography.  By  Dr.  J.  H.  Snively.  He 
called  attention  to  the  frequent  failure  of  clinical 
signs  and  the  aid  which  the  x-rays  could  give  in 
these  cases.  His  contention  that  a radiograph  was 
an  essential  part  of  a chest  examination  in  any 
obscure  condition  was  fully  borne  out  by  the  lan- 
tern slides  which  he  showed,  covering  normal 
chests  and  many  pathologic  conditions. 

Dr.  Manning  brought  up  the  question  of  depend- 
ability of  the  von  Pirquet  test.  Dr.  Paschall  stated 
this  test  was  frequently  in  error  both  as  positive 
and  negative. 

An  invitation  to  the  members  of  the  society  to 
join  the  Seventh  Pan-American  Congress  was  read. 
On  motion  of  Dr.  Willis,  it  was  voted  to  refer  the 
matter  to  the  trustees. 

Dr.  Charles  Ballance  was  unanimously  elected 
to  membership. 

The  second  regular  meeting  of  the  society  was 
called  to  order  by  the  president  at  the  Seattle  Press 
Club  at  8:15  P.  M.,  May  17.  About  55  members 
were  present.  The  minutes  of  the  last  meeting 
were  read  and  approved. 

On  motion  by  Dr.  C.  A.  Smith  it  was  voted  that 
the  second  regular  meeting  in  June,  that  of  the 
21st,  be  set  forward  one  week,  to  June  14,  and 
held  in  conjunction  with  the  meeting  of  the  Na- 
tional Tuberculosis  Convention  on  that  night. 

Paper. 

Large  Substernal  Goitre  with  Distressing  Me- 
chanical Symptoms.  By  Dr.  O.  P.  Lamson.  He 
gave  the  case  history  and  operative  findings,  show- 
ing pressure  and  distortion  of  the  trachea.  He 
showed  a diagram  of  the  condition  and  a specimen. 

In  discussion,  Dr.  MacKinnon  spoke  of  the  laryn- 
goscopic  findings.  He  believed  that  irritation  of 
the  phrenic  and  recurrent  laryngeal  nerves  to  be 
responsible  for  part  of  the  symptoms. 

Dr.  Canfield  requested  the  courtesy  of  the  floor 
for  a non-member,  Dr.  King,  who  spoke  of  the  use 
of  the  Elsberg  intratracheal  anesthesia  for  these 
conditions. 

Dr.  Horsfall  spoke  of  a case  of  substernal  goitre 
with  marked  tachycardia  and  profuse  sweating. 

Dr.  Lamson  closed  the  discussion  by  agreeing  as 
to  the  usefulness  of  intratracheal  anesthesia,  and 
said  the  collapse  of  the  trachea  was  often  due  to 
softening  of  the  rings. 

Report  of  County  Hospital.  Dr.  Eagleson  read  a 
statistical  review  of  the  work  of  the  surgical  staff 
of  the  County  Hospital.  It  showed  a quantity  of 
material  diverse  in  nature  with  excellent  results. 

Dr.  Loe  spoke  of  a case  in  which  he  had  re- 
sected the  ribs  for  empyema. 

Dr.  Nicholson  spoke  of  the  work  of  the  neuro- 


logical clinic  and  incidentally  discussed  the  work- 
ings of  the  new  law  for  the  commitment  of  the 
insane. 

Dr.  Seelye  could  present  no  data  from  the  eye, 
ear,  nose  and  throat  department  but  spoke  in  ap- 
preciation of  the  operating  room  service  and  sys- 
tem. 

Dr.  Gelhorn  described  the  working  of  the  pedi- 
atric service,  showing  that  he  had  had  many  in- 
teresting cases. 

Dr.  Lyons  spoke  of  the  opportunities  for  opera- 
tive, diagnostic  and  postmortem  investigations.  He 
said  the  hospital  facilities  were  open  to  the  pro- 
fession of  the  city  and  he  would  be  glad  to  have 
them  used  to  a greater  extent  than  heretofore.  He 
asked  the  assistance  of  the  profession  in  obtaining 
conveniences  for  postmortem  examinations  both 
at  the  hospital  and  at  the  new  county  court  house. 

Dr.  J.  C.  Moore  announced  that  Dr.  Albee,  of 
New  York,  will  be  in  Seattle  June  28  and  asked  for 
patients  suffering  from  Pott’s  disease  or  coxitis  for 
Dr.  Albee  to  operate  upon. 

A request  from  Dr.  Lensman  was  read  by  the 
chair,  asking  that  those  members  who  had  cases 
of  gastrointestinal  derangements  due  to  syphilis 
would  communicate  with  him,  as  he  was  investi- 
gating the  subject  and  needed  more  cases  to  re- 
port. 

SNOHOMISH  COUNTY  MEDICAL  SOCIETY. 
Pres.,  C.  H.  Soli,  M.  D. ; Sec.,  J.  F.  Beatty,  M.  D. 

At  the  meeting  of  Snohomish  County  Medical 
Society,  held  at  Everett,  Wash.,  May  6,  the  follow- 
ing officers  were  elected  for  the  current  year: 
President,  C.  H.  Soil,  Monroe;  first  vice-president, 
L.  G.  Woodford,  Everett;  second  vice-president, 
E.  M.  Adams,  Arlington;  third  vice-president,  N.  S. 
McCready,  Snohomish;  secretary-treasurer,  J.  F. 
Beatty,  Everett. 

LINCOLN  COUNTY  MEDICAL  SOCIETY. 
Pres.,  Morton  Meyers,  M.D.;  Secty.,  H.  Z.  Dean,  M.D. 

The  meeting  of  the  Lincoln  County  Medical  So- 
ciety, held  at  Harrington,  Wash.,  May  5,  1915, 
Meeting  was  called  to  order  at  1:30  P.  M.,  by  the 
President,  Dr.  Bittner.  Members  present  were  Drs. 
Bittner,  Corpening,  R.  P.  Moore,  Meyers  and  Dean. 
Visitors  were  Dr.  Jno.  O’Shea  of  Spokane  and  Dr. 
J.  C.  Brugman  of  Sprague,  who  was  elected  a mem- 
ber of  the  society.  Minutes  of  the  meeting  for 
1913  (no  meeting  held  last  year  for  want  of  a quo- 
rum), read  and  approved. 

A motion  by  Dr.  Moore  to  continue  the  Lincoln 
County  Medical  Society  was  seconded  by  Dr.  Mey- 
ers and  carried  by  unanimous  vote.  A motion  by 
Dr.  Moore  that  the  rules  be  suspended  and  the 
Chair  appoint  a board  of  censors  pro  tem  to  act  on 
the  application  of  Dr.  Brugman  was  carried.  Drs. 
Moore,  Corpening  and  Meyers  were  appointed  and 
after  their  favorable  report  Dr.  Brugman  was  elect- 
ed a member. 

The  following  officers  were  elected  for  ensuing 
year  by  acclamation:  President,  Dr.  Morten  Mey- 
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ers;  Vice-President,  Dr.  J.  C.  Brugman;  Secretary 
and  Treasurer,  H.  Z.  Dean;  Delegate  to  State  con- 
vention, Dr.  J.  E.  Bittner;  Alternate  delegate,  Dr. 
Lee  Ganson. 

Board  of  censors  appointed  for  ensuing  year  were 
Drs.  Bittner,  Corpening  and  Brugman. 

After  a very  highly  appreciated  talk  on  the  sub- 
ject of  fractures  by  Dr.  O’Shea,  the  meeting  ad- 
journed but  not  until  it  was  decided  to  hold  a meet- 
ing in  Davenport  some  time  in  July  or  August,  the 
exact  time  to  be  decided  later  by  the  President  and 
Secretary.  This  will  be  a meeting  for  the  reading 
and  discussion  of  papers,  etc.,  not  the  annual  busi- 
ness meeting. 

BOOK  REVIEWS 

Edited  by  Kenelm  Winslow,  M.  D. 

Nervous  and  Mental  Diseases.  By  Archibald 

Church,  M.  D.,  Professor  of  Nervous  and  Mental 
Diseases  in  Northwestern  University  Medical 
School,  Chicago;  and  Frederick  Peterson  M.  D., 
formerly  Professor  of  Psychiatry,  Columbia  Uni- 
versity. Eighth  edition,  revised.  Octavo  volume 
of  940  pages,  with  350  illustrations.  Cloth,  $5 
net;  half  morocco,  $6.50  net.  Philadelphia  and 
London:  W.  B.  Saunders  Company,  1914. 

The  eighth  edition  of  this  valuable  work  has 
been  so  revised  and  rewritten  as  to  bring  all  sub- 
jects strictly  up  to  date.  Vertigo,  due  to  labyrinthal 
troubles  as  explained  by  Barany,  has  received  es- 
pecial consideration.  Infantile  paralysis  has  much 
new  matter  added  and  syphilis  of  the  nervous  sys- 
tem, that  has  received  so  much  revision  since 
the  publication  of  the  seventh  edition,  has  been 
altered  almost  beyond  recognition  by  the  recent 
investigations  of  the  spinal  fluid  and  the  relation 
of  spinal  fluid  changes  to  various  organic  diseases 
of  the  brain  and  spinal  cord.  Relation  of  internal 
glandular  secretions  to  nervous  conditions  has  ad- 
vanced considerably,  and  especially  has  tetany 
been  permanently  added  to  the  group  of  nervous 
diseases  where  impairment  of  glandular  disorders 
exists.  The  edition  is  complete  as  far  as  our  pres- 
ent knowledge  of  the  subjects  has  advanced.  As 
a consultant  and  reference  it  will  be  found  equally 
interesting  to  specialist  and  general  practitioner. 

Smith. 

A Practical  Treatise  on  Diseases  of  the  Skin.  By 

Oliver  S.  Ormsby,  M.  D.,  Professor  of  Skin  and 
Venereal  Diseases  in  the  Rush  Medical  College, 
Chicago.  Octavo.  1168  pages,  with  303  engrav- 
ings and  39  plates  in  colors  and  monochrome. 
Cloth,  $6.00  net.  Lea  & Febiger,  Publishers, 
Philadelphia  and  New  York. 

The  appearance  from  which  visual  diagnosis  is 
made  is  oftimes  confusing  to  the  most  practised 
eye,  hence  to  compile  this  work  required  years  of 
patient  and  careful  study  as  well  as  knowledge  of 
the  constantly  changing  findings  of  the  laboratory. 
In  this  work  one  finds  what  others  know  and  have 
found  best,  not  alone  in  treatment  but  in  diagnosis. 
Take  for  instance  the  chapter  on  alopecia.  It  is 
“not  only  covered  scientifically  but  the  general 
practitioner  will  find  a large  list  of  prescriptions 
to  choose  from,”  one  of  which  will  be  of  benefit  to 
the  patient  if  the  diagnosis  be  made  according  to 
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the  text.  The  chapter  on  dermatitis  is  most  inter- 
esting and  instructive,  taking  up  every  eruption 
which  can  be  caused  by  drugs  and  then  showing  the 
different  diagnostic  points  of  such  eruptions.  The 
chapter  on  eczema  will  be  perhaps  the  most  inter- 
esting to  the  general  practitioner,  as  it  is  most  fre- 
quently met  with.  To  this  disease  alone  he  gives 
seventy-five  pages.  Throughout  the  book  “to  read 
is  to  learn.”  The  author  deserves  the  thanks  of 
the  specialist  as  well  as  the  general  practitioner  in 
placing  this  work  before  them.  Baldwin. 

A Manual  of  Diseases  of  Infants  and  Children.  By 

John  Ruhrah,  M.  D.,  Professor  of  Diseases  of 
Children,  College  of  Physicians  and  Surgeons, 
Baltimore,  Md.  Fourth  Edition,  Thoroughly  Re- 
vised. 12mo  volume  of  552  pages,  175  illustra- 
tions. Philadelphia  and  London:  W.  B.  Saunders 

Company,  1915.  Cloth,  $2.50  net. 

This  book  is  now  in  its  fourth  edition.  The  pur- 
pose of  previous  editions,  of  supplying  the  student 
with  a rapid  means  of  acquiring  the  more  important 
parts  of  the  subject  of  pediatrics,  has  been  adhered 
to.  A large  number  of  references  to  articles  have 
been  added  to  enable  the  student  to  look  up  any 
given  subject.  It  is  not  the  idea  that  such  a book 
should  supplant  the  larger  text-books.  Under  the 
chapter  on  therapeutics  for  infants  and  children 
are  to  be  found  numerous  helpful  hints. 

Manning. 

International  Clinics.  Vol.  IV,  Twenty-fourth  Series. 
1914.  Cloth,  279  pages.  $2.00.  J'.  B.  Lippincott 

Co.,  Philadelphia. 

This  volume  contains  monographs  of  unusual  in- 
terest. Williams  discusses  the  Abderhalden  test 
for  pregnancy  and  concludes  that  the  final  verdict 
as  to  its  value  must  be  held  in  abeyance.  Skillern 
adequately  and  sympathetically  describes  a visit 
to  the  Mayo  Clinic  which  will  be  found  of  the  great- 
est interest  to  those  unfamiliar  with  the  institution. 
The  routine  management  of  patients  before  and 
after  operation,  the  technic  of  the  operating  room 
and  pathologic  laboratory  in  the  hospital  are  in- 
structive. The  following  practical  points  in  after- 
care of  operative  patients  are  of  great  value  as  they 
result  from  the  enormous  experience  at  the  St. 
Mary’s  Hospital.  (1)  Nerve  blocking  to  prevent 
shock  is  only  of  worth  in  a very  limited  group  of 
cases.  Saline  infusion,  morphin  and  camphor  under 
the  skin  are  the  best  remedies  in  shock.  (2)  Bowel 
paresis  is  best  overcome  by  stomach  washing  fol- 
lowed by  one  or  two  ounces  of  castor  oil  through 
the  tube,  unless  enterostomy  under  local  anesthesia 
becomes  a last  resort.  (3)  Renal  insufficiency  is 
combatted  by  fluids,  spartein  sulphate  (gr.  iii)  ev- 
ery 3 hours  under  the  skin,  and  by  decapsulation  in 
total  suppression.  (4)  Threatened  postoperative 
pneumonia  may  be  best  averted  by  cold  fresh  air, 
while  the  body  is  kept  warm  by  external  heat. 
(5)  Embolism  is  impossible  to  obviate  or  treat, 
while  in  femoral  phlebitis  only  heat  and  rest  are 
of  avail.  Noteworthy  articles  abound  by  leading 
medical  men  and  the  publishers  are  to  be  congrat- 
ulated on  the  rare  excellence  of  this  number. 

Winslow. 
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Progressive  Medicine.  No.  1,  Vol.  XVII,  March, 

1915.  Lea  & Febiger,  Philadelphia  and  New 

York. 

Frazier  contributes  an  original  article  on  the 
cerebro-spinal  fluid  based  on  many  experiments. 
He  shows  that  it  is  probably  secreted  by  the  cho- 
roid plexus  within  the  lateral  ventricles  which  act 
as  a storage  receptacle.  Absorption  occurs  through 
the  veins  of  the  entire  subarachnoid  space.  Thy- 
roid extract  appears  to  lessen  its  secretion.  He 
finds  hydrocephalus  is  due  to  hpyersecretion,  to 
obstruction,  to  escape  of  fluid  from  the  ventricles, 
or  to  delayed  absorption.  Treatment  is  conducted 
on  these  lines  and  in  obstructed  ventricles  is  more 
likely  to  yield  success.  Peritz  finds  disease  of  the 
pituitary  gland  may  be  classified  as  follows: 
Dwarfism  is  due  hypo-  and  gigantism  and  acrom- 
egaly to  hyperfunction  of  the  anterior  lobe.  De- 
creased function  of  the  posterior  lobe  causes  adi- 
posity, while  hyperfunction  results  in  diabetes  in- 
sipidus. These  forms  may  be  mixed  as  adiposity 
with  dwarfism  or  acromegaly.  Disease  of  the  pit- 
uitary with  that  of  other  glands,  as  the  genitals 
leads  to  enuchoidism,  etc.  Winslow. 


Diagnostic  and  Therapeutic  Technic.  A Manual  of 
Practical  Procedures  Employed  in  Diagnosis  and 
Treatment.  By  Albert  S.  Morrow,  M.  D.,  Clinical 
Professor  of  Surgery,  New  York  Polyclinic.  Sec- 
ond edition,  thoroughly  revised;  octavo  of  834 
pages,  with  860  illustrations:  cloth,  $5  net;  half 
morocco,  $6.50  net.  Philadelphia  and  London:  W. 
B.  Saunders  Company,  1915. 

The  author  not  only  makes  himself  clear  and  is 
concise  but  also  illustrates  procedures  in  technic, 
something  commendable  to  every  busy  practitioner 
and  many  specialists.  It  would  have  been  a source 
of  pleasure  to  have  been  able  to  read  such  a work 
several  years  ago.  In  the  chapter  on  the  stomach, 
while  the  presence  of  achroodextrin  and  erythro- 
dextrin  seem  to  be  of  no  importance,  it  is  difficult 
to  think  of  any  stomach  contents  which  would  not 
show  their  presence.  The  book  is  one  of  the  best 
of  its  kind  that  has  been  produced. 

P.  C.  West. 


A Manual  of  Diseases  of  the  Nose  and  Throat.  By 

Cornelius  G.  Coakley,  M.  D.,  Clinical  Professor  of 
Laryngology  in  the  College  of  Physicians  and  Sur- 
geons, Columbia  University,  New  York.  New 
(5th)  edition,  12mo,  615  pages,  with  139  engravings 
and  7 colored  plates.  Cloth,  $2.75  net.  Lea  & 
Febiger,  Publishers,  Philadelphia  and  New  York, 
1914. 

This  work  is  a convenient  hand-book  for  the  gen- 
eral practictioner  and  student.  It  is  a well  written 
text,  setting  forth  clearly  and  concisely  the  ele- 
mentary facts  necessary  to  nose  and  throat  work 
and  providing  an  outline  for  diagnosis,  together 
with  many  valuable  suggestions  for  treatment.  A 
fairly  complete  formulary,  exceptionally  well  ar- 
ranged, is  provided.  The  plates  and  illustrations 
are  very  good  and  well  chosen.  This  fifth  edition 
has  been  carefully  revised  and  improved  and  is  a 
credit  to  both  author  and  publisher.  Plummer. 
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A Treatise  on  Diseases  of  the  Nose,  Throat  and  Ear. 

By  William  Lincoln  Ballenger,  M.  D.,  Professor 
of  Laryngology,  Rhinology  and  Otology  in  the 
College  of  Physicians  and  Surgeons,  Chicago. 
New  (4th)  edition,  thoroughly  revised.  Octavo, 
1080  pages,  with  536  engravings,  mostly  original, 
and  33  plates.  Cloth,  $5.50  net.  Lea  & Febiger, 
Philadelphia  and  New  York,  1914. 

The  fourth  edition  of  this  justly  popular  text- 
book and  reference  work  leaves  the  hands  of  the 
publishers  much  improved  in  many  respects.  Much 
of  it  has  been  reviewed  and  rewritten  and  many 
new  things  have  been  added,  bringing  the  volume 
up  to  date  in  nearly  every  department.  Mosher’s 
work  on  the  accessory  sinuses  is  well  presented 
and  his  technic  illustrated  by  drawings.  The  chap- 
ters on  the  labyrinth  with  the  accompanying  illus- 
trations and  colored  plates  are  alone  worth  the 
price  of  the  book.  It  should  find  a ready  response 
from  the  profession  and  a place  in  every  library. 

Plummer. 


The  Clinical  History  in  Outline.  By  Paul  G.  Wooley, 
S.  B.,  M.  D.,  Professor  of  Pathology,  University 
of  Cincinnati,  etc.  Cloth,  53  pages,  $1.00.  C.  V. 
Mosby  Co.,  St.  Louis,  1914. 

The  first  half  of  this  work  is  devoted  to  ques- 
tions which  should  be  asked  the  patient  and  points 
which  should  be  investigated  in  the  physical  ex- 
amination of  the  various  parts  of  the  body.  The 
latter  part  of  the  book  contains  all  the  more  com- 
mon presenting  symptoms  or  conditions,  as  topics, 
and  under  each  such  heading  is  a list  of  all  the 
more  common  diseases  characterized  by  such  symp- 
toms or  conditions.  As  diagnosis  depends  chiefly 
on  a thorough  history-taking  and  physical  examina- 
tion, the  value  of  “remembrancers,”  such  as  this, 
is  unquestionable.  Winslow. 


The  Therapeutic  Value  of  the  Potato.  By  Heaton  C. 

Howard,  L.  R.  C.  P.,  M.  R.  C.  S.,  London,  Eng. 

Paper,  31  pages,  50c.  Paul  H.  Hoeber,  New  York, 

1914. 

This  unsolicited  tribute  to  the  therapeutic  value 
of  concentrated  potato  juice  applied  externally  in 
synovitis,  acute  gout,  lumbago,  rheumatism  and 
bruises  should  be  highly  flattering  to  the  spud  and, 
if  borne  out  by  experience,  should  be  of  service 
to  our  agricultural  population.  The  author  also  in- 
jects the  sterile  juice  with  great  relief  of  pain.  He 
adds  to  the  cuisine  of  pomme  de  terre  the  following 
preparations:  Ext.,  ung.  emplast.  et  ampulla  solani. 

Winslow. 


Diagnostic  Methods,  A Guide,  for  History  Taking, 
Making  of  Routine  Physical  Examinations,  and 
the  Usual  Laboratory  Tests  Necessary  for  Stu- 
dents in  Clinical  Pathology,  Hospital  Internes, 
and  Practising  Physicians.  By  Herbert  Thomas 
Brooks,  A.  B.,  M.  D.,  Professor  of  Pathology, 
University  of  Tennessee.  Second  Edition.  Cloth, 
82  pages,  $l.t)0.  C.  V.  Mosby  Co.,  St.  Louis. 

This  is  a very  practical  and  well  considered 
handy  book  of  reference  to  have  on  the  desk  and 
its  title  is  fully  descriptive  of  its  contents. 

Winslow. 
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RECENT  ADVANCES  IN  OUR  KNOWL- 
EDGE OF  CARCINOMA. 

By  J.  Earl  Else,  Ph.  G.,  M.  S.,  M.  D. 

PORTLAND,  ORE. 

Associate  in  Pathology  in  the  Medical  Depart- 
ment of  the  University  of  Oregon;  Pathologist  to 
the  Multnomah  County  Hospital. 

Great  advancement  in  our  knowledge  of  the 
etiology  of  carcinoma  has  been  made  in  recent 
years,  even  though  the  causative  factor  or  factors 
are  not  yet  known.  But  a few  years  ago  Cohn- 
heim’s  theory  that  tumors  developed  from  cells 
misplaced  during  the  process  of  development  was 
generally  held.  Regarding  carcinoma,  Cohnheim 
believed  it  had  certain  areas  of  predilection  because 
at  these  particular  areas  two  types  of  epithelium 
came  together  and  hence  there  would  be  a greater 
opportunity  for  the  misplacement  of  cells,  as  for 
example  on  the  lips  and  at  the  cervix  of  the  uterus. 
It  was  soon  discovered,  however,  that  the  burn  of 
the  lip  of  the  smoker  was  the  determining  factor 
and  that  laceration,  especially  if  accompanied  by 
eversion  of  the  cervix  mucosa,  strongly  predis- 
posed to  carcinoma  of  the  cervix.  Certain  irritants 
were  found  to  produce  carcinoma  in  certain  defi- 
nite locations  as,  for  example,  carcinoma  of  the 
scrotum  in  the  chimney  sweeps  and  carcinoma  of 
the  bladder  in  aniline  workers.  Next,  Stoerk 
showed  that  the  Grawitz  tumor,  or  so-called 


hypernephroma,  was  a primary  kidney  tumor  and 
had  no  relation  to  the  adrenal  gland  and  recently 
Dunn  has  proven  that  the  so-called  adrenal  rests  in 
the  kidney  are  for  the  most  part  kidney  lesions. 

Today  the  Cohnheim  theory  is  practically  dis- 
carded and  we  believe  with  Rippert  that  every 
epithelial  cell  can,  under  certain  as  yet  unknown 
conditions,  develop  cancer  cells.  Trauma  un- 
doubtedly is  an  important  determining  factor,  as 
is  seen  in  the  development  of  carcinoma  of  the 
breast  following  an  injury,  the  cancer  of  the  lip 
at  the  point  of  the  burn,  the  cancer  of  the  skin 
at  the  place  burned  by  the  x-ray  or  where  xer- 
oderma pigmentosa  has  resulted  from  exposure  to 
the  rays  of  the  sun.  Chemical  irritants  may  pro- 
duce cancer,  as  is  seen  in  the  chimney  sweeps  and 
aniline  workers  already  mentioned  and  to  which 
may  be  added  the  skin  carcinoma  of  the  tea  work- 
ers and  the  carcinoma  of  the  extremities  and  tes- 
ticles in  the  paraffin  workers.  Chronic  irritative 
lesions,  such  as  are  seen  in  the  skin  about  fissures, 
or  about  a sinus  discharging  an  irritating  secre- 
tion, or  at  the  cervix  in  the  presence  of  lacerations 
with  eversion  of  the  cervix  mucosa,  or  in  ulcer  of 
the  stomach,  serve  as  factors  for  the  development 
of  cancer. 

The  factors  mentioned,  while  important  in  the 
development  of  cancer,  are  not  actual  causative  fac- 
tors. It  is  months  after  the  trauma  to  the  breast  be- 
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fore  cancer  develops  or  it  may  be  years  after  the 
burn  of  the  lip  before  tbe  malignant  process  is  seen. 
With  the  chemical  irritants  it  is  only  after  a long 
period  of  time  that  carcinoma  develops  and,  if 
previous  to  its  development  the  irritant  be  re- 
moved, any  benign  growth  that  may  have  formed 
will  usually  spontaneously  disappear,  showing 
there  is  something  more  than  the  chemical  irrita- 
tion that  produces  the  malignant  growth. 

There  are  two  theories  to  explain  the  relation- 
ship of  trauma  or  chronic  irritation  to  the  develop- 
ment of  carcinoma.  First,  by  overstimulation  the 
inherent  power  of  epithelial  cells  to  form  cancer 
cells  is  developed;  and,  second,  by  lowering  the 
resistance  of  the  part  involved,  or  by  furnishing 
an  atrium  for  the  entrance  of  infection  or  both, 
acting  merely  as  a localizing  factor  for  an  infective 
agent.  According  to  this  latter  theory,  just  as  the 
abrasion  on  the  surgeon’s  hand  is  not  the  cause 
of  the  septicemia  but  the  streptococcus  which  en- 
ters through  that  abrasion,  so  the  trauma  or 
chronic  irritation  is  the  localizing  instead  of  the 
causative  factor. 

Virchow,  in  1888,  spoke  of  the  possibility  of  a 
specific  cancer  bacillus.  Although  this  was  thought 
of  only  as  a possibility,  a careful  study  of  the 
clinical  history  of  the  cases,  the  occurrence  and 
distribution  of  cancer  and  the  results  of  animal 
experimentation  all  tend  to  confirm  the  supposi- 
tion. 

Clinically  the  symptoms  of  cancer  are  loss  of 
appetite,  anemia,  loss  of  weight,  leucocytosis,  al- 
buminuria and  often  fever.  These  symptoms  are 
those  produced  by  toxic  substances  and  are  the  same 
as  are  seen  in  the  more  chronic  infections. 

Recently  much  work  has  been  done  in  studying 
the  occurrence  and  distribution  of  cancer.  Soe- 
gaard,  in  Norway,  found  certain  cancer  districts, 
in  some  of  which  the  occurrence  was  as  high  as 
9.1  per  cent.  Out  of  ninety-seven  people  in  four 
“cancer  families,”  nineteen  or  19.1  per  cent,  de- 
veloped cancer.  In  six  different  families,  in  which 
one  of  the  parents  had  cancer  and  in  which  part 
of  the  children  lived  at  home  and  part  away  from 
home,  the  children  at  home  showed  a certain  per- 
centage which  developed  cancer,  while  all  of  those 
away  from  home  remained  free  from  cancer.  He 
mentions  one  case  in  which  two  years  after  a man 
was  married  he  died  of  cancer.  During  his  illness 
his  wife’s  sister  came  to  help  care  for  him.  After 
the  man’s  death  the  two  sisters  lived  together  in 
the  same  house  and  slept  in  the  bed  which  the  man 
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occupied  previous  to  his  death.  Later  both  sisters 
died  of  cancer.  No  one  else  lived  in  the  house. 

Experimentation  upon  animals  has  added  much 
to  our  knowledge,  although  it  has  not  given  as 
much  information  as  was  at  first  expected.  It  has 
been  shown  that  the  different  species  of  animals 
have  carcinomas  specific  to  the  species.  That  is,  the 
carcinoma  of  white  mice  cannot  be  transmitted  to 
rats.  In  fact,  carcinoma  is  to  a certain  extent 
specific  to  certain  strains  within  the  species.  Thus 
carcinoma  in  a given  strain  of  white  mice,  which 
can  be  easily  transplanted  from  one  to  another,  is 
found  to  be  very  difficult  of  transplantation  into 
another  strain  of  white  mice.  Often  when  one 
hundred  are  injected,  only  one  or  two  will  develop 
carcinoma.  However,  after  the  cancer  has  been 
passed  through  a few  generations  it  overcomes  the 
resistance  of  the  new  strain,  so  it  can  be  easily 
transplanted. 

The  fact  that  carcinoma  can  not  be  transplanted 
from  one  species  to  another  and  is  transplanted 
with  difficulty  from  one  strain  to  another  in  the 
same  species,  does  not  prove  anything,  for  bacteria 
are  found  that  are  specific  to  certain  species  and 
that  are  sometimes  difficult  to  transmit  from  one 
strain  to  an  unlike  strain  in  the  same  species.  Fur- 
ther, the  fact  that  cancer  can  be  transplanted  from 
one  animal  to  another  of  the  same  strain,  as  is 
usually  done,  proves  nothing,  for  the  cells  are  trans- 
planted as  well  as  any  infective  organism  that 
might  be  present.  Thus,  while  the  majority  of 
the  work  done  has  but  little  bearing,  there  has 
been  some  done  that  is  of  value. 

Peyton  Rous  has  been  able  to  produce  sarcoma 
in  hens  through  the  injection  of  an  extract  of 
hen  sarcoma  filtered  through  a Berkefeld  filter 
of  the  size  that  would  remove  the  bacillus  prodi- 
giosus,  and  Haaland  produced  a mouse  cancer  b> 
injecting  its  filtered  extract.  In  these  cases  the 
causative  factor  was  an  agent  that  would  pass 
through  the  filter  and  the  new  tumor  was  not  a 
transplantation  of  the  old.  Fibiger  has  been  able 
to  produce  a carcinoma  in  the  stomach  in  rats  bv 
feeding  them  upon  cockroaches  infected  with  the 
spiroptera,  a nematode.  The  cancer  thus  produced 
forms  metastasis  and  shows  all  the  characteristics 
of  cancer.  On  section  the  spiroptera  are  found  in 
the  tumor.  In  fact,  it  was  the  finding  of  the  spir- 
optera in  the  cancer  found  accidentally  in  the  stom- 
ach of  the  rat,  that  led  him  to  the  discovery  that 
spiroptera  produce  these  cancers. 

A careful  study  of  all  the  results  obtained  from 
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animal  experimentation  in  this  field  is  very  sug- 
gestive that  the  infection  theory  is  the  true  one, 
yet  we  must  not  forget  that,  as  Wassermann  has 
pointed  out,  “mouse  cancer  is  not  human  cancer.” 
To  this  might  be  added  that  avian  tuber- 
culosis is  not  human  tuberculosis,  although 
there  is  even  more  in  common  than  between  the 
carcinoma  of  man  and  the  mouse.  Man  is  immune 
to  certain  organisms  that  are  pathogenic  to  animals 
and  animals  are  immune  to  certain  organisms  that 
are  pathogenic  to  man. 

There  have,  however,  been  some  instances  of 
partial  success  in  the  transmission  of  tumors  from 
man  to  animals.  Werner  transplanted  a section 
from  carcinoma  of  the  upper  jaw  into  a dog  and 
obtained  a squamous-celled  carcinoma.  Dagonet 
and  Mauclaire  injected  carcinoma  of  the  colon 
into  a dog  and  obtained  a sarcocarcinoma.  C. 
Lewin,  upon  the  injection  of  an  ovarian  carcinoma 
into  a dog,  obtained  a sarcoma  that  was  trans- 
planted through  twelve  generations. 

The  study  of  carcinoma  from  the  clinical  point 
of  view,  from  the  standpoint  of . occurrence  and 
distribution  and  from  the  standpoint  of  animal 
experimentation,  are  very  suggestive  of  the  infec- 
tion theory  but  a pathologic  study  of  the  tumors 
themselves  brings  out  certain  points  which  are  very 
difficult  to  understand  on  this  basis.  Thus,  the 
same  type  of  epithelial  cells  may  produce  different 
type-carcinomas,  as  for  example  the  glandular, 
scirrhous,  round-cell  and  colloid  carcinoma 
which  may  all  develop  in  the  stomach. 

Further  metastasis  always  shows  the  same 
type-growth  as  is  seen  in  the  original 

tumor,  showing  that  there  must  have  been 
a transplantation  of  cells.  It  might  be  explained 
on  the  basis  of  the  infection  theory  that  different 
organisms  produce  different  types  of  growth  and 
that  the  continued  action  of  the  organism  is  re- 
quired to  continue  the  growth,  so  that,  when  meta- 
stasis occurs,  there  is  not  only  a transplantation  of 
cells  but  of  organisms  also.  At  present,  however, 
there  is  no  proof  to  bear  out  this  theory. 

One  of  the  great  difficulties  that  has  been  in  the 
way  of  progress  in  discovering  the  cause  of  car- 
cinoma has  been  the  tendency  to  place  all  tumors 
in  one  class  and  hunt  for  a causative  agent  that 
would  explain  the  whole  group.  Just  as  in  times 
past  in  the  study  of  infectious  diseases  we  have 
found  that  the  terms  applied  included  groups  of 
maladies  instead  of  individual  disease,  so  do  our 
present  terms,  as  applied  to  tumors,  include 


groups  of  tumors  and,  until  we  study  isolated 
types  to  find  the  cause  of  each  individual  type,  we 
can  not  expect  to  obtain  the  desired  results. 

In  conclusion,  although  the  immediate  cause 
of  cancer  is  unknown,  the  following  theories  ap- 
pear to  have  been  proved. 

1.  Any  epithelial  cell  may  under  certain  condi- 
tions develop  cancer  cells. 

2.  In  at  least  a portion  of  the  cancer  group 
there  is  a contagious  element  and  the  process  can 
be  and  is  transmitted  from  one  person  to  another. 

3.  Infective  organisms  play  a part  in  the  eti- 
ology of  some  cases  but  whether  they  have  a spe- 
cific action  or  merely  furnish  the  necessary  chronic 
stimulus  to  cause  malignant  proliferation  of  epi- 
thelial cells,  is  not  known. 

4.  Trauma,  chemical  irritation  and  chronic 
irritation  of  all  other  types  are  of  etiologic  im- 
portance. 

THE  EARLY  DIAGNOSIS  OF  CANCER.* 
By  C.  J.  Brobeck,  M.  D. 

TACOMA,  WASH. 

Upon  the  early  positive  diagnosis  of  primary 
cancer  depends  the  final  result,  regardless  of  the 
method  of  operative  treatment.  Small  advance 
has  been  made  during  the  past  ten  years  which 
can  be  regarded  as  being  of  any  positive  aid  in 
arriving  at  a proper  diagnosis  at  an  earlier  stage. 

Abderhalden’s  biologic  test  for  cancer,  the  re- 
sult of  the  more  recent  research  work,  although 
of  some  value,  is  still  in  the  experimental  stage 
and  cannot  be  relied  upon  at  the  present  time. 
However,  it  is  to  be  hoped  that  success  may 
crown  the  efforts  of  the  workers  along  this  line 
and  that  we  may  soon  have  a biologic  test  to 
aid  in  arriving  at  an  earlier  diagnosis.  Educa- 
tion of  the  public  at  large  and  also  of  the  medical 
profession  by  cancer  research  propaganda,  enforc- 
ing upon  their  minds  the  need  of  considering 
carefully  all  symptoms  of  the  slightest  suspicious 
nature  as  possibly  due  to  malignancy  until  proven 
otherwise,  has  brought  a large  percentage  of  cases 
to  radical  treatment  at  an  earlier  stage  and  by 
so  doing  has  greatly  increased  our  percentage  of 
cures. 

Bloodgood,  of  Baltimore,  has  published  681 
cases  of  cancer  of  the  breast,  showing  a total 
of  42  per  cent,  of  five-year  cures  of  all  operated 
cases,  whereas  statistics  published  five  years  pre- 

*Read  before  Pierce  County  Medical  Society,  Tacoma,  Wash., 
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viously  show  35  per  cent,  cures.  Among  the 
cases  of  the  first  five  years,  27  per  cent,  were  re- 
jected as  inoperable,  while  of  the  second  five 
years  only  18  per  cent,  were  rejected,  showing  a 
general  tendency  of  cases  to  come  for  advice 
and  treatment  before  becoming  hopelessly  inop- 
erable. 

Complete  or  radical  operations  on  early  cases 
in  Bloodgood’s  series  show  a cure  in  93  per  cent, 
of  cases.  Similar  operations  on  late  cases  show 
only  36  per  cent,  of  cures.  By  early  cases  he 
means  those  which  show  no  evidence  such  as  re- 
traction of  the  nipple  and  adhesions  to  the  over- 
lying  skin,  and  which  cannot,  as  cancer,  be  recog- 
nized except  by  microscopic  examination ; by  late 
cases  those  which  show  retraction  of  the  nipple 
and  adhesions  to  the  skin  and  can  be  recognized 
as  cancer  clinically  before  operation.  Reports 
from  the  Mayo  clinic  as  regards  operative  results 
upon  early  and  late  cases  show  85  per  cent,  of 
cures  in  the  early  cases,  while  in  the  late  cases  are 
only  25  per  cent.  Their  basis  of  classification 
varies  from  that  of  Bloodgood’s  in  that  they  clas- 
sify as  early  those  cases  which  show  no  metas- 
tases  in  the  axillary  lymph  glands,  as  evidenced 
by  microscopic  examinations.  The  late  cases  are 
those  in  which  metastases  are  found  at  the  time 
of  operation. 

This  ratio  of  cures  obtained  in  early  over  late 
cases  is  very  instructive  and  should  be  sufficient 
to  impress  anyone  with  the  importance  of  not 
calling  a tumor  of  the  breast  benign  until  proven 
otherwise.  Any  lump  in  the  breast  should  be 
looked  upon  with  suspicion  and  its  removal  ad- 
vised, preparation  being  made  at  the  time  of  op- 
eration to  do  a radical  operation  if  necessary,  the 
incision  carrying  a wide  margin  of  safety,  whether 
the  entire  growth  is  removed  or  only  a portion 
thereof,  and  a specimen  submitted  for  frozen  sec- 
tion and  immediate  microscopic  examination  as  to 
the  true  nature  of  the  growth  and  treatment  acted 
upon  accordingly.  Positive  diagnosis  can  be  made 
in  only  one  way  and  that  is  by  microscopic  exam- 
ination by  a competent  pathologist,  there  being 
few  surgeons  who  are  able  to  recognize  a malig- 
nant from  a non-malignant  growth  at  an  early 
enough  stage  to  be  of  any  hope  of  a radical  cure. 

The  commonest  types  of  breast  tumors  are  the 
adenoma,  adenocystoma  and  adenofibroma.  The 
course  which  we  are  to  pursue  as  to  treatment 
depends  upon  the  variety  with  which  we  are 
dealing.  The  adenoma  and  adenocystoma  usu- 
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ally  have  a tendency  to  become  malignant  and 
the  period  of  transition  hard  to  detect  even  upon 
microscopic  examination  and  as  such  should  be 
treated  as  if  malignant.  The  adenofibroma,  on 
the  other  hand,  very  rarely  becomes  malignant 
and  can  therefore  be  treated  as  a benign  growth. 
In  cancer  of  the  uterine  cervix  or  fundus,  as  in 
primary  cancer  elsewhere,  our  hope  of  increasing 
our  percentage  of  cures  lies  with  the  establishing  of 
an  early  diagnosis. 

Gynecologic  cases,  presenting,  especially  during 
the  cancer  age,  such  symptoms  as  irregular  bleeding, 
watery  discharge,  proliferating  erosions,  etc., 
should  be  examined  thoroughly  by  every  means 
at  our  disposal.  With  the  constant  thought  that 
we  may  be  dealing  with  a possible  beginning  ma- 
lignancy, with  the  slightest  suspicion  one  should 
remove  a section  and  submit  it  for  microscopic 
examination. 

In  regard  to  the  method  of  obtaining  specimens 
of  the  cervix,  one  should  remember  that,  although 
the  squamous-celled  type  of  carcinoma  arising 
from  the  mucous  covering  of  the  cervix  is  the  com- 
monest, it  is  by  no  means  uncommon  to  have  an 
adenocarcinoma  beginning  in  the  lining  of  the 
cervical  canal,  with  no  visible  signs  beyond  the 
external  os ; therefore,  section  should  include  both 
surfaces  and  be  of  liberal  dimensions.  In  obtain- 
ing specimens  from  the  fundus  of  the  uterus  by 
curettage,  care  should  be  taken  that  all  portions 
of  the  endometrium  be  covered.  Otherwise  much 
dependence  cannot  be  placed  upon  the  pathologic 
report.  J.  M.  Maury,  in  Surg.  Gyn.  and  Obstet., 
states  that  in  his  clinic  only  10  per  cent,  and  in 
Werder’s,  of  Pittsburgh,  35  per  cent,  of  cases  of 
uterine  cancer  were  seen  in  the  operable  stage. 
In  Austria,  where  a campaign  of  education  both 
of  the  public  and  profession  has  been  carried  on, 
the  clinics  of  Schauta  and  Wertheim  show  52  and 
55  per  cent,  of  operable  cases. 

The  term  cancer  age  is  one  which  is  met  with 
frequently  in  the  literature,  meaning  the  climac- 
teric, or  the  declining  years  of  the  organism,  as 
being  the  age  in  which  to  suspect  the  presence  of 
malignancy  in  a new  growth.  In  this  connection, 
Warthin,  in  the  Archives  of  Int.  Med.,  has  pub- 
lished a study  of  2000  cases  of  malignant  neo- 
plasms with  reference  to  their  concurrence  in  the 
young. 

He  reports  a squamous-celled  horny  cancer  of 
the  lobe  of  the  ear  at  the  age  of  four  years;  at 
eleven  vears  a typical  horny  squamous-celled  car- 
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cinoma  of  the  skin  of  the  leg;  in  the  fourteenth 
year  an  adenocarcinoma  of  the  umbilicus ; a 
squamous-celled  carcinoma  of  the  mouth,  a basal- 
celled  carcinoma  of  the  eye,  and  adenocarcinoma 
of  the  stomach  all  before  puberty.  He  also  re- 
ports two  cases  of  cancer  of  the  breast,  both  op- 
erated on  in  the  twenty-third  year,  both  tumors 
having  begun  to  develop  before  the  twentieth 
year.  He  concludes  that  the  tendency  to  malig- 
nant tumors  is  slight  before  sexual  maturity  but 
then  increases  to  the  age  period  of  fifty-eight  to 
sixty-two,  and  with  the  decline  of  the  organism 
the  tendency  to  malignant  neoplasms  decreases. 
This  study  is  a valuable  one  and  teaches  us  not 
to  disregard  cancer  in  the  earlier  periods  of  life 
as  being  improbable  merely  because  the  patient 
is  not  in  or  approaching  the  so-called  cancer  age. 

Conclusions'.  Education  of  the  public  in  order 
that  they  may  consult  their  physicians  earlier. 

Education  of  the  profession  to  consider  all  signs 
and  symptoms  of  the  slightest  suspicious  nature, 
with  the  idea  of  excluding  cancer  from  their 
diagnosis. 

Early  radical  treatment  with  the  least  possible 
delay. 
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SOME  CLINICAL  ASPECTS  OF  CANCER 
OF  THE  STOMACH* 

Bv  George  F.  Koehler,  M.  D. 

PORTLAND,  ORE. 

Associate  in  Medicine  and  Lecturer  on  Diseases  of 
the  Stomach  and  Intestines,  Medical  De- 
partment University  of  Oregon. 

It  is  unnecessary  to  emphasize  the  increasing 
frequency  of  this  disease  and  how  rarely  it  is  diag- 
nosed in  an  early  stage.  Two  questions  of  great 
importance  are  presented.  What  is  the  cause  of 
cancer,  and  is  cancer  curable?  With  reference  to 
the  first  question  we  are  still  in  the  dark.  Patholo- 
gists and  surgeons  after  discussing  the  problem 
hold  directly  opposite  views.  No  doubt  in  time 
to  come  rapid  progress  will  be  made  in  learning 
the  cause  of  cancer  and  when  it  is  found  the  cure 
will  follow.  The  question  of  cure  is  always  upper- 
most in  the  patient’s  mind,  and  the  best  we  can  do 
today  to  relieve  his  anxiety  is  to  tell  him  that 
permanent  relief  can  only  be  procured  by  the  sur- 
geon’s knife,  if  the  growth  be  removed  at  an  early 
period. 

The  whole  problem  is  one  of  early  diagnosis 

‘Read  before  Portland  Citv  and  County  Medical  Society, 
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and  early  operation.  Unfortunately  many  patients 
with  cancer  of  the  stomach  do  not  present  them- 
selves for  treatment  in  the  beginning  of  the  dis- 
ease, and  the  diagnosis  of  the  lesion  at  the  time 
most  favorable  for  the  best  immediate  and  perma- 
nent results  of  an  early  operation  cannot  be  made. 
I he  patient  consults  first  the  family  physician  and 
it  falls  upon  him  to  be  posted  in  regard  to  modern 
advanced  methods  of  diagnosis  which  allow  the 
recognition  of  surgical  lesions  in  this  earlier  and 
more  favorable  period. 

The  facts  are  these:  Earlier  surgical  intervention 
can  be  accomplished  only  by  better  methods  of 
diagnosis.  By  public  education  the  layman  must  be 
made  to  understand  the  meaning  of  initial  signs 
and  symptoms  which  point  to  cancer.  By  publicity 
those  afflicted  may  be  taught  to  consult  a physician 
without  fail  whenever  a tumor  is  noted  or  symp- 
toms of  a deranged  stomach  persist  in  spite  of  treat- 
ment. By  educating  the  general  practitioner  and 
the  specialist  that  they  should  go  hand  in  hand  in 
their  work  with  the  surgeon.  Co-operation  is 
what  is  most  needed  to  insure  better  results.  Sur- 
gical diseases,  more  especially  those  of  the  abdom- 
inal viscera,  should  be  attended  by  the  surgeon,  in 
conjunction  with  the  regular  medical  attendant. 
The  time  to  operate,  if  necessary  at  all,  could  then 
be  arrived  at  mutually  and  timely. 

The  cause  of  cancer  is  unknown  but  the  common 
locations  and  the  conditions  under  which  it  is  most 
likely  to  appear  are  familiar.  There  is  very  likely 
in  every  instance  what  is  known  as  the  precancerous 
period,  pre-existing  local  defect  which  is  benign 
and  in  which  later  there  may  be  a cancerous  de- 
velopment. Many  examples  can  be  cited  in  sup- 
port of  the  theory  which  tends  to  show  that  cancer 
makes  its  appearance  at  points  long  subjected  to 
constant  irritation.  Cancer  of  the  gall-bladder 
nearly  always  follows  the  presence  of  gall-stones. 
The  chimney  sweep  is  especially  subject  to  cancer 
of  the  skin  and  the  pipe  smoker  to  cancer  of  the 
lip.  There  seems  little  doubt  that  many  cancers 
of  the  stomach  develop  from  ulcer,  as  the  relation- 
ship existing  between  ulcer  and  cancer  is  a subject 
of  very  great  clinical  interest. 

From  the  purely  clinical  aspect  it  may  be  said 
that  two-thirds  of  all  cancers  in  the  male  occur 
in  the  alimentary  canal.  From  Rochester  we  are 
told  that,  of  399  cases  of  gastric  cancer  from  which 
the  tissue  containing  the  primary  lesion  was  re- 
sected, 4.8  per  cent,  showed  ulcer  with  doubtful 
cancer  in  the  borders;  15.8  per  cent,  showed  ulcer 
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with  positive  early  cancer  in  the  borders  only  of  the 
lesion ; 36.8  per  cent,  showed  ulcer  with  advanced 
cancer,  while  42.6  per  cent,  showed  cancer  in  which 
the  previous  ulcer  formation  was  doubtful.  It 
seems  probable,  therefore,  that  gastric  cancer  near- 
ly always  develops  at  the  site  of  a previous  ulcera- 
tive lesion  in  the  mucosa.  In  this  connection  it 
would  be  intensely  interesting  to  know  how  much 
time  elapses  from  the  ulcer  to  the  cancer  stage. 
So  far  as  I know  there  is  no  time  limit.  In  this 
regard  it  would  be  difficult  to  obtain  accurate  sta- 
tistics. However,  I am  inclined  to  think  that  in 
many  cases  the  transition  from  ulcer  to  cancer 
takes  place  rapidly,  and  when  cancer  has  once  fast- 
ened itself  upon  the  stomach  the  course  of  the 
disease  to  the  inoperable  period  is  but  a matter  of 
a few  months  duration. 

The  following  case  in  my  own  practice  will  por- 
tray such  a condition.  There  were  none  of  the  usual 
symptoms  of  cancer  except  vomiting.  No  tumor 
could  be  palpated  but  there  was  constantly  present 
a very  pronounced  reaction  to  the  tests  of  the  stom- 
ach contents  and  feces  for  occult  blood.  The  case 
is  of  extreme  clinical  interest  on  account  of  the 
previous  history  and  diagnosis  of  ulcer.  When  the 
patient  first  consulted  me  she  brought  with  her  a 
written  statement  showing  the  stomach  chemistry 
which  was  hyperacid  with  an  exaggerated  amount 
of  free  HC1.  ' Diagnosis,  peptic  ulcer.  The  state- 
ment was  dated  ten  months  previously  and  was 
signed  by  a very  competent  internist. 

M rs.  R.,  aged  32.  Her  parents  are  alive  and 
well ; she  has  one  brother  and  two  sisters  all  living 
and  in  good  health. 

Personal  history:  Four  years  ago  she  had  ty- 

phoid fever;  otherwise  always  enjoyed  good  health. 
Her  weight  two  years  ago  was  160  pounds;  she 
now  weighs  130. 

Present  illness:  She  complains  of  weakness. 

During  the  past  six  months  she  has  vomited  a great 
deal.  The  vomitus  consists  of  sour  liquid  with  a 
slight  acid  smell  usually  small  in  amount  and  is 
brought  up  without  effort.  Palpation  over  the 
gastric  region  reveals  tenderness  but  not  especially 
marked.  There  is  no  tumor.  The  skin  presents 
a yellowish  color.  Examination  of  heart  and  lungs 
negative. 

When  I first  saw  the  patient  examination  of 
stomach  contents  showed  total  acidity  33.  Free 
HC1  absent  with  a marked  reaction  for  lactic  acid 
and  a positive  Weber’s  test  for  occult  blood.  Six 
subsequent  examinations  revealed  similar  findings. 

I advised  exploratory  operation  which  was  made. 
More  than  one-third  of  the  stomach  was  found  in- 
volved in  a cancerous  mass.  Gastroenterostomy 
was  established. 
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Here  is  a case  which  from  a clinical  standpoint 
beautifully  demonstrates  the  transition  of  ulcer  into 
cancer  and  clearly  emphasizes  the  actual  truth  of 
the  fact  that  in  some  cases  at  least  the  transforma- 
tion from  ulcer  to  cancer  may  be  of  alarming  rap- 
idity. If  we  accept  the  fact  that  ulcer  is  the 
mother  of  cancer,  we  should  go  back  one  step  fur- 
ther, consider  the  origin  of  ulcer  and  treat  the 
underlying  cause. 

Strange  to  say,  the  subject  of  hyperacidity  has 
received  little  attention,  yet  the  condition  nearly 
always  precedes  the  occurrence  of  ulcer,  and  his- 
tory study  goes  to  show  that  a large  number  of 
patients  who  suffer  from  this  disorder  have  been 
operated  upon  and  peptic  ulcer  demonstrated.  In- 
vestigation has  shown  that,  while  hyperchlorhydria 
is  common  in  ulcer  of  the  stomach,  it  is  not  con- 
stant. There  seems  to  be  no  good  reason  not  to 
accept  the  statement  of  numerous  writers  that 
hyperacidity  is  very  often  the  result  of  ulcer  pres- 
ent, for  it  is  fair  to  assume  that  the  lesion  may  well 
keep  up  a condition  of  irritation,  leading  to  ex- 
cessive secretion  of  HC1.  Indeed  we  may  say  here 
we  have  a vicious  circle.  The  HC1  is  necessary 
for  the  maintenance  of  the  ulcer  and  prevents  its 
healing.  The  ulcer  in  its  turn  stimulates  the  ex- 
cessive production  of  hydrochloric  acid. 

The  individual  with  a hyperacid  stomach  needs 
attention  by  way  of  diet  regulation,  correction  of 
habits,  etc.  We  may  say  diet  occupies  the  first 
place,  and  what  interests  us  most  is  whether  pref- 
erence should  be  given  to  albumin  which  readily 
combines  acids,  or  to  starches  which  are  less  stim- 
ulating to  the  production  of  HC1.  We  see  little 
mention  made  of  the  use  of  fats  in  the  condition 
under  discussion  but  it  seems  to  me  that  their  use 
is  of  as  much  importance  in  the  diet  of  the  person 
suffering  from  hyperchlorhydria  as  either  of  the 
two  other  nutritive  products.  While  considering 
such  dietetic  measures  as  may  tend  to  diminish  gas- 
tric juice  secretion,  we  must  at  the  same  time  re- 
move from  the  diet  all  those  articles  which  in  them- 
selves possess  the  property  of  stimulating  such  se- 
cretion. 

In  an  address  delivered  before  the  Academy  of 
Medicine  in  this  city  a short  time  ago,  Dr.  E.  C. 
Rosenow,  of  Chicago,  threw  a few  side  lights  on 
the  etiology  of  peptic  ulcer  which  may  cause  a 
change  of  attitude  in  the  profession  toward  the  re- 
lationship of  hyperacidity  to  ulcer.  Convincing 
facts  were  beautifully  shown  by  Dr.  Rosenow  with 
his  streptococcic  injections.  It  may  be  that  an  in- 
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fected  tonsil  as  a factor  of  great  importance  should 
be  carefully  considered. 

It  is  very  easy  to  carry  an  ulcer  case  along  be- 
yond the  operable  period  which  I am  sure  is  fre- 
quently done.  Time  will  show  it  is  quite  possible 
that  early  resection  in  gastric  ulcer  is  going  to 
reduce  the  mortality  of  cancer  of  the  stomach  fifty 
per  cent.  I do  not  wish  to  be  understood  as  advo- 
cating surgery  in  all  cases  of  stomach  ulcer.  It 
would  be  wrong  to  submit  such  patients  to  opera- 
tion without  first  making  sure  they  have  had  proper 
medical  treatment.  In  those  cases,  however,  where 
the  symptoms  persist,  where  hemorrhages  recur 
and  organic  complications  become  manifest,  there 
should  be  no  delay  in  operating.  In  these  border 
line  cases  the  physician  will  do  well  to  associate 
with  himself  in  their  handling  a competent  abdom- 
inal surgeon.  If  this  plan  were  followed  even  from 
the  incipient  stage,  it  would  result  to  the  best  ad- 
vantage of  all  concerned. 

I am  quite  confident  the  only  way  to  reduce 
the  death  rate  of  cancer  is  to  look  on  symptoms  of 
gastric  ulcer  as  the  first  stage  of  gastric  cancer. 
The  more  we  follow  and  restudy  the  histories  of 
our  ulcer  cases,  the  more  will  we  feel  inclined  to 
accept  this  view.  To  prevent  death  from  cancer 
of  the  stomach,  surgery  must  be  an  earlier  resort. 
Would  it  not  be  better  to  operate  too  early  than 
to  permit  the  patient  to  pass  beyond  all  possible 
surgical  help?  Operations  performed  too  early 
are  so  rare  that  one  never  hears  of  them. 

The  lesson  is  a very  plain  one  to  operate  in  time 
if  you  wish  to  do  all  in  your  power  to  save  the 
patient.  The  question  is,  how  will  this  be  done? 
In  my  opinion  by  recognizing  early  the  minimum 
symptoms  which  will  allow  one  to  explore  the 
abdomen.  Inasmuch  as  we  can  not  be  certain  of 
the  diagnosis  as  to  when  carcinomatous  infiltration 
begins  or  the  process  of  ulcer  repair  ends,  and  until 
more  certain  methods  of  diagnosis  are  available, 
exploratory  incisions  should  be  urged  in  all  persons 
over  thirty-five  years  of  age  having  pronounced 
gastric  symptoms  which  are  not  relieved  after  six 
weeks’  treatment ; if  there  be  a history  of  loss  of 
weight,  an  absence  of  free  HC1  in  the  gastric  con- 
tents, occult  blood  in  the  stools,  and  especially  if 
there  be  a history  of  cancer  in  the  family.  The 
only  hope  for  cure  of  cancer  rests  on  the  recognition 
and  complete  removal  of  the  precancerous  lesion. 
Waiting  for  the  cardinal  signs  simply  means  de- 
creasing the  chances  of  a cure. 

It  is  true  that  many  malignant  growths  of  the 


digestive  tract  have  already  passed  the  operable 
stage  when  we  first  see  them.  This  is  especially 
apt  to  happen  when  the  body  of  the  stomach  is  the 
seat  of  onset.  Here  the  symptoms  so  frequently 
are  practically  nil  that  the  patient  is  doomed  from 
the  beginning.  The  individual  with  a cancer  of 
the  pylorus  is  fortunate  to  get  obstruction  because 
this  will  result  in  earlier  operation.  Statistics  show 
that  a large  number  of  patients  with  cancer  give  a 
history  of  symptoms  from  which  they  have  suffered 
for  from  one  to  two  years  and  longer.  Usually  the 
symptoms  are  those  of  ulcer,  the  practical  point 
being  this : Do  not  dismiss  your  ulcer  patients  too 

soon ; keep  them  under  observation ; watch  the  end 
results  of  medical  treatment  and,  when  the  slight- 
est symptoms  which'  justify  exploratory  operation 
appear,  do  not  delay. 

I cannot  but  feel  that  careful  search  should  be 
made  for  indications  for  a surgical  diagnosis  in  all 
chronic  gastric  diseases,  where  symptoms  persist 
or  attacks  recur  in  spite  of  efficient  medi- 
cal treatment.  In  the  hands  of  a compe- 
tent surgeon  early  exploratory  operation  is 
not  only  the  proper  procedure  in  doubt- 
ful cases,  but  is  safe  and  will  result  in  sav- 
ing human  life  more  often  by  permitting  a correct 
diagnosis  to  be  made  early,  than  can  possibly  be 
achieved  by  any  laboratory  findings.  Every  physi- 
cian is  necessarily  interested  in  the  various  tests 
for  cancer  which  from  time  to  time  have  been  ad- 
vanced as  the  result  of  scientific  research.  How- 
ever, there  is  no  test  which  is  proved  to  be  pathog- 
nomonic. Expert  laboratory  methods  as  an  aid  to 
diagnosis  are  of  enormous  value  but,  as  a rule,  are 
not  needed  to  make  a surgical  diagnosis.  Thexlini- 
cian  who  does  not  operate  must  familiarize  himself 
with  the  best  methods  which  will  enable  him  to 
differentiate  surgical  from  medical  lesions  without 
any  particular  relation  to  the  exact  surgical  lesion 
present,  in  order  to  be  in  position  to  refer  the  pa- 
tient to  the  surgeon  in  the  beginning  and  not  wait 
for  late  S5'mptoms  which  make  the  prognosis  so 
grave. 

There  is  no  doubt  that  in  many  instances  we  are 
handicapped  in  the  earlier  stages  of  cancer  of  the 
stomach  by  an  absence  of  clinical  evidence.  There 
is  one  point  worth  emphasizing  here  and  that  is  the 
great  value  of  a clinical  history  which  carefully 
records  all  the  symptoms  at  the  onset  of  the  trouble 
as  well  as  the  present  conditions.  The  clinical 
course  of  the  disease  should  be  studied  step  by  step 
in  detail  until  we  have  before  us  all  possible  evi- 
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dence  relating  to  history,  etc.  A careful  study  of 
the  previous  health  of  the  patient  going  back  over 
years  is  of  the  utmost  importance.  How  much 
time  does  the  average  physician  spend  in  taking  the 
case  history? 

In  this  hurried  review  of  the  subject,  I will  at- 
tempt only  to  mention  aids  to  diagnosis  easy  of 
application  and  always  available.  Conspicuous 
among  the  most  neglected  available  methods  is  pas- 
sage of  the  stomach  tube,  and  estimation  of  the 
amount  and  characteristics  of  the  stomach  contents. 
The  general  practitioner,  while  he  cannot  employ 
in  his  every  day  work  the  tedious  exact  and  often 
difficult  methods  of.  scientific  research,  has  no  ex- 
cuse to  offer  for  not  making  use  of  this  very  im- 
portant factor  in  diagnosisi — the  stomach  tube. 
It  would  be  no  waste  of  effort  on  his  part  if  the 
examination  of  the  stomach  contents  were  made  as 
much  a routine  in  his  daily  work  as  the  analysis  of 
the  urine. 

In  carcinoma  of  the  stomach  the  contents  are 
thick,  large  undigested  particles  of  food  being  pres- 
ent. The  mixture  has  a strong  acid,  rancid  odor. 
It  separates  readily  into  three  layers  with  solids  at 
the  bottom  and  top,  with  liquid  in  the  center.  Very 
often  we  get  coffee  grounds  with  it. 

When  ulceration  is  present  and  small  hemor- 
rhages take  place,  the  contents  look  not  unlike 
feces.  An  appearance  like  this  is  rather  pathog- 
nomonic of  cancer. 

The  characteristic  microscopic  feature  of  cancer 
of  the  stomach  is  the  Boas-Oppler  bacillus.  Taken 
in  connection  with  the  conditions  already  described 
their  presence  helps  to  form  the  clinical  picture  of 
cancer.  However,  a few  isolated  bacilli  have  no 
diagnostic  significance.  With  their  appearance 
there  is  usually  disappearance  of  HC1  and  lactic 
acid  makes  itself  manifest. 

Evidence  of  considerable  importance  may  be  ob- 
tained by  the  examination  of  the  stools  for  occult 
blood.  In  every  case  of  suspected  ulcer  or  cancer 
it  should  be  the  duty  of  the  physician  to  make  a 
thorough  and  careful  examination  of  the  feces  after 
an  absolutely  meat-free  diet  for  at  least  two  days. 
Tests  for  occult  blood  are  of  immense  clinical  value 
and  will  help  to  make  the  diagnosis  relatively  early. 
Malignant  growths  of  the  gastrointestinal  tract 
give  fairly  constant  and  markedly  positive  reactions 
for  blood.  It  is  more  than  likely,  when  nearly 
every  stool  gives  a strong^  positive  reaction,  that 
cancer  will  be  found.  When  the  blood  findings  are 
intermittent  and  less  marked,  ulcer  is  the  most 
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probable  causative  factor  and,  in  the  case  of  ulcer 
under  treatment,  the  blood  usually  disappears  from 
the  stools. 

This  diagnostic  sign  will  differentiate  between 
cancer  and  ulcer.  In  my  opinion  a careful  and 
painstaking  examination  of  the  stools  that  have  been 
prepared  is  one  of  the  most  valuable  aids  to  diag- 
nosis. Statistics  show  that  in  about  ninety  per  cent, 
of  cases  of  gastrointestinal  cancer  blood  may  be  dis- 
covered in  the  stools.  There  is  no  real  technical 
difficulty  encountered  in  the  examination  of  the 
feces  and  there  is  no  reason  why  this  method 
as  a means  of  obtaining  valuable  diagnostic  in- 
formation should  not  receive  more  attention  at 
the  hands  of  the  general  practitioner. 

Another  point  is  to  examine  the  blood  serum  with 
the  object  of  discovering  the  hemolytic  reaction. 
An  active  hemolytic  reaction  may  be  degarded  as 
characteristic  of  cancer.  This  is  especially  true  if 
tuberculosis  be  excluded. 

I wish  to  say  a wrord  with  reference  to  the  symp- 
tom pain,  many  cases  of  stomach  cancer  being  pain- 
less. I believe  this  symptom  as  a danger  signal 
is  overestimated  and  is  of  no  real  clinical  value,  be- 
ing present  only  in  the  advanced  stages  of  the  dis- 
ease. The  thought  so  frequently  expressed  that 
nothing  can  be  radically  wrong  in  the  stomach  if 
there  be  no  pain  in  this  region  is  erroneous.  I 
have  here  x-ray  photographs,  taken  by  Dr.  Ralph 
Walker,  of  two  cases  of  cancer  of  the  stomach 
coming  under  my  observation  within  the  last 
month,  in  which  practically  the  only  symptoms  that 
occurred  was  a persistent  regurgitation  of  food, 
there  being  no  pain,  yet  you  can  plainly  see  the  ad- 
vanced stage  of  the  disease. 

The  course  of  the  disease  is  not  necessarily  a slow 
one.  I am  more  and  more  inclined  to  believe  the 
malady  nearly  always  is  an  acute  process  and  the 
onset  is  more  or  less  sudden.  In  both  cases  here 
pictured  the  duration  of  illness  extended  over  a 
period  of  from  six  to  eight  weeks.  In  the  majority 
of  cases  the  beginning  of  the  disease  can  be  defi- 
nitely fixed.  The  patient  dates  the  trouble  from 
an  attack  of  grippe  or  ptomain  poison  following  a 
certain  meal.  It  is  not  difficult  to  understand 
how  easy  it  would  be  to  make  these  patients  com- 
fortable by  medical  means  under  a diagnosis  of  gas- 
tric neurosis  or  some  similar  diagnosis,  until  they 
go  far  beyond  the  operative  stage. 

Among  the  modern  methods  of  diagnosis  and  one 
that  in  the  future  is  going  to  play  a role  of  vast 
importance  is  the  employment  of  the  x-rays.  It 
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is  a simple  and  accurate  method  of  observing  the 
presence  of  obstructive  disease,  being  of  value  in 
directly  diagnosing  growths  in  the  stomach  walls. 
There  is  so  much  valuable  confirmatory  evidence 
to  be  gained  by  the  x-ray  method  of  examination 
that  a positive  diagnosis  should  never  be  made  de- 
pending entirely  on  clinical  methods  alone. 

Before  bringing  my  paper  to  a close  I would 
like  to  refer  to  the  clinical  report  of  1000  cases  of 
cancer  of  the  stomach  by  Dr.  Friedenwold,  and 
mention  some  of  his  conclusions  in  the  study  of  this 
very  large  series  of  cases.  He  says  of  patients  suf- 
fering with  various  gastric  disturbances  9,6  per 
cent,  are  affected  with  cancer,  while  but  7.8  per 
cent,  have  ulcers.  The  largest  proportion  of  can- 
cers occur  between  40  and  60  years  of  age.  The 
greatest  number  of  cases  occur  in  males,  588  against 
412  in  females.  The  average  duration  of  life  is 
less  than  one  year.  Of  all  patients  affected  with 
gastric  cancer  there  is  an  hereditary  history  in  9.4 
per  cent.  Periods  of  improvement  including  gain 
in  weight  are  not  uncommonly  observed.  A di- 
rect history  of  former  ulcer  is  given  by  7 per  cent. 
An  overindulgence  of  food  or  drink  can  be  obtained 
in  about  half  the  number  of  cases. 

The  prominent  symptoms  in  the  1000  cases 
studied  are  as  follows : Anorexia  and  vomiting 

present  in  89  per  cent.,  epigastric  pain,  more  or  less 
marked  in  83  per  cent. ; hematemesis  present  in  25 
per  cent. ; occult  blood  in  92.5  per  cent.  A tumor 
was  sufficiently  advanced  to  be  palpable  in  72  per 
cent.  The  absence  of  free  HC1  is  listed  as  a fre- 
quent sign,  being  noted  in  89  per  cent.  Lactic  acid 
is  present  in  81  per  cent.;  Boas-Oppler  bacilli  in 
79  per  cent. ; coffee  ground  contents  in  61  per  cent. 

Knowing  the  frequency  of  cancer  of  the  stomach, 
the  importance  of  a thorough  determination  of  the 
cause  of  all  so-called  dyspeptic  attacks  cannot  but 
be  impressed  upon  us.  Realization  that  in  its 
earlier  stages  it  is  practically  a local  disease  and  as 
such  can  be  cured  makes  it  imperative  that  we  con- 
sider the  dyspeptic  and  examine  in  detail  with  the 
hope  for  recognizing,  whenever  possible,  the  condi- 
tion at  a time  when  something  of  value  can  be  done. 

Stevens  Building. 

FLATFOOT. 

Referred  pain  in  flatfoot  and  in  weak  feet  is  being 
constantly  overlooked,  according  to  M.  Strunsky, 
New  York  (Journal  A.  M.  A.,  J'uly  3,  1915),  especial- 
ly when  the  referred  pain  is  in  a remote  part  of  the 
body,  or  when  the  arches  are  normal  to  all  appear- 
ance. The  cure  of  the  pain  by  proper  support  given 
to  the  arches  shows  that  it  must  be  due  to  arch 
strain. 
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By  William  B.  McCreery,  M.  D. 

TACOMA,  WASH. 

The  accepted  treatment  for  cancer  is  surgical 
removal.  Beyond  a doubt,  if  every  cancer  were 
recognized  early  and  the  proper  surgical  procedure 
applied,  the  cures  should  approximate  100  per 
cent.  This  is  the  goal  toward  which  the  medical 
profession  should  earnestly  strive.  But  too  often 
malignant  disease  is  not  recognized  early.  It  may 
originate  in  the  hidden  cavities  of  the  body,  as 
stomach  or  gall-bladder  and  its  early  symptoms 
may  be  masked. 

Then,  there  is  the  natural  inertia  of  the  pa- 
tient to  complicate  the  problem.  Lilienthal1  found 
that,  after  the  first  discovery  of  a tumor  or  first 
appearance  of  suspicious  symptoms,  men  waited  on 
the  average  12.2  months  before  consulting  a sur- 
geon and  the  women  11.9  months.  This  is  a de- 
lay of  a year  in  a matter  of  vital  importance  to 
the  patient.  Finally  the  medical  profession,  as  a 
body,  are  not  on  the  alert  to  detect  the  earliest 
signs  of  malignancy  and  too  often  the  disease  pro- 
gresses almost  before  our  very  eyes.  To  the  tardy 
patient  who  presents  himself  with  a marked  prim- 
ary focus  and  possible  single  or  multiple  metasta- 
ses  what  can  surgery  offer?  In  the  compass  of  this 
paper  a few  of  the  more  recent  developments  in 
cancer  therapy  will  be  taken  up. 

Chemotherapy.  One  great  hope  in  treatment 
has  been  its  destruction  by  chemical  means.  The 
wonderful  success  of  salvarsan  as  a selective  chem- 
ical agent  has  stimulated  this  work.  Attempts 
have  been  made  to  find  chemical  preparations 
which  have  a special  affinity  for  cancer  cells.  In 
1911  Wassermann  published  a report  on  the 
treatment  of  rat  tumors  by  intravenous  injections 
of  compounds  of  selenium.  Others  followed 
with  experiments  with  different  compounds  on 
animals.  The  claim  was  made  that  rat  tumors 
were  destroyed  by  collodial  solutions  of  the  heavy 
metals  as  selenium,  vanadium  and  copper.  Then 
the  statement  was  made  that  human  tumors  were 
favorably  influenced  by  similar  compounds  and  a 
number  of  preparations  have  been  put  on  the  mar- 
ket by  pharmaceutical  houses  with  extravagant 
claims. 

Recently  a resume  of  chemotherapy  and  tumors 
was  given  by  Richard  Weil2.  His  points  briefly 
are  that  animal  experiments  show  that  only  the 

*Read  before  Pierce  County  Medical  Society,  Tacoma,  Wash., 
June  8,  1915. 
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larger  transplanted  tumors  with  necrotic  centers 
have  been  affected  by  the  treatment  with,  chemical 
preparations ; that  these  tumors  naturally  tend  to 
absorption ; that  smaller  tumors  are  not  influenced 
by  the  treatment.  Moreover,  the  treatment  is 
highly  toxic.  More  than  one-half  of  the  esti- 
mated lethal  dose  must  be  administered.  In  one 
series  about  95  per  cent,  of  animals  died  from  the 
treatment.  Moreover,  to  obtain  full  effect  injec- 
tion must  be  given  intravenously.  Manifestly  it 
is  impossible  to  apply  analagous  treatment  to  hu- 
mans. The  human  dose  must  be  much  less  toxic 
than  the  animal.  Thus  one  important  factor  in 
treatment  is  removed.  The  small  injection  may 
be  actually  stimulating  to  the  cancer  cells.  More- 
over, the  clinical  results  of  treatment  consist  in 
such  partial  successes  as  variation  in  the  size  of 
tumor,  variation  in  the  density  of  tumor  or  the 
relief  of  subjective  symptoms  such  as  pain,  etc. 
These  are  phenomena  associated  with  the  normal 
evolution  and  growth  of  tumors  and  are  not  per- 
manently curative.  Weil’s  conclusion  is  that  the 
treatment  of  tumors  by  chemical  preparations  in- 
jected into  the  body  has  not  the  slightest  claim  to 
effectiveness. 

Treatment  by  Radio-active  substances  such  as 
X-Ray  and  Radium.  Radium  is  having  the  same 
extravagant  exploitation  as  the  x-ray  ten  years  ago. 
The  action  of  radium  is  practically  the  same  as 
that  of  the  x-ray.  Superficial  tumors  as  epithe- 
liomata  may  be  cured  by  it.  There  is  always  the 
danger  of  too  weak  or  insufficient  treatment. 
Such  treatment  may  irritate,  not  destroy,  and  may 
actually  cause  acceleration  of  tumor  growth.  In 
large  or  deep-seated  growths  large  quantities  of 
the  rontgen  ray  of  high  penetrating  power  may 
be  used.  The  Coolidge  x-ray  tube  gives  an  output 
of  great  energy,  whose  penetrative  power  can  be 
made  comparatively  constant.  Sole  leather  or 
aluminum  filters  are  used  to  protect  the  skin. 
These  procedures  greatly  increase  the  efficiency 
and  control  of  the  x-ray  in  the  treatment  of  malig- 
nant disease.  By  the  x-ray  the  growth  of  deep 
tumors  may  be  inhibited.  One  clinician  reports 
malignant  disease  of  the  mediastinum  held  in  abey- 
ance a year.  Another  reports  malignant  growth 
in  the  pelvis  greatly  reduced  in  size  and  a fixed 
uterus  made  movable.  As  a prophylactic  against 
recurrence  consensus  of  opinion  is  that  the  x-ray 
is  of  value. 

Briefly  it  may  destroy  superficial  and  may  inhibit 
deep-seated  growths.  Rontgen  rays  can  never  sup- 
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plant  surgery  but  can  supplement  it  to  a valuable 
degree.  Radium  is  of  particular  use  in  inaccessible 
parts  of  the  body  as  esophagus,  bladder  or  body  of 
the  uterus.  It  can  destroy  small  growths  but  it 
is  impossible  for  it  to  control  large  or  dissemi- 
nated tumors.  Here  the  words  of  W.  J.  Mayo 
are  of  interest3.  “I  have  talked  with  many  men  of 
experience  in  the  great  clinics  and  few  have  ex- 
hibited faith  in  the  curative  properties  of  these 
agents  (radio-active  substances),  in  deep-seated  or 
advanced  growths,  although  all  have  seen  super- 
ficial growths  cured.  It  is  evident  that  radio- 
active substances  have  a greater  influence  on  sar- 
comas than  on  carcinomas,  but  few  cases  of  sar- 
comas have  been  reported  in  which  the  cure  has 
lasted  as  long  as  four  years.  It  would  seem, 
therefore,  that  these  agents  were  capable  of  curing 
permanently  small  superficial  carcinomas  and  of 
causing  about  30  per  cent,  of  sarcomas  to  disap- 
pear. As  palliation  is  often  marked  and  the  use 
of  radio-active  substances  subjects  the  patient  to 
little  discomfort,  the  field  of  application  in  such 
cases  is  broad,  but  these  agents  should  not  be  used 
in  early  growths  curable  by  operation.” 

Treatment  by  Cautery.  One  distinct  advance 
in  treatment  of  inoperable  cancer,  especially  of  the 
uterus  is  the  cautery  method  of  J.  F.  Percy.4  He 
maintains  that  heat  is  one  of  the  most  efficient 
means  of  destroying  cancer  cells.  Malignant  cells 
are  more  susceptible  to  heat,  are  more  easily  de- 
stroyed than  normal  cells.  From  experiments  of 
different  observers  it  appears  that  cancer  is  de- 
stroyed when  the  temperature  of  the  mass  is  raised 
to  from  between  122°  and  131.9°,  while  the  vital- 
ity of  normal  cells  is  uninjured  unless  the  temper- 
ature exceeds  between  131°  and  140°.  To  obtain 
this  degree  of  heat  Percy  uses  the  electro-cautery, 
whose  temperature  can  be  exactly  regulated  in  con- 
junction with  a water-cool  vaginal  speculum  to  pro- 
tect the  surrounding  tissues.  He  aims  to  coag- 
ulate, not  carbonize  the  tissues.  If  properly  done, 
there  should  be  no  smoke  or  smell  of  burning  tis- 
sue. The  iron  should  not  be  hot  enough  to  scorch 
a pledget  of  cotton  even  after  a half  hour’s  contact. 
If  necessary,  two  or  three  applications  of  heat  may 
be  made  at  different  times.  The  abdomen  may 
be  opened  and  the  heat  controlled  by  hand  in  the 
abdomen.  The  uterus  should  be  just  hot  enough 
so  that  the  gloved  hand  cannot  hold  it.  In  inop- 
erable cancer  of  the  uterus  or  as  a preliminary  to 
hysterectomy  this  method  is  most  valuable.  This 
seems  to  be  a method  that  will  add  years  of  life 
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to  otherwise  hopeless  sufferers.  There  is  no  reason 
why  this  treatment  cannot  be  applied  to  any  other 
accessible  cancer. 

Two  Stage  Operations.  Crile5  makes  a special 
point  of  the  value  of  two-stage  operations  on  certain 
cancers.  Often  the  cancer  patient  is  not  a good  risk 
for  an  extensive  operation.  In  such  cases,  if  the 
operation  be  divided  into  twTo  stages,  the  mortality 
is  decreased.  He  mentions  cancer  of  the  rectum 
and  advises  colostomy  first  and  after  the  patient 
improves  he  performs  the  major  operation.  In 
cancer  of  the  stomach  he  does  a gastroenterostomy 
and  ten  days  or  two  weeks  later  resects  the  stom- 
ach. In  cancer  of  the  cervix  he  advises  a prelimi- 
nary cauterization  of  the  cervix.  In  cancer  of  the 
tongue  he  cauterizes  or  removes  the  primary  focus 
and  after  recovery  removes  the  glands  from  the 
neck.  He  thus  obviates  the  difficulty  in  swallow- 
ing and  consequent  loss  of  nourishment  that  would 
ensue  if  both  procedures  were  combined  at  once. 

These  are  a few  points  in  the  treatment  of  ma- 
lignant disease.  We  have  no  universal  panacea 
but  by  careful  and  cautious  application  of  agencies 
at  our  command  even  now  we  can  do  much  to 
relieve  and  sometimes  cure  the  seemingly  hopeless 
sufferer  from  malignant  disease. 
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THE  TREATMENT  OF  INOPERABLE 
CANCER. 

By  Silas  P.  Beebe,  M.  D. 

NEW  YORK. 

This  is  an  abstract  of  a most  interesting  pre- 
liminary report  devoted  to  a new  treatment  of 
malignant  growths,  published  in  the  New  York 
Medical  Journal  of  May  15,  1915,  by  Silas  P. 
Beebe,  M.  D.,  of  25  East  Sixtieth  Street,  New 
York  City,  Professor  of  Experimental  Therapeu- 
tics at  the  Cornell  University  Medical  School  and 
visiting  physician  to  the  General  Memorial  Hos- 
pital. Dr.  Beebe  estimates  that  75,000  persons  die 
annually  in  the  United  States  from  some  form  of 
cancer  and  that  at  least  80  per  cent,  of  all  persons 
suffering  from  malignant  tumors  eventually  reach 
the  inoperable  or  incurable  stage. 

It  is  with  some  degree  of  trepidation  that  Dr. 
Beebe  ventures  to  put  before  the  medical  profes- 


sion a new  method  of  treatment  for  inoperable 
cancer  and  hopes  his  action  will  be  judged  solely 
on  the  data  presented  in  his  clinical  report.  He 
gives  to  Alexander  Horovitz,  Ph.  D.,  an  Austrian 
biologist  and  chemist,  the  credit  of  discovery,  the 
technic  and  present  development  of  this  method 
having  been  evolved  by  Drs.  S.  P.  Beebe  and  J. 
Wallace  Beveridge. 

Dr.  Beebe,  in  reporting  his  investigation  of  the 
patients  treated  at  first,  as  examined  by  him  before 
any  wTere  admitted  to  the  General  Memorial 
Hospital,  stated  that  some  of  the  patients  had 
large,  open,  ulcerated  tumors  which  previously  had 
been  the  seat  of  active  infection,  accompanied  by 
the  disagreeable  odor  associated  with  such  a con- 
dition. Under  this  treatment  these  infections  were 
markedly  influenced  and  the  odor  almost  entirely 
disappeared  which  impressed  him  sufficiently  to 
warrant  the  method  being  given  a thorough  trial 
at  the  General  Memorial  Hospital. 

The  therapeutic  agent  employed  in  this  treat- 
ment is  a complex  one  and  it  is  believed  that  it 
has  not  been  heretofore  employed  in  the  treatment 
of  cancer.  Drs.  Beebe  and  Beveridge  working  in 
conjunction  with  Dr.  Horovitz,  after  many  months 
of  clinical  experimentation,  have  been  able  to  use 
the  product  as  an  extract  administered  subcutane- 
ously. In  referring  to  these  clinical  experiments, 
Dr.  Beebe  says:  “At  the  point  of  injection  in 

normal  tissue  an  active  local  reaction  is  produced ; 
this  reaction  is  evidenced  by  swelling,  redness, 
heat  and  tenderness.  Then  follows  a general  leu- 
cocystosis  with  a relatively  high  lymphocytosis, 
some  rise  in  temperature  and  occasionally  a chill 
of  varying  intensity  and  duration.  If  the-local 
area  which  receives  the  injection  is  examined  mi- 
croscopically, there  are  found  all  the  character- 
istics of  a moderately  acute  inflammatory  reaction 
with  a relatively  large  leucocytic  infiltration.  When 
such  extracts  were  injected  directly  into  a trans- 
plantable rat  sarcoma,  the  characteristic  reaction 
followed  and  was  accompanied  by  a peculiar  ne- 
crosis of  the  tumor  cells  with  complete  regression. 

When  the  skin  over  the  tumor,  prior  to  the  in- 
jection, is  ulcerated,  the  affected  area  rapidly  de- 
generates and  a mass  of  necrotic  tissue  is  discharged 
followed  by  healing,  while,  if  the  skin  be  not 
broken  or  ulcerated,  the  reaction  following  the 
injection  produced  a marked  infiltration  of  serum 
and  leucocytes,  particularly  around  the  borders  of 
the  tumor.  The  tumor  itself  was  gradually  ab- 
sorbed and  there  was  an  apparently  complete  res- 
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toration  of  normal  cellular  conditions.” 

Subcutaneous  injections  of  this  extract  have  to 
a considerable  extent  displaced  the  direct  tumor 
injection,  having  the  obvious  advantage  of  permit- 
ting a more  certain  dose,  of  bringing  this  thera- 
peutic agent  directly  in  contact  with  the  growing 
border  of  the  malignant  cells,  and  producing  in 
the  depths  of  the  tumor  rather  than  on  its  surface 
an  intense  reaction  which  appears  to  be  unfavor- 
able for  the  continued  growth  of  the  tumor.  When 
these  injections  were  first  begun  in  human  sub- 
jects, they  were  always  confined  to  the  growth 
itself.  More  recently  they  have  been  given  sub- 
cutaneously in  the  arm  and  it  has  been  interesting 
to  note  that  when  so  given  there  has  been  observed 
fairly  definite  reactive  responses  in  the  growth. 
These  reactions  in  the  growth  are  evidenced  by 
swelling,  temporary  increase  in  pain,  followed  a 
few  hours  later  by  a considerable  relief  from  pain, 
and  in  some  forms  of  tumor  by  softening  of  the 
growth  and  a gradual  diminution  in  its  size. 

Dr.  Beebe’s  paper  contains  a report  of  two 
groups  of  cases,  the  first  under  his  personal  obser- 
vation at  the  General  Memorial  Hospital,  in  which 
x-rays  from  a Coolidge  tube  formed  a part  of  the 
treatment,  which  was  not  so  successful  and  satis- 
factory as  in  the  second  group  of  cases  under  the 
supervision  of  Dr.  Beveridge  at  the  Polyclinic 
Hospital.  The  latter  group  was  treated  entirely 
by  hypodermic  injection  of  the  extract,  no  other 
therapeutic  measures  being  used. 

The  following  two  cases  cited  are  taken  from 
Dr.  Beebe’s  preliminary  report: 

Case  XI.  Man,  aged  fifty  years,  had  recurrent 
colloid  carcinoma  of  the  rectum.  Kraske  operation 
two  years  ago.  In  July  recurrence  became  trouble- 
some and  at  the  time  of  his  admission  to  the  hos- 
pital there  was  extensive  involvement  of  the  tis- 
sues in  and  about  the  rectum,  including  the  base 
of  the  bladder.  Patient  had  severe  pain,  great 
difficulty  in  defecating.  It  was  impossible  at  the 
time  of  his  admission  to  pass  a rectal  tube  and 
the  bladder  irritation  wras  so  severe  as  to  cause 
almost  constant  tenesmus. 

Injections  at  the  hospital  were  made  directly 
into  the  growth.  During  his  stay  in  the  hospital 
of  six  weeks  sixteen  injections  were  made;  follow- 
ing the  earlier  ones  there  was  marked  reaction, 
accompanied  by  rise  of  temperature  and  an  occa- 
sional chill.  X-ray  examination  revealed  involve- 
ment of  sacrum.  Large  broken-down  masses  of 
tumor  were  discharged.  Pain  and  irritation  about 
the  base  of  the  bladder  gradually  diminished.  The 
swelling  and  pain  about  the  sacrum  entirely  disap- 
peared ; the  tumor  masses  in  the  rectum  were  in 
part  absorbed  and  in  part  broken  down  and  were 
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discharged.  At  the  end  of  six  weeks  the  patient 
left  the  hospital,  free  of  pain,  with  normal  control 
of  bladder.  Patient  was  passing  formed  stools, 
the  rectum  admitted  forefinger  easily  without  pain, 
and  tumor  masses  could  not  be  felt.  After  leaving 
the  hospital  the  patient  had  a few  injections  in  the 
arm ; he  continued  to  gain  in  weight  and  strength 
and  his  general  condition  continued  to  improve. 

Case  XV.  Woman,  aged  fifty-one,  had  a recur- 
rent inoperable  carcinoma  of  the  breast.  Recur- 
rence involved  the  fifth  and  sixth  ribs  at  the  lower 
point  of  the  old  scar.  Mass  about  three  inches  in 
diameter,  very  hard,  the  surface  red.  Some  exu- 
date appeared  at  the  apex  of  the  growth.  Patient 
had  intense  pain  along  the  left  arm  and  shoulder, 
including  the  left  side  of  the  neck.  Left  arm 
markedly  edematous  and  painful  to  touch.  Edema 
extended  to  the  region  above  the  clavicle.  Patient 
had  had  x-ray  treatment  for  a short  time  prior  to 
admission  to  hospital  without  effect. 

Treatment  was  entirely  by  injection  into  the 
tumor  and  into  the  arm  on  the  right  side.  At 
the  time  of  her  admission  and  previously,  she  had 
temperature  of  100°  to  101°F.,  which  finally  be- 
came normal.  During  the  period  of  twenty-six 
days  at  the  hospital  patient  received  eighteen  in- 
jections, two  being  in  the  right  arm.  After  her 
discharge  she  continued  to  receive  the  injections  at 
weekly  intervals  into  the  right  arm.  When  she 
left  the  hospital  the  induration  had  entirely  disap- 
peared, edema  in  the  arm  and  above  the  clavicle 
had  been  absorbed  and  she  had  no  pain.  The 
central  portion  of  the  tumor  mass  was  marked  by 
a scab,  about  a quarter  of  an  inch  in  diameter, 
representing  a point  of  an  old  sinus,  through  which 
most  of  the  tumor  mass  had  been  discharged. 
After  she  left  the  hospital,  this  area  entirely  healed. 
The  patient  returned  to  work  and  was  subsequent- 
ly entirely  well. 

Prof.  Beebe,  in  summing  up  his  observation  states, 
“In  spite  of  the  somewhat  complex  and  unusual 
character  of  the  remedy  employed,  the  evidence 
warrants  further  use  of  this  method  of  treatment. 
In  judging  the  merit  of  a treatment  for  inoperable 
cancer,  it  is  probably  wise  to  discount  such  matters 
as  the  relief  from  pain  and  the  improvement  of  the 
general  physical  condition  because,  while  these 
matters  are  of  much  concern  to  the  patient,  they 
are  to  a considerable  degree  subjective  in  character 
and  may  to  some  extent  be  expected  to  follow  the 
employment  of  any  new  method  which  stimulates 
the  patient  with  faith  and  hope.” 

While  Dr.  Beebe  has  been  interested  in  the 
treatment  of  cancer  patients  for  a number  of  years, 
he  has  not  heretofore  seen  such  consistent  improve- 
ment, of  the  character  mentioned,  follow  in  the 
type  of  patients  cited  by  the  use  of  other  known 
remedies. 


July,  1915. 


SERUM  AND  VACCINE  THERAPY MC  DONALD 


217 


THE  PRESENT  STATUS  OF  SERUM, 
BACTERIN  AND  VACCINE 
THERAPY* 

By  James  Leo  McDonald,  M.  D. 

BOISE,  IDA. 

Such  therapy  dates  back  as  far  as  1833.  when 
a German  scientist  first  announced  a method  of 
treating  diseases  by  their  own  causes.  Since  then 
it  has  been  left  to  our  men  of  recent  science  to 
perfect.  Glancing  back  a few  years  no  doubt  any 
one  of  us  can  recall  some  one  of  his  colleagues 
perfecting  serum  therapy.  To  recall  some  of  those 
men,  we  know  Pasteur,  Koch  with  the  tuberculin, 
Wright,  Leishman  and  Douglas  perfecting  im- 
munity. It  was  in  the  very  early  part  of  our 
present  century  that  Wright  gave  to  the  medical 
world  his  masterpiece,  the  opsonic  index.  This,  as 
we  all  understand  it,  is  an  index  to  what  the  cells 
of  the  body  can  do,  as  to  how  many  bacteria  they 
can  ingest,  whether  or  not  they  can  immunize  the 
body  against  an  invading  bacterium,  and  an  index 
and  guide  to  the  perfect  administration  of  bac- 
terin,  vaccine  and  serum  therapy. 

It  is  a common  practice  of  the  general  prac- 
titioner not  to  make  use  of  the  opsonic  index  as 
we  know  it  in  the  laboratories,  but  to  employ  the 
clinical  signs  of  the  index,  which  to  my  mind  is 
a most  practical  thing,  if  he  be  observing  enough 
to  take  the  clinical  signs  into  consideration.  This 
stage  of  therapy  is  where  the  general  practitioner 
becomes  tired  of  serum,  bacterin  and  vaccine 
therapy  and  casts  it  aside  in  disrepute  because  he 
does  not  get  results,  not  due  to  serum,  bacterin  and 
vaccine  but  to  lack  of  skill  of  the  men  adminis- 
tering them. 

Let  me  explain  the  opsonic  index,  Ehrlich’s, 
Vaughan’s,  and  a German  and  French  theory  as 
to  how  the  cells  take  care  of  bacteria.  It  is  a ratio 
between  50  or  100  cells  of  normal  serum  sus- 
pended in  a test  tube  with  bacteria  and  the  average 
number  found  in  the  same  number  of  corpuscles 
in  the  patient’s  serum.  This  is  taken  as  the  opsonic 
index. 

A small  amount  of  the  patient’s  blood  is  taken. 
The  red  blood  corpuscles  are  separated  from  the 
white.  In  other  words,  the  serum  is  taken,  and 
to  this  is  added  U/2  Per  cent,  solution  of  sodium 
citrate  in  the  proportion  of  one-third  of  blood  and 
two-thirds  of  solution.  The  contents  are  then 
mixed  and  centrifugalized,  the  fluid  is  pipetted  and 

’Read  before  the  Boise  Physicians  and  Surgeons  Club, 
Jan.  20,  1915. 


a normal  salt  solution  added  to  the  corpuscles.  The 
centrifugalization  is  repeated  and  the  fluid  again 
pipetted  off,  leaving  a layer  of  red  and  white 
corpuscles  in  the  tube.  With  a pipette  these 
corpuscles  are  gently  mixed  and  are  now  ready  for 
use.  The  microorganism  is  now  added  to  this 
serum  in  a small  tube  which  is  hermetically  sealed 
and  incubated  for  about  fifteen  minutes.  Then  a 
smear  is  made  of  this,  from  50  to  100  polynuclear 
leucocytes  are  counted  and  the  number  of  bacteria 
they  contain.  The  control  is  made  in  the  same 
way,  except  with  the  serum  of  a normal  person. 
The  cells  are  counted  the  same  way,  also  the 
bacteria.  The  difference  between  those  two  is 
called  the  opsonic  index. 

Now  what  do  we  learn  from  this?  We  learn 
whether  the  cell  of  the  body  is  on  the  positive  or 
negative  phase.  A positive  phase  is  when  the  cell 
of  the  body  is  capable  of  ingesting  one  or  more 
bacteria.  As  to  the  guide  to  administration  of  the 
serum  or  bacterin,  the  same  rule  would  apply.  In 
all  injections  or  administrations  we  have,  first,  the 
negative  phase.  This  lasts  for  a short  time  and 
then  we  begin  to  get  the  positive  phase,  provided 
the  dose  is  not  too  large.  With  every  dose  there- 
after the  cells  become  more  in  the  positive  phase. 
The  symptoms  of  the  negative  phase  are  lassitude, 
increase  in  temperature,  acceleration  of  pulse, 
headache  and  muscular  pains.  These  are  the 
physical  signs  of  the  opsonic  index. 

Ehrlich’s  side  chain  theory  is  advanced  re- 
garding the  phenomena  concerned  in  immunity 
and  cytolysis.  According  to  this  theory  the 
protoplasm  of  the  body  cells  contains  highly  com- 
plex organic  molecules,  consisting  of  a more  or 
less  stable  central  group,  to  which  are  attached 
less  stable  lateral  chains,  of  atoms  or  atomic 
groups.  The  ordinary  clinical  transformation  in 
the  protoplasm  is  carried  on  by  means  of  these 
lateral  chains  or  receptors,  the  stable  center  of  the 
molecule  remaining  unaffected.  The  lateral 
chains  contain  groups  of  atoms  (haptophore 
group)  which  are  capable  of  uniting  with  similar 
groups  in  toxins,  bacterial  cells  and  foreign  cells, 
as  the  lateral  chains  of  the  cells.  Protoplasms 
are  seized  upon  by  the  foreign  cells  and  the  stable 
central  group  is  stimulated  to  produce  new 
lateral  chains  which  are  formed  in  excess  and 
thrown  off  in  the  body  juices.  These  side  chains 
that  have  been  thrown  off  constitute  intermediary 
bodies  or  ceptors.  The  intermediary  bodies 
(called  also  ceptors,  haptine,  immune  bodies, 
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sensitizer,  fixative,  preparative  and  desmon)  are 
designated  according  to  their  nature  as  uniceptors 
and  amboceptors.  The  uniceptors  are  represented 
by  the  antitoxins  or  single  bodies  and  produce 
their  effect  by  seizing  and  anchoring  the  toxin  by 
means  of  the  haptophore  group.  The  amboceptor, 
represented  by  the  cystolysins  and  bacteriolysins, 
have  two  affinities,  one  for  the  invading  bacterium 
or  foreign  cell  and  one  for  the  body  called  the 
complement,  end-body  or  addiment,  which  exists 
normally  in  the  body  juices.  The  complement, 
when  united  with  the  bacteria  or  foreign  cells 
through  the  medium  of  the  amboceptor,  is  ca- 
pable of  causing  solutions  of  the  bacteria  or  cells 
by  means  of  a toxophore  or  zymotoxic  group. 

Vaughan’s  theory  is  practically  the  same  as 
Ehrlich’s,  save  that  he  uses  the  term  ferment 
instead  of  the  terms  amboceptors,  receptors  and 
uniceptors.  All  cells,  whether  they  be  the  body 
cell,  egg  albumen  or  typhoid  fever  bacteria,  are 
proteids;  therefore  every  cell  has  side  chains. 
Those  side  chains  have  a haptophore  and  a 
toxophore  group  capable  of  uniting  with  a cell 
of  a different  nature.  When  a proteid  is  injected 
into  the  body,  that  is,  a proteid  of  a different 
nature,  the  haptophore  group  unites  with  the 
haptophore  group  of  the  foreign  cell  and  frees 
the  toxophoric  group.  They  also  stimulate  the 
central  or  stable  substance  of  the  protoplasm  or 
cell  body  to  produce  more  receptors  or  side 
chains.  The  old  receptors  are  broken  loose  from 
the  cell  and  allowed  to  float  free  in  the  body 
juices.  Those  receptors  are  capable  of  seizing 
on  a foreign  cell  or  bacteria  and  neutralizing  this 
foreign  cell.  Those  are  called  the  amboceptors 
and  uniceptors,  caused  by  this  foreign  proteid  in- 
jected into  the  body.  A proteid  of  the  same 
nature  will  not  stimulate  a cell  to  produce  more 
side  chains.  It  must  be  a proteid  of  a foreign 
substance;  for  example,  horse  serum  injected  into 
a human  being.  Horse  serum  injected  into  a 
horse  will  not  stimulate  the  central  or  stable 
substance  to  reproduce  receptors. 

Anaphylaxis  concerns  the  effect  of  proteids  or 
albuminous  substance  upon  animals.  It  concerns 
all  proteids,  whether  it  be  egg,  typhoid,  or  any 
other  cells.  Furthermore,  egg  albumen  acts  the 
same  as  a typhoid  fever  or  typhoid  bacterin.  If 
we  inject  egg  albumen  into  a person,  we  stimu- 
late the  central  stable  substance  to  produce 
receptors  in  an  excess  quantity.  The  haptophore 


Vol.  VII.  No.  7. 

New  Series. 

group  frees  the  toxophoric  group,  but  in  such  a 
small  quantity  that  the  poison  does  not  act  upon 
the  body  before  it  is  eliminated.  If  fourteen  days 
afterwards  we  inject  the  smallest  quantity  of 
egg  albumen,  those  receptors  are  floating  so  freely 
in  the  body  that  they  will  at  once  attach  the 
proteid  of  the  egg  albumen  and  eliminate  the 
poisonous  or  toxophoric  group  so  fast  that  the 
body  can  not  eliminate  this  poison,  and  within  a 
short  space  of  time  the  body  is  overcome  by  it. 

The  receptors  of  a cell  are  for  the  purpose  of 
furnishing  nutrition  to  this  cell.  Every  proteid 
has  a separate  receptor.  Therefore,  any  proteid 
that  is  taken  into  the  body  can  be  disposed  of 
by  the  normal  cell.  Here  is  where  our  bacterin 
plays  its  important  part.  We  first  inject  the 
bacterin,  which  is  a proteid  the  same  as  the  egg, 
and  it  goes  through  the  same  process  as  the  egg 
albumen.  You  may  now  ask  why  the  second  in- 
jection would  not  kill  the  same  as  a second 
injection  of  an  egg.  The  largest  doses  of  bacterin 
have  the  most  minute  quantity  of  proteid  matter. 
Therefore,  the  elimination  of  the  poison  is  so 
slow  that  the  body  has  an  opportunity  to  recover 
from  this  shock. 

Besredka,  of  the  Pasteur  Institute,  has  offered 
a useful  suggestion  in  regard  to  the  administra- 
tion of  bacterins  and  serums.  He  first,  through 
experiments  on  animals,  injected  a drop  into  the 
vein  and  then  a few  minutes  afterwards  two  or 
more  drops,  continuing  this  for  from  five  to  ten 
minutes,  and  then  injected  the  maximum  dose. 
This  adds  only  about  five  to  ten  minutes  to  the 
time  taken  up  by  the  ordinary  injection  and  in- 
sures the  greatest  amount  of  safety.  To  the  gen- 
eral practitioner  this  method  is  not  practicable. 
In  lieu  hereof  he  may  inject  the  serum  which 
he  is  going  to  use,  subcutaneously  or  intramus- 
cularly, a small  amount  first,  repeating  in  a 
minute  or  so  another  small  dose,  then  the  third 
small  injection,  and  in  about  one-half  hour  he 
injects  his  maximum  dose.  This  also  is  a safe 
method.  By  this  slow  method  we  gradually  get 
the  cells  of  the  body  accustomed  to  the  serum 
or  bacterin  which  we  are  going  to  inject. 

What  is  serum?  It  is  the  suspension  of  the 
dead  bacillus  injected  into  a horse  until  he  has 
become  immune  to  this  bacterium  to  such  an  ex- 
tent that  his  serum  has  a high  antitoxic  value. 
This  we  call  active  immunity  in  the  horse.  This 
serum  injected  into  the  human  being  for  the 
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particular  disease  is  called  passive  immunity.  Why 
do  we  call  it  active  and  passive  immunity?  Active 
immunity  is  when  the  body  cells  form  their  own 
antibodies  or  complements.  Passive  immunity  is 
when  the  antibodies  or  complements  are  furnished 
to  the  cell  of  the  body. 

When  should  we  administer  serums  and  when 
bacterins?  Serums,  as  you  can  well  see,  should 
be  administered  in  all  acute  general  infections 
where  the  body  can  not  form  its  own  amboceptors 
or  complements.  Bacterins  should  be  adminis- 
tered in  localized  and  chronic  infections  where 
the  body  is  in  a good  condition  to  form  its  own 
amboceptors  or  complements.  A vaccine  is  prac- 
tically the  same  as  a bacterin.  It  is  the  suspen- 
sion of  the  dead  bacillus  rubbed  or  injected  into 
the  patient.  Here  the  patient  has  to  form  his 
own  amboceptors  or  complements. 

The  terms  by  which  we  know  the  stock  vac- 
cines are  antigonococcic,  antistreptococcic,  anti- 
staphylococcic,  and  antimeningococcic.  Anti  before 
a particular  bacillus  or  bacteria  means  antitoxin ; 
in  other  words,  complements  have  been  formed 
for  the  cells  of  the  body  before  injections.  Poly- 
valent bacterin  or  vaccine  means  many  strains  of 
the  same  bacterium.  Mixed  bacterins  means  the 
mixed  cocci  or  bacilli.  As  to  serums,  we  have 
only  two  that  are  recognized,  antidiptheritic  and 
antitetanic. 

Bacterins  as  yet  have  not  been  perfected  to  a 
great  extent.  We  have  many  on  the  market  from 
which  we  get  practically  no  results  but  some  from 
which  we  get  excellent  results.  We  know  the 
typhoid  fever  bacterins,  both  in  treatment  and 
prophylaxis.  As  regards  the  others,  I firmly  be- 
lieve if  we  got  the  right  strain  we  would  un- 
doubtedly get  the  results  desired  but  each  strain 
is  a study  unto  itself.  Any  proteid  from  any  one 
of  those  bacteria,  cocci  or  bacilli  injected  into 
the  body  will  stimulate  the  central  or  stable  sub- 
stance to  form  receptors  or  side  chains.  It  has 
been  amply  proven  by  Abderhaldan’s  test  for 
pregnancy  that  a cell  is  stimulated  by  a foreign 
proteid.  Therefore,  we  should  get  results  if  our 
diagnosis  be  correct  and  we  have  the  proper  strain 
of  cocci  or  bacilli. 
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SURGERY  OF  THE  HAND* 

By  J.  Tate  Mason,  M.  D. 

SEATTLE,  WASH. 

When  invited  by  your  program  committee  to 
read  a paper  before  this  society,  I could  think  of 
no  branch  of  surgery  which  has  advanced  so  within 
the  last  few  years  as  that  of  the  hand.  Until  Ka- 
navel  began  his  work,  we  must  admit  there  was 
more  poor  judgment  exercised  and  bad  surgery 
performed  on  the  hand  than  upon  any  other  part 
of  the  human  body. 

We  will  omit  the  localized  infections  and  pass 
on  to  the  graver  infections  of  the  hand.  Let  us 
begin  by  imagining  that  a patient  has  presented 
himself  to  us  for  treatment  with  a swollen  and  in- 
flamed hand  and  we  can  readily  see  that  it  is  not 
one  of  the  localized  infections  which  we  have  upon 
this  chart.  (Fig.  1).  We  know,  then,  it  must 

SIMPLE  LOCALIZED  INFECTIONS. 

Felon,  paronychia,  subepithelial  abscesses. 

Carbuncular  infection. 

Collar-button  abscesses. 

GEAVE  INFECTIONS. 

Lymphangitis,  tenosynovitis,  fascial  space  infec- 
tion. 

Fig.  1. 

be  one  of  the  three  grave  conditions : a teno- 
synovitis, lymphangitis,  or  fascial  space  infection 
and  that  each  one  must  be  treated  in  a different 
way,  if  we  wish  to  obtain  the  best  results.  Al- 
though one  condition  may  merge  into  another,  an 
early  diagnosis  and  correct  treatment  are  necessary 
to  avoid  complications.  In  each  of  these  infections 
pus  is  carried  along  according  to  the  anatomic  ar- 
rangement of  the  tissues.  Due  to  this  fact  we 
can  readily  see  that,  to  make  our  diagnosis  easier, 
we  must  have  an  accurate  knowledge  of  the  anat- 
omy and  symptoms  of  each  infection. 

The  three  characters  of  infection  are  usually 
distinct.  Their  treatment  is  diametrically  opposed 
and  the  gravest  of  errors  will  be  made  if  they  are 
not  differentiated. 

Lymphangitis  may  be  either  superficial  or  deep. 
The  superficial  lymphatics  arise  from  the  skin, 
their  collecting  trunks  running  in  the  subcuta- 
neous tissues.  The  deep  lymphatics  arise  in  the 
deep  tissues  and  follow  the  deep  blood  vessels.  A 
deep  lymphangitis  may  end  in  a tenosynovitis  or 
abscess  formation.  There  is  a rapid  increase  of 
swelling  of  the  whole  hand  and  the  fingers  can  be 
moved  without  pain.  There  is  no  pain  over  the 
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tendon  sheaths,  in  middle  palmar  or  thenar  spaces. 
The  patient  presents  great  prostration.  The  su- 
perficial type  lacks  the  entire  swelling  of  the 
hand. 


Fig.  2.  X-ray  picture  upon  which  are  shown  two  types 
seen  in  the  flex'or  tendon  sheaths.  Note  that  in  the  hand 
upon  the  left  side  there  is  a continuation  between  the  little 
finger  and  the  thumb  and  the  ulnar  bursa  and  radial  bursa 
respectively.  Note  also  the  connecting  sheaths  between.  In 
the  hand  upon  the  right  side  the  sheaths  are  separated,  not  alone 
from  their  respective  fingers,  but  from  each  other. 


Flexor 


Fig.  3. 

Patients  sometimes  give  a history  of  a slight 
pin  prick,  though  frequently  no  injury  at  all.  The 
course  of  the  lymphatics  is  towards  the  back  of 
the  hand.  The  lymphatics  from  the  little  and 
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ring  finger  pass  to  the  epitrochlear  gland,  while 
those  from  the  thumb  and  index  finger  course  up 
the  outside  of  the  forearm,  wending  their  way  to 
the  axillary  glands.  Patients  with  this  infection 
have  systemic  absorption,  grave  or  mild,  ac- 
cording to  the  degree  of  the  infection. 

Anatomy  of  the  tendon  sheaths  and  lumbrical 
muscles.  (See  Figs.  2 and  3).  From  a surgical 
standpoint  the  sheaths  upon  the  flexor  surfaces  are 
the  most  important.  Those  of  the  index,  middle 
and  ring  finger  can  be  considered  together.  They 
begin  just  distal  to  the  distal  interphalangeal  joint 
and  extend  into  the  hand,  a thumb’s  breath  prox- 
imal to  the  web.  At  the  distal  portion  of  the 
palm  there  is  a dense  sheet  of  tissue  enclosing  the 
tendon  sheath  and  lumbrical  muscles.  The  sheaths 
extend  one-quarter  inch  proximal  to  this  into  the 
loose  palmar  tissue.  Through  the  lumbrical  canal 
on  each  side  of  the  tendon  sheath  pass  the  digital 
arteries,  nerves  and  lumbrical  muscles.  The  latter 
are  four  small  muscles  which  have  their  origin 
from  the  tendon  of  flexor  profundus  digitorum, 
beginning  at  the  lower  border  of  the  anterior  liga- 
ment. They  are  inserted  into  the  aponeurosis  of 
the  extensor  communis  digitorum  tendon  on  the 
radial  side  of  the  first  phalanx  of  each  of  the 
four  fingers.  (See  Fig.  3.) 

Radial  bursa  and  tendon  sheath  of  the  flexor 
longus  pollicis.  This  entire  sheath  has  been  given 
the  name  of  radial  bursa  (Fig.  4),  although  prop- 
erly speaking  it  should  only  be  applied  to  the  por- 
tion proximal  to  the  wrist.  The  sheath  begins 
distally  at  the  base  of  the  distal  phalanx  and 
extends  a thumb’s  breadth  proximal  to  the  an- 
terior annular  ligament.  It  lies  very  close  to  the 
proximal  phalanx  but  at  the  distal  end  of  the 
metacarpal  bone  it  becomes  separated  from  the 
bone  by  the  muscles  of  the  thumb,  and  lies  super- 
fical  to  the  proximal  end  of  the  thenar  space,  end- 
ing in  a cul-de-sac  corresponding  to  the  radiocarpal 
joint  lying  on  the  pronator  quadratus  muscle.  The 
motor  nerve  to  the  thenar  muscle  lies  within  a 
thumb’s  breadth  distal  to  the  annular  ligament 
and  superficial  to  the  sheath. 

Ulnar  bursa.  (Fig.  4).  In  half  of  the  cases 
the  flexor  tendon  of  the  little  finger  and  the  ulnar 
bursa  communicate  freely.  The  ulnar  bursa, 
when  communicating  with  the  sheath  of  the 
flexor  tendons,  begins  at  the  proximal  end  of  the 
last  phalanx  and  passes  under  the  anterior  annular 
ligament,  extending  a thumb’s  breadth  above.  It 
does  not  surround  the  tendon  but  lies  to  the  ulnar 
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side,  with  the  tendons  pushing  in  and  thus  making 
three  compartments.  The  first  is  between  the 


Fig.  4.  X-ray  plate  of  the  radial  bursa  and  a rupture 
of  the  ulnar  bursa  into  the  middle  palmar  space.  Note 
extension  along  lumbrical  canal  of  the  ring  finger  which 
probably  occurred  before  the  rupture  into  the  space. 


subcutaneous  space;  ECT,  extensor  communis  tendon;  FLP, 
flexor  longus  pollicis  in  its  synovial  sheath;  FT,  flexor  ten- 
don; HM,  hypothenar  muscles  with  intermuscular  spaces;  IM, 
interossei  muscles;  IS,  space  between  adductor  transversus  and 
first  dorsal  interosseous;  IV,  interosseous  vessels  and  nerve; 
LM,  lumbrical  muscle;  M,  metacarpal  bone;  MPS,  middle  palmar 
space;  PIM,  palmar  interosseous  membrane;  RI,  radialis  indicis; 
TS  thenar  space;  UB,  ulnar  bursa;  UV  and  N,  ulnar  vessels 
and  nerve- 

aponeurosis  and  the  superficial  tendon,  the  second 
between  the  superficial  and  deep  tendons  and  the 


third  between  the  deep  tendon  and  carpal  bones. 

Ulnar  and  radial  bursae.  The  sheath  inter- 
communicates in  about  one-half  of  the  cases.  The 
synovial  sheaths  upon  the  back  of  the  hand  are 
six  in  number.  They  have  little  surgical  import- 
ance, hence  we  shall  not  consider  them. 

Anatomy  of  the  facial  spaces.  (Figs.  2,  3, 
4.)  There  are  six  distinct  spaces  and  it  is  here 
we  get  the  most  satisfactory  results  from  surgical 
interference. 

1.  The  dorsal  subcutaneous  is  an  extensive  area 
of  loose  tissue  without  definite  boundaries  and 
lying  between  the  extensor  tendon  and  superficial 
fascia. 

2.  The  dorsal  subaponeurotic  space  lies  between 
the  extensor  tendons  and  the  metacarpal  bones. 

3.  The  hypothenar  space  is  a localized  space  in 
the  hypothenar  muscles,  without  any  great  sur- 
gical importance. 

The  thenar  space.  Upon  the  palmar  side 
of  the  adductor  transversus  is  shown  this 
space,  extending  from  the  metacarpal  bone  of  the 
middle  finger  over  the  muscle  to  the  radial  side 
of  the  hand,  stopping  at  about  a level  with  the 
radial  side  of  the  bone.  The  radial  limit  is  of 
importance  as  it  prevents  an  extension  of  infection 
of  the  dorsal. 

Middle  palmar  space  is  a large  free  space,  ex- 
tending from  the  middle  metacarpal  bone  to  the 
radial  side  of  the  metacarpal  bone  of  the  little 
finger.  It  is  bounded  dorsally  by  a thin,  fibrous 
sheet  which  overlies  the  anterior  interosseus  mem- 
brane. Upon  its  palmar  side  is  a corresponding 
thin,  fibrous  sheet  which  separates  it  from  the 
tendons  and  lumbrical  muscles  of  the  little  and 
ring  fingers.  This  is  the  most  important  space  in 
the  hand. 

Web  space  is  the  space  between  the  bases  of 
the  fingers,  running  backward  one-half  to  three- 
fourths  of  an  inch.  Having  considered  the  loca- 
tion where  pus  may  collect,  it  is  of  the  greatest 
importance  to  study  the  direction  of  its  exten- 
sions. 

Index  finger,  (a)  Infection  in  the  subcutaneous 
space  will  come  to  the  surface,  (b)  In  the  sub- 
aponeurotic space  it  will  spread  to  the  base  of  the 
finger  and  when  neglected  involves  the  lumbrical 
canal  and  into  the  palm,  (c)  The  proximal  in- 
terphalangeal  joint  will  be  involved  more  often 
than  the  metacarpophalangeal  joint,  (d)  If  the 
synovial  sheath  be  involved,  it  will  spread  to  the 
thenar  space  by  direct  rupture  into  the  space  or 
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by  involvement  of  the  lumbrical  canal  which 
would  lead  to  the  space.  Occasionally  it  will 
come  to  the  surface  or  involve  the  proximal  inter- 
phalangeal  joint. 

Thumb,  (a)  Infection  in  the  subcutaneous  or 
subaponeurotic  space  will  come  to  the  surface, 
(b)  When  in  the  synovial  sheath,  it  will  rupture 
into  the  forearm,  or  possibly  into  the  thenar 
space. 

Middle  finger.  (a)  Infection  in  the  sub- 
cutaneous space  will  come  to  the  surface,  (b)  In 
the  subaponeurotic  space  it  will  spread  to  the 
base  of  the  finger  and  when  neglected  involve  the 
lumbrical  canal,  and  into  the  palm,  either  to  the 
thenar  or  palmar  space,  depending  upon  which 
lumbrical  canal  is  involved,  (c)  If  the  synovial 
sheath  be  involved,  it  may  rupture  directly  into 
one  of  the  spaces  or  involve  the  lumbrical  canal 
between  the  middle  and  ring  which  leads  just 
above  the  palmar  space  or  the  canal  between 
the  middle  and  index  which  leads  just  above  or 
to  the  thenar  space.  Occasionally  it  will  come 
to  the  surface  or  involve  the  proximal  inter- 
phalangeal  joint. 

Ring  finger,  (a)  Infection  in  the  subcutaneous 
space  will  come  to  the  surface,  (b)  In  the  suba- 
poneurotic space  it  will  pass  to  the  web  space  and 
then  along  the  lumbrical  canal  to  the  middle 
palmar  space.  (c)  If  the  tendon  sheath  be 
involved,  pus  will  invade  the  middle  pal- 
mar space  directly  or  by  rupture  and  extension 
along  the  lumbrical  canal  on  either  side.  It  may 
come  to  the  surface  or  involve  the  interphalangeal 
joint. 

Little  finger,  (a)  Infection  in  the  subcutaneous 
space  will  come  to  the  surface,  (b)  In  the  suba- 
poneurotic space  will  extend  to  the  web  and  may 
come  to  the  surface  but  probably  involve  the  lum- 
brical canal  between  the  ring  and  little  finger  and 
extend  into  the  middle  palmar  space.  , 

If  the  pus  spreads  by  the  tendon  sheath,  it  will 
ordinarily  extend  into  the  ulnar  bursa  and  from 
thence  may  involve  the  tissues  of  the  forearm 
underneath  the  flexor  profundus  or  rupture  into 
the  middle  palmar  space.  It  generally  involves 
the  radial  bursa  after  a day  or  two.  It  may  be 
confined  in  the  tendon  sheath  of  the  little  and  ring 
fingers  and  then  involve  the  middle  pal- 
mar space.  If  pus  spreads  from  the  palm 
and  is  superficial  to  the  palmar  fascia,  it  will  de- 
velop small  abscesses  which  will  rupture  quickly. 

If  in  the  distal  part  of  the  palm,  in  the  con- 
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nective  tissue  at  the  web  or  in  the  lumbrical 
space,  it  will  either  come  to  the  surface  at  the  web 
or  enter  the  lumbrical  canal  and  pass  into  either 
the  middle  palmar  or  thenar  space,  varying  with 
the  area  involved.  If  in  the  middle  palmar  space 
the  pus  will  extend  into  the  lumbrical  canal  to 
the  web  and  possibly  rupture  through  the  inter- 
vening tissue  into  the  thenar  space. 

Thenar  space  abscesses  will  ordinarily  come  to 
the  surface  on  the  dorsum  between  the  thumb 
and  index  fingers  or  may  rupture  into  the  middle 
palmar  space.  If  in  the  hypothenar  space  the  pus 
will  ordinarily  come  to  the  surface  uoon  the  dor- 
sum. If  underneath  the  skin  of  the  dorsum,  it 
will  readily  rupture  externally  and  if  in  the  suba- 
poneurotic space  it  will  point  laterally  or  distally 
at  the  edge  of  the  fascial  sheath. 

Symptoms  of  tenosynovitis.  The  three  cardinal 
symptoms  are  excessive  tenderness  over  the  tendon 
sheath,  flexion  of  the  finger,  excruciating  pain  on 
extending  the  finger,  most  marked  at  the  proximal 
end.  Should  the  tenderness  follow  the  tendon 
sheath,  the  diagnosis  is  made. 


Symptoms  of  fascial  space  infection.  Here  we 
see  the  picture  of  a grave  infection  presenting 
the  constitutional  symptoms  and  local  manifesta- 
tions of  serious  inflammation.  There  is  first  pain, 
limited  to  the  area  involved.  After  a number  of 
days  the  tenderness  and  pain  grow  less  severe, 
due  to  the  pressure  upon  the  nerves. 

The  symptoms  of  the  three  infections  are  so 
clearly  allied  to  each  other  that  often  it  is  ex- 
tremely hard  to  differentiate,  so  we  should  keep 
in  mind  the  initial  lesion  and  the  most  likely  di- 
rection pus  would  take.  Red  lines  running  up 
the  arm,  no  localized  tenderness  over  the  tendon 
sheath  or  fascial  spaces  would  indicate  a lymphan- 
gitis. 

Surgical  treatment  of  tenosynovitis.  These  op- 
erations should  always  be  done  under  general 
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anesthesia  and  in  a bloodless  held.  In  virulent 
cases  Esmarch  bandages  should  be  left  on  eighteen 
hours,  gradually  releasing  them  every  three  hours, 
effecting  a Bier’s  hyperemia.  The  first  incision 
is  made  over  the  site  of  infection  to  the  side  and 
not  over  the  articulation  if  it  can  be  avoided. 
This,  however,  is  not  true  of  the  thumb.  (Fig.  6.) 
Where  the  length  of  the  sheath  is  open,  the  finger 
should  be  bound  in  extension. 

When  the  ulnar  or  radial  bursa  is  to  be  opened, 
it  is  best  to  open  near  their  distal  extremities,  in- 
sert a grooved  director  and  extend  the  incision. 
The  radial  bursa  should  not  be  opened  farther  up 
than  a thumb’s  breadth  below  the  anterior  an- 
nular ligament,  because  running  under  the  area 
in  front  of  the  sheath  is  a motor  nerve  to  the 
thumb  muscles.  When  the  infection  has  passed 
under  the  annular  ligament,  an  incision  is  made 
one-half  inch  above  the  tip  of  styloid  process  of  the 
ulna  down  to  the  bone  at  its  flexor  surface,  and  an 
artery  forceps  is  thrust  across  the  flexor  surface 
of  the  bone  until  it  impinges  on  the  skin  at  the 
radial  side,  where  the  knife  cuts  down  upon  it. 
The  skin  incisions  are  made  an  inch  and  a half  or 
more  and  the  artery  forceps  opened  to  also  en- 
large the  subtendinous  area  to  the  same  extent. 

In  thenar  space  infection  an  incision  is  made 
through  the  dorsum  on  the  radial  side  of  the 
index  metacarpal  bone  opposite  its  middle,  on  a 
level  with  its  flexor  surface  and  an  artery  forceps 
is  thrust  into  the  space.  This  gives  perfect  drain- 
age and  leaves  no  scar  upon  the  palm. 

The  subaponeurotic  space  and  the  subcutaneous 
space  should  be  open  with  longitudinal  incisions. 
Long  incisions  should  be  made  with  care  not  to 
injure  the  tendon. 

The  surgical  treatment  of  lymphangitis  has 
been  omitted  because  there  is  none.  No  graver 
error  can  be  made  in  surgery  than  one  or  more 
incisions  in  a lymphangitis,  because  ( 1 ) the  bac- 
teria are  in  the  lymphatic  channels  above;  (2)  in- 
cisions open  up  new  areas  of  infection;  (3)  one 
lymphatic  channel  filled  with  bacteria  in  an  in- 
cision may  infect  twenty  harmless  ones. 

In  conclusion,  let  us  remember  that  an  early 
diagnosis,  correct  and  adequate  incisions  with  rest 
and  proper  drainage  (vaseline  on  gauze)  will  save 
a great  many  hands  that  otherwise  would  be 
maimed  for  life  and  that  the  location  of  the  greater 
swelling  does  not  indicate  the  position  of  pus,  but 
the  site  of  the  greatest  tenderness  is  of  the  utmost 
importance  in  localizing  the  position  of  pus. 


THE  NASAL  SEPTUM.* 

By  J.  B.  Roth,  M.  D. 

PORTLAND,  ORE. 

Anatomy.  In  the  past  ten  years  much  atten- 
tion and  study  has  been  given  to  the  nasal  septum. 
In  a deviated  state,  it  no  doubt  is  the  cause  of 
most  nasal  obstruction  and  sinus  disease.  A per- 
fectly straight  septum  is  very  rare,  except  in  chil- 
dren under  ten  years  of  age  and  in  the  pure  types 
of  mankind,  as  in  the  Hindus,  Malays,  Arabs 
and  North  American  Indians. 

The  perpendicular  plate  of  the  ethmoid  begins 
to  ossify  last  of.  all  the  facial  bones.  The  prin- 
cipal developmental  centers  of  the  cartilage  do 
not  become  active  before  the  eighth  or  ninth  year. 
This  is  probably  the  reason  why  deviation  rarely 
occurs  before  that  age.  The  fact  that  the  bony 
septum  begins  to  ossify  in  the  posterior  part  is 
perhaps  the  reason  that  the  deformities  are  rare 
in  that  part  of  the  septum. 

The  septum  consists  of  the  vomer,  perpendicular 
plate  of  the  ethmoid  and  triangular  cartilage.  The 
vomer  is  quite  thick  at  its  junction  with  the  nasal 
and  palatine  crest.  Its  upper  or  anterior  border 
runs  back  and  upward  at  an  angle  of  about  30 
degrees.  The  posterior  border  unites  with  the 
sphenoid  bone.  Its  anterior  or  upper  border  is 
grooved  anteriorly  to  receive  the  triangular  carti- 
lage. The  remaining  border  unites  with  the  eth- 
moid plate.  This  border  is  comparatively  thin. 
About  one-fourth  inch  below  and  parallel  to  the 
upper  border  is  a groove  on  either  side  to  receive 
the  nasopalatine  nerve. 

This  is  an  important  bone  in  doing  a submucous 
operation,  for  it  is  often  very  much  thickened  and 
if  not  removed  the  obstruction  will  not  be  re- 
lieved. As  we  work  back  on  this  bone  we  often 
have  our  patients  complain  of  pain,  due  to  injury 
to  the  nasopalatine  nerve  which  is  not  always 
completely  anesthetized. 

The  perpendicular  plate  of  the  ethmoid  is  usu- 
ally thin.  The  lower  border  begins  about  half 
way  on  the  vomer  and  is  blended  with  it.  Its 
anterior  border  runs  forward  and  upward  at  an 
angle  of  about  60  degrees  and  is  united  with  the 
triangular  cartilage.  Its  upper  border  is  united 
to  the  nasal  and  ethmoid  bones. 

Types  of  Deflections.  (1)  A thickened  or  de- 
flected incisor  crest,  on  one  or  both  sides,  of  vary- 
ing degrees. 

‘Read  before  the  Portland  Ophthalmological  and  Oto-Laryn- 
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(2)  A vertical  ridge  in  the  quadrilateral  carti- 
lage a short  distance  posterior  to  the  anterior 
border. 

(3)  A deflected  anterior  border  into  one  nos- 
tril. 

(4)  A general  convexity  of  the  septum  on  one 
side. 

(5)  The  whole  septum  may  be  thickened  or 
only  the  upper  portion  opposite  the  middle  tur- 
binate. 

(6)  A vomercartilaginous  deflection  where  the 
cartilage  slides  down  out  of  the  V-shaped  groove 
of  the  vomer  into  one  or  the  other  inferior  meatus, 
causing  almost  a sharp  angle  and  a convexity  to 
the  opposite  side. 

(7)  Crest  deflection  with  tilting  of  the  vomer- 
cartilaginous joint  into  the  nares  of  the  convexity. 
In  this  form  if  deflection  a sharp  horizontal  crest 
is  found  on  the  opposite  side  which  has  the  ap- 
pearance of  a spur. 

(8)  Some  authors  speak  of  spurs  without  any 
deflection  of  the  septum.  If  they  are  on  the  carti- 
lage they  are  called  enchondrosis.  If  they  occur 
on  the  osseous  portion  of  the  septum  they  are 
called  exostosis.  They  are  very  rare. 

Cause  of  Deflections.  Large  tonsils  and  ade- 
noids in  early  life  are  perhaps  the  prime  cause 
of  septal  deflection.  Mouth  breathing  from  naso- 
pharyngeal obstruction  causes  a narrowing  and 
heightening  of  the  dental  arch,  thus  forcing  the 
septum  to  one  or  the  other  side.  In  these  cases 
the  deflection  is  usually  horizontal.  Irregular 
and  delayed  dentition  and  imperfect  or  unsym- 
metrical  development  of  the  upper  jaw  is  also  a 
cause. 

Symptoms.  In  a large,  roomy  nose  a deflected 
septum  may  produce  little  if  any  symptoms.  I 
have  seen  a number  of  cases  in  Eastern  clinics 
and  in  my  private  practice,  wThere  in  even  ex- 
treme deflection  patients  complained  of  no  symp- 
toms. They  remarked  that  they  were  not  aware 
of  anything  wrong  with  their  noses.  Again,  I 
have  seen  cases  where  a very  moderate  deflection 
caused  severe  nasal  symptoms. 

Those  with  septaL  deflection  usually  take  cold 
easily.  They  complain  of  stuffiness  and  pressure 
symptoms,  especially  in  sudden  change  of  tempera- 
ture. These  patients  are  very  prone  to  sinus  in- 
volvement, pharyngitis,  laryngitis  and  middle-ear 
trouble.  They  often  complain  of  frontal  headaches 
and  various  ocular  symptoms.  They  usually  speak 
in  a nasal  tone  as  if  suffering  from  adenoids,  and 
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on  exertion  are  compelled  to  breath  through  their 
mouths.  In  some  cases  the  deflection  causes  a mild 
form  of  asthma,  due  to  pressure  upon  the  turbi- 
nates. 

In  most  cases,  where  patients  present  themselves 
to  a specialist  for  nose  trouble,  they  complain  of 
having  suffered  for  years  with  catarrh.  On  exami- 
nation we  usually  find  a deflected  septum  with 
turgescence  of  the  inferior  turbinates  or  sinus  in- 
volvement with  polypi. 

Treatment  of  Nasal  Deflection.  The  treatment 
is,  of  course,  surgical.  Whatever  method  be  used, 
its  object  must  be  to  correct  it.  There  are  several 
methods  in  vogue  for  the  correction  of  septal  de- 
flection— Gleason’s,  Roe’s,  Asch’s  and  the  sub- 
mucous. The  latter  is  the  only  one  worth  con- 
sidering. 

A spur  or  sharp  ridge  is  in  most  cases  a dis- 
placement of  the  cartilage  over  one  or  the  other 
side  of  the  incisor  crest  and  by  sawing  or  chiseling 
it  away  there  still  remains  a deflection  of  the  sep- 
tum. To  chisel  away  a spur  submucously  will 
take  nearly  as  long  as  a submucous  operation  of 
the  whole  septum  and  fails  to  give  the  desired  re- 
sult. 

As  to  the  method  of  doing  a submucous  opera- 
tion I have  very  little  to  say.  Every  operatoi 
in  the  course  of  his  experience  must  acquire  a 
technic  of  his  own.  A beginner  should  be  well  up 
on  the  anatomy  of  the  nose  and  have  read  some 
good  works  on  the  subject.  He  should  do  a few 
on  the  cadaver  and  a few  on  the  living  under  the 
direction  of  a good  instructor.  After  he  is  fa- 
miliar with  the  technic  it  simply  means  practice. 

There  are  some  essential  points,  however,  I 
wish  to  mention  that  are  absolutely  necessary  to 
a successful  submucous  operation. 

( 1 ) The  field  of  operation  must  be  thorough- 
ly anesthetized. 

(2)  The  initial  incision  must  begin  as  high  up 
as  possible  and  extend  down  to  the  middle  of  the 
floor  of  the  nose.  This  is  important,  because 
one  must  have  as  much  room  as  possible  to  work 
in. 

(3)  The  operator  must  be  absolutely  sure  that 
he  is  under  the  perichondrium  in  the  beginning 
of  the  elevation  before  proceeding  further,  for 
upon  that  depends  the  success  of  the  operation. 

(4)  The  elevation  should  be  made  first  up- 
wards towards  the  cribriform  plate.  In  this  di- 
rection the  mucous  membrane  peals  off  very  easily. 
From  this  point  is  should  be  made  backward  and 
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downward.  After  the  upper  part  of  the  mem- 
brane is  elevated  well  back  it  should  be  continued 
forward  and  downward.  Working  backward  over 
a deflection  usually  results  in  a perforation. 

The  cartilage  can  be  either  cut  out  with  a 
Ballenger  swivel  knife  or  broken  out  piece-meal 
with  a strong  biting  forcep.  The  perpendicular 
plate  is  usually  broken  out  piece  by  piece.  Per- 
haps it  is  better  and  safer  to  cut  out  the  upper 
part  of  the  perpendicular  plate  with  a punch 
forcep,  for  we  often  find  the  anterior  border  of 
this  plate  quite  thick  and  in  attempting  to  break 
it  out  a fracture  of  the  cribriform  plate  may  result. 
The  crest  of  the  palate  bone,  if  it  has  been  re- 
moved, is  best  done  with  a chisel  but  a strong 
bone  forcep  may  be  used. 

The  after-treatment  is  simply  packing  one  or 
both  sides  with  strips  of  gauze.  Some  do  not  use 
any  packing  at  all.  In  the  last  three  cases  I 
covered  both  sides  of  the  septal  mucous  membrane 
with  bismuth  powder  by  insufflation  and  lightly 
packed  the  side  of  the  initial  incision.  The  dis- 
comfort was  much  less  than  in  the  cases  where  I 
packed  both  sides  and  the  final  result  was  perfect. 

THE  THERAPEUTIC  VALUE  OF  THE 
CORTICAL  SUBSTANCE  OF  THE 
KIDNEY.  REPORT  OF  A CASE. 

By  Leo  Ricen,  M.  D. 

PORTLAND,  ORE. 

In  combatting  the  symptom  of  oliguria  or 
anuria,  due  to  acute  nephritis  or  to  an  acute 
exacerbation  of  a chronic  nephritis,  the  cortical 
substance  of  the  kidney  should  be  tried,  as  it  very 
often  produces  marked  diuresis  and  relieves  the 
distressing  symptoms  of  uremia. 

In  a case  of  chronic  nephritis  with  an  acute 
exacerbation,  which  I saw  with  Dr.  Gustave  Baar, 
the  patient  could  not  pass  more  than  four  ounces 
of  urine  in  twenty-four  hours  and  all  the  symp- 
toms pointed  to  an  approaching  uremic  coma.  I 
then  administered  on  the  empty  stomach  50  grams 
of  the  crushed  cortical  substance  of  a bullock’s 
kidney,  with  the  gratifying  result  that  the  patient 
passed  forty-three  ounces  of  urine  in  the  next 
twenty-four  hours.  This  treatment  was  kept  up 
at  first  daily  for  a week  and  then  every  other  day 
for  three  weeks  until  the  patient  completely  re- 
covered from  his  attack,  and  in  six  weeks  from  the 
time  I first  saw  him  he  was  able  to  go  downtown. 

I wish  to  state,  apropos,  that  diuretics  should 
not  be  used  in  cases  of  oliguria  or  anuria  of  the 
above  named  nature,  as  they  are  not  only  use- 
less but  do  actual  harm  by  overstimulating  a kidney 


which  has  already  been  taxed  to  the  extreme. 

Dr.  R.  Fitz  of  Boston,  ( Archives  of  Internal 
Medicine,  June  14,  1914)  working  on  animals  in 
whom  he  produced  an  acute  uranium  nephritis, 
succeeded  in  proving  experimentally  what  has  been 
clinically  known  for  years,  that  such  diuretics  as 
theobromin  salicylate  (diuretin)  and  theocin  used 
in  acute  uranium  nephritis  are  harmful.  It  is  just 
this  failure  of  diuretics  in  acute  nephritis,  that 
prompted  Dieulafoi  to  suggest  the  cortical  substance 
of  the  kidney  in  such  conditions  (Dieulafoi,  Societe 
de  Medicine  des  Hopitaux,  Seance  du  14  Octobre 
1894).  The  results  obtained  were  so  encouraging 
that  a number  of  clinicians  soon  followed 
Dieulafoi’s  example  with  similar  success.  He  pre- 
pares an  extract  of  the  cortical  substance  of  the 
kidney  which  he  calls  “nephrin”  and  injects  it 
subcutaneously,  but  the  substance  can  also  be  given 
by  mouth,  as  it  was  done  in  my  case  with  excellent 
results. 

Dr.  Schiperowitch,  of  St.  Petersburg,  and  Dr. 
Gonin,  of  Paris,  having  tried  this  substance  in  a 
large  number  of  cases,  report  very  favorably  on  its 
therapeutic  effect. 

The  modus  operandi  of  the  cortical  substance 
of  the  kidney  is  not  yet  clear.  Here  I must  remind 
the  reader  of  the  work  of  Rose  Bradford  on 
nephrectomized  animals.  Such  animals  can  go 
about  for  several  days  with  both  kidneys  removed 
before  uremic  symptoms  appear,  if  the  extract  of 
the  kidney  substance  be  injected  into  them,  but 
they  die  in  a few  hours  without  such  injections. 
It  is  possible  that  the  renal  epithelium  secrets  a 
substance  (internal  secretion?)  which  converts  all 
those  toxic  elements  of  the  blood  which  are  re- 
sponsible for  the  well  known  uremic  symptoms  into 
less  toxic  or  harmless  substances,  thereby  relieving 
the  patient  of  the  grave  symptoms  and  enabling 
the  kidney  to  perform  its  function. 

SOME  POINTS  OF  TECHNIC  IN  AB- 
DOMINAL WOUND  CLOSURE. 

By  J.  A.  Pettit,  M.  D., 

PORTLAND,  ORE. 

So  much  has  been  written  in  one  way  or  an- 
other in  regard  to  wound  closure  that  it  would 
almost  seem  necessary  to  preface  anything  further 
in  this  line  with  an  apology.  These  little  details 
are  small  matters  but,  nevertheless,  big  matters 
are  made  up  of  small  components.  Any  sugges- 
tion which  may  have  a mediocre  influence  toward 
good  wound  closure  is  worthy  of  consideration. 
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It  is  for  this  reason,  therefore,  that  the  accom- 
panying figures  are  presented. 

There  seems  to  be  some  advantage  in  securing 
an  approximation  of  the  superficial  fascia  in  the 
meshes  of  which  lie  the  fat  deposits.  ( 1 ) This 
closure  eliminates  dead  space  which  may  be  filled 
up  by  blood  or  debris  and  lead  to  a fatty  layer 
discharge.  (2)  The  proper  approximation  of  the 
superficial  fascia  tends  to  prevent  postoperative 
broadening  of  the  skin  scar.  The  skin,  per  se,  is 
apt  to  gradually  stretch  out,  unless  it  has  the 
deeper  support.  (3)  There  is  an  advantage  in 
being  able  to  remove  a catgut  suture  from  this 
fatty  layer  as  well  as  the  subcutaneous  stitch,  for 


sometimes  particular  pieces  of  catgut  do  not  ab- 
sorb readily  and  their  knots  especially  may . ulti- 
mately work  out. 

The  advantage  of  this  particular  suture  is  that 
there  are  no  buried  knots  in  the  fatty  layer  and 
the  same  suture  comes  back  as  a subcutaneous 
suture  to  the  point  of  beginning.  The  two  ends 
are  tied  over  a small  piece  of  gauze  which  serves 
to  hold  the  knot  in  a better  position  for  ultimate 
removal  of  the  catgut,  and  at  the  same  time  pre- 
vents it  from  dimpling  into  a loose,  flabby  abdom- 
inal wall.  Cutting  either  end  of  this  suture, 
preferably  the  one  that  runs  into  the  fatty  layer, 
the  whole  catgut  can  be  removed  readily  in  the 
event  that  it  has  not  been  absorbed  in  the  length 
of  time  that  the  operator  desires  to  leave  the  stitch 
in  place. 

A great  many  operators  at  the  present  time  use 
the  method  of  tying  re-enforcement  silk-worm  gut 
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sutures  over  a piece  of  gauze.  It  is  the  purpose 
here  to  draw  attention  to  two  details  in  this  con- 
nection : ( 1 ) The  advantage  of  using  some  form 

of  antiseptic  instead  of  aseptic  gauze.  There  is 
always  a certain  amount  of  blood  or  serum  which 
oozes  from  the  cut  edges  of  the  wound.  In  the 
course  of  a week  or  ten  days’  time  a saprophytic 
action  may  arise  in  this  blood  or  serum,  resulting 
in  a little  irritation  or  interference  with  a clean 
skin  union.  By  using  a mild  carbolic,  iodoform 
or  other  antiseptic  gauze,  these  retention  sutures 
and  the  pad  can  be  left  in  place  two  weeks  just  as 
well  as  six  days,  with  the  assurance  that  there  will 
be  none  of  this  local  irritation.  This  has  been 
thoroughly  tested  out  by  us  for  a long  time. 

(2)  Abdominal  dressings  and  pads  have  a ten- 
dency to  work  upward  and,  unless  the  lower  part 
of  the  dressing  is  plastered  down  with  an  uncom- 
fortable amount  of  adhesive  plaster  over  the  hairy 
parts,  there  always  remains  a chance  of  exposure 
of  the  lower  end  of  the  incision.  If  the  antiseptic 
gauze  pad  over  which  the  re-enforcement  silk- 
worm gut  sutures  are  tied  be  left  sufficiently  long 
at  the  lower  extremity,  spread  out  fan-shape  and  its 
free  edge  sealed  down  with  a little  collodion,  the 
wound  will  have  a very  good  protection  in  the 
event  of  the  loosening  of  the  outer  dressings. 


DIRECTIONS  FOR  CANCER  PATIENTS  AT  NEW 
YORK  SKIN  AND  CANCER  HOSPOTAL. 

1.  Cancer  is  a serious  disease  which  should  re- 
ceive constant  medical  care  from  the  time  it  is  first 
suspected. 

2.  “Cancer  Specialists,”  who  advertise,  should  be 
avoided. 

3.  Cancer  is  not  contagious,  and  there  is  no  dan- 
ger of  communicating  the  disease  to  others. 

4.  Cancer  is  not  a disgraceful  disease,  and  there 
is  no  reason  for  being  ashamed  of  it  or  hiding  it. 

5.  As  soon  as  cancer  is  suspected,  whether  there 
be  a lump,  or  sore,  or  other  symptoms,  it  should  be 
at  once  cared  for  by  a competent  medical  man,  as 
the  earlier  it  is  treated  the  more  prospect  there  is 
of  its  being  cured. 

6.  Anything  suspected  to  he  cancer  should  not 
be  handled  or  squeezed,  but  should  be  kept  from  all 
irritation,  as  all  this  spreads  the  trouble  and  rend- 
ers the  cure  more  difficult. 

7.  When  it  is  decided  that  a surgical  operation  is 
necessary  this  should  be  done  completely  at  the 
earliest  possible  moment;  delay  is  dangerous. 

8.  The  proper  medical  treatment  of  cancer  should 
never  be  neglected,  both  at  the  very  beginning,  and 
also  after  an  operation  has  been  performed. 

9.  It  is  not  necessary  to  operate  on  every  cancer, 
x-ray  and  radium  are  often  of  value,  and  the  disease 
may  disappear  and  remain  absent  under  proper 
dietetic  and  medical  treatment. 

10  This  treatment  consists  in  an  absolutely 
vegetarian  diet,  with  continuous  proper  medication, 
for  a long  time. 

11.  To  get  favorable  results  this  treatment 
should  be  kept  up  strictly  until  discontinued  by  the 
physician. 
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EDITORIAL 

THE  CAMPAIGN  AGAINST  CANCER. 

A nation-wide  campaign  against  the  cancer 
scourge  has  been  initiated  and  fostered  by  the 
American  Society  for  the  Control  of  Cancer, 
wdiich  has  been  in  existence  and  carrying  on  its 
work  for  the  past  two  years.  The  efforts  of  this 
organization  are  brought  prominently  before  the 
medical  profession  through  the  publication  of  pa- 
pers on  cancer  topics  this  month  in  the  medical 
journals,  at  the  suggestion  of  the  cancer  committee 
of  the  Pennsylvania  State  Medical  Society.  The 
purpose  of  this  national  society  is  to  co-ordinate 
existing  forces  into  a united  effort  to  reduce  the 
cancer  death  rate  by  the  dissemination  of  knowl- 
edge concerning  cancer,  both  among  the  medical 
profession  and  the  laity.  With  the  inception  of 
the  cancer  society  it  obtained  the  endorsement  and 
the  co-operation  of  the  leading  medical  and  surgi- 
cal societies  of  the  country,  all  of  which  have  sup- 
ported its  purposes  “to  disseminate  knowledge  con- 
cerning the  symptoms,  diagnosis,  treatment  and 
prevention  of  cancer,  to  investigate  conditions  un- 
der wdiich  cancer  is  found  and  to  compile  statistics 
in  regard  thereto.”  The  society  does  not  contem- 
plate the  prosecution  of  biological  research  which 
is  already  so  ably  conducted  under  the  auspices  of 
the  leading  universities.  It  aims,  however,  to 
assist  and  co-operate  with  all  such  labors  and  to  aid 
the  dissemination  and  utilization  of  the  great  store 
of  present  knowledge  of  the  disease. 

The  society  contemplates  extensive  wrork  in  the 
collection  of  statistical  data  wdiich  are  in  need  of 
great  improvement  and  expansion  regarding  their 
collection  and  publication.  In  this  connection 
much  assistance  is  anticipated  from  the  United 
States  Census  Bureau,  whose  director  has  under- 
taken the  preparation  of  a special  report  on  cancer 
mortality  of  the  registration  area  for  1914.  Full 
details  of  cancer  deaths  will  be  recorded  under 
thirty  titles  of  organs  affected,  instead  of  being 
grouped  only  under  six  heads,  as  heretofore.  This 
wdll  accord  with  the  statistics  as  gathered  in  Eng- 


land and  Wales.  The  society  will  also  make  spe- 
cial statistical  studies  of  the  geographical,  regional 
and  occupational  distribution  of  cancer,  as  well  as 
collating  the  records  of  surgical  treatment  in  the 
leading  hospitals.  The  information  derived  from 
all  these  sources  of  study  will  be  given  to  the  pub- 
lic through  its  own  publications,  articles  in  the 
newspapers  and  lectures,  supplemented  by  the  as- 
sistance of  state  and  local  departments  of  health 
and  the  committees  on  public  instruction,  under 
the  auspices  of  the  state  and  local  medical  societies, 
The  society  aims  thus  to  act  as  a bureau  of  infor- 
mation and  clearing-house,  at  the  service  of  all 
wmrkers  and  institutions  interested  in  the  study  and 
control  of  cancer.  These  facts  indicate  that  in  no 
sense  wall  this  society  act  in  competition  but  ra- 
ther in  co-operation  wdth  the  medical  profession, 
and  it  is  in  every  respect  to  the  interests  of  the 
physicians  to  assist  the  efforts  of  this  organization. 
Mr.  Curtis  E.  Lakeman,  the  executive  secretary 
of  the  society,  visited  the  Northwest  last  month  in 
company  with  Dr.  F.  L.  Hoffman,  statistician  of 
the  Prudential  Life  Insurance  Company,  who  has 
devoted  much  time  to  the  compilation  of  cancer 
statistics.  Their  visit  wTas  preliminary  to  the  or- 
ganization of  branch  societies  of  the  national  so- 
ciety for  the  control  of  cancer.  We  take  this 
occasion  to  solicit  the  co-operation  of  the  physicians 
of  the  Northwest  to  aid  in  the  establishment  of 
local  organizations  to  carry  on  the  important  wrork 
of  this  society. 


THE  TUBERCULOSIS  MEETING  AT 
SEATTLE. 

The  meeting  of  the  National  Association  for  the 
Study  and  Prevention  of  Tuberculosis  last  month 
at  Seattle  brought  to  that  city  a good  sized  col- 
lection of  visitors  devoted  to  many  phases  of  the 
tuberculosis  problem,  although  the  attendance  of 
local  physicians  was  rather  marked  by  its  scarcity. 
During  the  three  days’  session  many  interesting 
and  instructive  papers  were  presented  which  were 
wrell  discussed  by  an  appreciative  audience.  The 
only  criticism  of  the  program  wrould  apply  to  the 
general  meeting  of  the  evening  of  the  first  day, 
attended  by  a large  number  of  physicians  as  wTell 
as  the  general  public.  If  live  subjects  by  wide 
aw^ake  authors  could  have  been  scheduled,  a much 
better  impression  of  the  w7hole  meeting  would  have 
been  retained  by  this  large  audience.  This  meeting 
in  Seattle  was  opportune  and  appeared  at  a psy- 
chological moment,  by  means  of  which  a veal  im- 
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pression  was  made  upon  members  of  the  city  coun- 
cil  who  for  some  time  had  been  fighting  a bill 
requiring  the  tuberculin  test  for  cows,  the  opposi- 
tion being  based  on  the  expressed  belief  of  some 
of  these  wise  city  fathers  that  cows  never  had  tu- 
berculosis nor  conveyed  it  to  humans,  and  they 
would  not  believe  it  if  the  best  authorities  made 
the  claim.  Apparently  some  of  them  were  dis- 
suaded from  this  deep-rooted  belief.  The  general 
effect  of  this  meeting  was  a good  one  through  its 
impression  upon  the  Northwest  that  the  nation- 
wide fight  against  tuberculosis  is  an  active  move- 
ment that  will  persist  until  this  great  scourge  is 
overcome. 


THE  AMERICAN  MEDICAL  ASSOCIA- 
TION AT  SAN  FRANCISCO. 

Those  who  were  fortunate  enough  to  attend  the 
American  Medical  Association  meeting  at  San 
Francisco  last  month  will  long  retain  pleasing  rec- 
ollections of  this  profitable  and  entertaining  gath- 
ering. The  registration  of  about  2200  physicians 
is  sufficient  indication  of  the  widespread  interest 
among  the  profession  of  the  land.  While  this  does 
not  bv  any  means  equal  the  Atlantic  City  regis- 
tration it  compares  favorably  with  any  held  in  the 
West.  Local  arrangements  were  unexcelled  for 
ease  and  convenience  of  attending  the  sessions. 
While  the  opening  meeting  was  held  in  the  Co- 
lumbia theatre,  all  other  general  and  section 
meetings  were  scheduled  at  the  Civic  Auditorium, 
one  of  the  splendid  and  spacious  buildings  of  the 
group  forming  the  San  Francisco  civic  center. 
Also  convenient  and  accessible  space  was  provided 
for  the  commercial  and  scientific  exhibits  which  at- 
tracted much  attention.  One  of  the  most  instruct- 
ive exhibits,  which  has  also  been  seen  in  other  large 
cities,  presented  daily  fresh  speecimens  from  the 
government-inspected  slaughter  houses  of  meat  in- 
fected with  organisms  communicable  to  man. 
Much  good  might  be  accomplished  in  influencing 
the  opinions  of  skeptical  public  officials  if  such  ex- 
hibits could  often  be  presented  to  the  general  pub- 
lic. 

As  is  commonly  observed  in  these  medical  meet- 
ings the  attendance  at  the  surgical  sections  was 
out  of  all  proportion  to  that  of  the  strictly  medical, 
although  there  was  no  criticism  of  the  number 
of  auditors  at  the  general  meetings,  on  Wednes- 
day, under  the  head  of  “health  conservation  day, 
lectures  and  demonstrations,”  which  comprised  ad- 
dresses by  many  distinguished  men  on  contagious 
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and  infectious  diseases,  sanitation  and  hygiene, 
with  particular  reference  to  measures  which  had 
made  possible  the  construction  of  the  Panama 
canal.  These  sessions  were  attended  by  a good 
audience  from  the  laity  as  well  as  physicians. 
Opportunity  was  taken  of  this  occasion  for  the 
meetings  of  various  medical  societies  before  and 
after  the  A.  M.  A.  meeting,  which  served  to  ex- 
tend the  period  of  medical  gatherings  to  about  ten 
days.  One  can  scarcely  consider  this  great  medical 
gathering  without  many  thoughts  of  the  beautiful 
and  artistic  Exposition.  Its  many  attractions  nat- 
urally encroached  greatly  on  the  attendance  of  the 
medical  meetings.  The  many  features  of  the  Ex- 
position have  been  so  thoroughly  discussed  else- 
where that  it  is  needless  to  detail  them  at  this  time. 
Suffice  it  to  say  that  any  one  will  be  well  repaid 
who  takes  the  time  for  a pilgrimage  to  San  Fran- 
cisco this  summer. 


AN  ANTI-FEE-SPLITTING  CAMPAIGN. 

The  fee-splitting  agitation,  like  the  poor,  is  al- 
ways with  us.  So  much  is  it  to  the  front  that  the 
American  College  of  Surgeons  devoted  an  afternoon 
to  its  consideration  at  San  Francisco  last  month. 
The  horrors  and  injustice  of  exploiting  the  patients 
on  behalf  of  the  fee-splitters  were  presented  in  all 
their  terrors  and  pathos.  The  practice  received 
universal  condemnation  and  was  without  a cham- 
pion. It  was  generally  recognized  that  the  per- 
nicious practice  is  based  chiefly  on  two  facts : first, 
the  injustice  to  the  general  practitioner,  who  often 
works  long  and  faithfully  in  establishing  a diag- 
nosis, for  which  he  receives  a merely  nominal  com- 
pensation, while  the  surgeon,  with  a halo  about  his 
work,  receives  what  to  the  former  seems  a grossly 
exaggerated  fee  for  a briefly  conducted  operation ; 
secondly,  the  young  and  ambitious  surgeon,  whose 
fervor  for  renown  and  rapid  emolument  inspires 
him  to  solicit  operations  from  the  general  practi- 
tioner on  the  basis  of  an  agreed  percentage  of  fees 
received.  To  relieve  the  first  situation  there  must 
be  an  open  understanding  between  the  family  phy- 
sician, the  surgeon  and  the  patient  that  the  first 
should  receive  a just  compensation  for  his  services, 
recognized  and  paid  by  the  patient  as  well  as  the 
fee  paid  the  surgeon.  For  the  second  class,  the 
only  remedy  is  publicity,  so  that  the  public  may  un- 
derstand the  manner  in  which  the  unfortunate  pa- 
tients are  being  worked  and  exploited  at  the  hands 
of  the  surgeon.  It  is  proposed  that  a committee 
of  the  college  undertake  the  exposure  of  these  of- 
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fenders  even  to  the  extent  of  publishing  their 
names  and  their  evil  deeds,  such  efforts,  however, 
being  conducted  judiciously  so  as  to  avoid  exposure 
to  legal  attack.  What  a pity  it  is  that  all  phy- 
sicians and  surgeons  are  not  honest  and  conscien- 
tious! If  it  were  so,  this  perennial  condemnation 
would  be  superfluous  and  justice  might  be  done  to 
patient,  family  physician  and  surgeon.  May  this 
ideal  condition  soon  be  brought  about! 

THE  COMING  MEETING  AT  TACOMA. 

The  meeting  of  the  Washington  State  Medical 
Association  at  Tacoma,  July  21-23,  promises  to  be 
one  of  the  most  interesting  and  profitable  of  recent 
years.  The  complete  program  is  published  below. 
It  is  to  be  noted  that  only  three  papers  will  be 
read  at  each  session,  in  accordance  with  a recent 
provision  of  the  by-laws.  Accordingly,  it  is  ex- 
pected everyone  will  take  occasion  to  participate 
freely  in  discussions.  The  meeting  will  be  held 
at  the  Tacoma  Commercial  Club. 

The  feeling  is  gaining  prominence  year  by  year 
in  medical  circles  that  the  social  feature  of  the 
annual  state  meetings  should  figure  more  largely 
than  in  the  past.  While  scientific  papers  are  all 
essential  at  these  meetings  none  is  complete  unless 
opportunity  is  afforded  the  attendants  to  complete- 
ly relax.  They  should  be  made  to  feel  that  the 
three  days  of  the  meeting  are  somewhat  of  an  out- 
ing. Consequently  the  profession  of  Tacoma  has 
completed  arrangements  for  an  unusual  program 
of  social  entertainments  for  the  coming  meeting. 
Plans  provide  society  luncheons  to  keep  the  attend- 
ance compact  throughout  the  day.  The  annual 
banquet  will  be  honorary  to  attending  visitors,  all 
of  whom  will  be  the  guests  of  the  Pierce  County 
society.  Side  trips  about  the  city  and  upon  the 
Sound  have  been  arranged  for  odd  moments.  En 
route  to  the  reception  given  by  President  Sharpies 
on  the  evening  of  the  first  day  at  the  Town  and 
Country  Club,  all  visitors  will  be  given  an  auto- 
mobile ride  about  Tacoma  and  its  environs.  Al- 
ready many  inquiries  have  reached  the  committee 
of  arrangements  regarding  the  character  of  the 
entertainment  of  the  last  day  of  the  meeting.  It 
is  planned  to  make  an  early  start  from  the  city 
and  spend  the  entire  day  in  a trip  to  Paradise 
Valley  and  Reese’s  Camp,  far  up  in  the  heart  of 
Mount  Tacoma-Rainier.  The  roads  the  entire  way 
are  in  perfect  condition  and  open  to  motor  cars 
under  certain  restrictions.  Autos,  luncheon  and 
dinner,  an  after-dinner  dance  and  other  delightful 


necessities  will  be  ready  for  all  who  can  avail 
themselves  of  the  trip.  The  “trip  to  the  mountain” 
is  the  wonder  trip  of  America  and  the  Tacoma  men 
hope  that  every  visitor  will  plan  to  remain  in  at- 
tendance the  last  day  and  take  it  in. 

It  is  hoped  that  visiting  physicians  will  bring 
their  wives  to  the  meeting.  Entertainment  is 
planned  for  their  care  during  the  days  of  the  pro- 
gram and  the  mountain  trip  is  always  of  the  great- 
est delight  to  the  ladies.  Tacoma  extends  a most 
hearty  invitation  to  the  profession  of  Washington 
and  adjacent  states  to  attend  this  state  meeting. 

A reduction  of  railroad  rates  to  a fare  and  one- 
third  for  the  round  trip  has  been  arranged  for  all 
lines  entering  Tacoma.  On  purchase  of  a ticket 
pay  full  fare  to  Tacoma  and  get  a receipt  for  the 
same.  If  fifty  such  receipts  are  presented  to  Sec- 
retary Thompson,  the  one-third  reduction  will  be 
granted.  In  order  to  ensure  this  favor  to  visitors 
from  a distance  it  will  be  posititvely  essential  that 
Seattle  members  travel  at  least  once  by  railroad 
and  thus  secure  receipts,  cutting  out  steamboat  and 
interurban.  Remember  to  do  this  for  the  benefit 
of  members  from  distant  cities. 


PROGRAM. 

Wednesday,  July  2. 

Morning  Session  8:30  o’clock. 

HOUSE  OF  DELEGATES. 

Report  of  Officers  and  Committees. 

10  A.  M. 

GENERAL  SESSION. 

President’s  Address. 

1.  Important  Points  in  Surgical  Diagnosis.  Dr. 
John  Hunt,  Seattle. 

2.  General  Observations  on  the  Treatment  of 
Emergency  Cases,  as  Found  in  the  Lumber  District 
of  Washington.  Dr.  H.  C.  Watkins,  Hoquiam. 

3.  Progress  of  Orthopedic  Surgery  in  the  Past 
Year,  with  Special  Reference  to  Open  Treatment  of 
Fractures.  Dr.  C.  F.  Eikenbary,  Spokane. 

Afternoon  Session,  2 o’clock. 

1.  Enterospasm.  Dr.  A.  A-  Matthews,  Spokane. 

2.  Emergency  Gastroenterostomies  in  General 
Practice.  Dr.  C.  N.  Suttner,  Walla  Walla. 

3.  Review  of  the  Present  Status  of  the  Treatment 
of  Cancer.  Dr.  S.  W.  Mowers,  Tacoma. 

In  the  afternoon  there  will  be  an  automobile  trip 
about  town  for  the  visiting  ladies. 

In  the  evening  there  will  be  a reception  and  dance 
at  the  Town  and  County  Club  at  8:30  o’clock. 

Thursday,  July  21. 

Morning  Session,  9:30  o’clock. 

1.  The  Present  Status  of  Salvarsan  and  Allied 
Products  in  the  Treatment  of  Syphilis,  from  the 
Standpoint  of  the  General  Practitioner.  Dr.  J.  R. 
Brown,  Tacoma. 

2.  Cerebellar  Localization  with  Special  Reference 
to  Nystagmus  and  Vertigo  as  Localizing  Signs.  Dr. 
Frederick  Epplen,  Spokane. 

3.  Goiter  on  Puget  Sound  Compared  with  that  of 
America  at  Large.  Dr.  E.  O.  Jones,  Seattle. 

Afternoon  Session,  2 o’clock. 
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1.  Lymphangioplasty  in  the  Treatment  of  some 
Leg  Ulcers.  Dr.  J.  T.  Mason,  Seattle. 

2.  Symposium  on  Rheumatism. 

(a)  Bacterial  Etiology.  Dr.  C.  S.  Wilson,  Tacoma. 

(b)  Gastrointestinal  Conditions  and  Rheumatism. 
Dr.  A.  P.  Lensman,  Seattle. 

(c)  Relation  of  the  Tonsils  to  Rheumatism.  Dr. 
Wilson  Johnston,  Spokane. 

(d)  Symptoms  and  Tissues  Affected.  Dr.  H.  E. 
Cleveland. 

(e)  Complication  and  Sequalae.  Dr.  W.  S.  Gris- 
wold, Seattle. 

(f)  As  a Factor  in  Surgical  Diagnosis.  Dr.  H.  E. 
Allen,  Seattle. 

(g)  Treatment.  Dr.  A.  M.  Smith. 

In  the  afternoon  there  will  be  a launch  trip,  din- 
ner at  some  beach  and  return  by  moonlight,  for  the 
visiting  ladies. 

In  the  evening,  at  the  Commercial  Club,  there  will 
be  a banquet  given  by  the  Pierce  County  Society 
to  the  members  of  the  Washington  State  Medical 
Association. 

Friday,  July  22. 

The  meeting  of  the  House  of  Delegates  will  be 
arranged  for  some  time  during  the  day.  The  hour 
will  be  announced  later. 

The  Pierce  County  Medical  Society  plans  an  auto- 
mobile trip  to  Mt  Rainier.  Luncheon  will  be  had 
at  Paradise  Valley  and  dinner  on  the  return  trip  at 
Ohop.  All  of  the  wives  of  the  visiting  members  are 
expected  to  attend. 


WHAT  IS  BAD  AIR? 

The  older  ideas  concerning  ventilation  have  been 
gradually  disappearing,  especially  the  belief  that 
increase  of  carbonic  dioxide  is  the  chief  cause  of 
bad  air  in  crowded  rooms.  The  work  of  the  New 
York  State  Commission  on  Ventilation  and  that 
of  its  head,  the  brilliant  investigator,  writei  and 
speaker,  Professor  C.  E.  A.  Winslow,  is  contribut- 
ing famously  to  our  knowledge  of  the  subject 
which  we  will  briefly  summarize.  Leonard  Hill’s 
startling  experiment  with  a group  of  persons  in  an 
airtight  chamber  in  which  the  oxygen  was  reduced 
to  so  low  a point  (17  per  cent,  in  place  of  the 
normal  79  per  cent.)  that  matches  would  not  burn 
should  be  sufficient  to  shatter  the  carbonic  dioxide 
theory.  T he  occupants  laughed  and  chatted,  while 
vainly  endeavoring  to  light  cigarettes,  but  were 
perfectly  comfortable  so  long  as  the  air  was  kept 
cool. 

Modern  conceptions  of  ventilation  are  based 
on  two  fundamental  experiments  resulting  from  the 
researches  of  Fliigge,  Haldane,  Hill,  Benedict  and 
other  physiologists;  first,  that  subjects  immured  in 
close  chambers  and  exposed  to  the  heat  as  well  as 
the  chemical  products  formed  therein,  are  not  at 
all  relieved  by  breathing  pure  outside  air  through 
a tube;  second,  that  they  are  completely  relieved 
by  keeping  the  air  artificially  cooled  without  chang- 
ing the  air  at  all,  and  are  relieved  to  a considerable 
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extent  by  the  mere  cooling  effect  of  the  electric 
fan.  The  stale  air  of  crowded  and  ill-ventilated 
rooms  is  chiefly  air  which  has  become  overheated 
and  oversaturated  with  moisture  through  radiation 
from  human  occupants.  Good  ventilation  means 
essentially  constant  movement  of  cool  air.  The 
matter  of  the  optimum  degree  of  humidity  is  un- 
settled but  both  comfort  and  efficiency  in  work  are 
progressively  lessened  at  temperatures  above  65° 
F.  or  70°  F.,  while  over  75°  F.  the  pulse  rate 
and  temperature  rise  and  the  blood-pressure  falls. 

There  is,  however,  another  element  of  impor- 
tance in  connection  with  ventilation,  consisting  of 
the  exhalations  from  the  mouths,  bodies  and  clothes 
of  individuals  in  crowded  rooms  which  go  to  make 
air  stale  and  foul.  The  New  York  State  Commis- 
sion’s investigations  show  that  the  occupants  of 
an  experimental  chamber,  in  which  the  tempera- 
ture and  humidity  remained  constant  but  in  which 
the  air  constantly  changed  on  some  days  was  un- 
changed on  others  (when  the  C02  content  reached 
0.3,  in  place  of  the  normal  0.04  per  cent.),  ex- 
hibited a greater  degree  of  appetite  on  the  days 
when  the  air  was  fresh  than  on  the  days  when 
it  was  stale  and  unventilated,  notwithstanding 
the  fact  that  they  were  unconscious  of  any  notice- 
able difference  in  the  air.  Ventilation  is  se- 
cured by  reducing  the  temperature  of  the  air  below 
70°  F.  and  bv  affording  means  for  generating  a 
current  of  air.  Emanations  from  many  individuals 
in  a close  room  play  a less  important  part  in  the 
production  of  a stale  or  foul  atmosphere.  K.  W. 


MEDICAL  NOTES 


Visitors  to  the  A.  M.  A.  Meeting.  The  North- 
west was  well  represented  at  the  San  Francisco 
meeting.  The  following  registered  from  the  dif- 
ferent state  associations  which  comprise  our  read- 
ers: 


Oregon. 


Bennett,  E.,  Monroe. 
Bilderbach,  B.,  Portland. 
Binswanger,  O.  S.,  Port- 
land. 

Bodine,  C.  D.,  Portland. 
Booth,  J.  C.,  Lebanon. 
Boslough,  A.  W..  Ashland. 
Boyden,  G.  L.,  Pendleton. 
Chipman,  R.  J'.,  Portland. 
Clement,  H.  J.,  Salem. 
Coffey,  R.  C.,  Portland. 
Connell,  E.  DeWitt,  Port- 
land. 

Cook,  J.  H.,  McMinnville. 
Creadick,  A.  N.,  Portland. 
Daniel,  E.  B.,  Portland. 
Davis,  R.  F.,  Portland. 


Dickson,  J.  F.,  Portland. 
Equi,  Marie  D.,  Portland. 
Fenton,  R.  A.,  Portland. 
Farenholt,  A.,  U.  S.  S. 
Oregon. 

Fulton,  J.  A.,  Astoria. 
Gray,  Kittie  P.,  Portland. 
Holden,  W.  B.,  Portland. 
House,  Win.,  Portland. 
Johnson,  A.  H.,  Portland. 
Johnson.  W.  T„  Corvallis. 
Jones,  P.  E.,  Portland. 
Kistner,  F.  B.,  Portland. 
Koehler,  G.  F.,  Portland. 
Loar,  P.  A.,  Silverton. 
Loughridge,  Sherman, 
Grants  Pass. 
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Mackay,  A.  E.,  Portland. 
Mackenzie,  K.  A.  J., 
Portland. 

Manion,  Katherine  C., 
Portland. 

Marcellus,  M.  B.  Port- 
land. 

McClure,  C.  R.,  Portland. 
McCool,  J.  L.,  Portland. 
McGavin,  Jessie  M., 
Portland. 

Moore,  A.  W.,  Portland. 
Morse,  W.  B.,  Salem. 
Mount,  H.  S.,  Oregon  City. 
Newth,  C.  PI.,  Philmath. 
Nichols,  H.  S.;  Portland. 
O’Day,  J.  C.,  Portland. 
Pettit,  J.  A.,  Portland. 
Pickel,  E.  B.,  Medford. 
Pomeroy,  M.  E.,  Salem. 
Roberr,  D.  N.,  Portland. 
Rockey,  A.  E.,  Portland. 
Ross,  A.  H.,  Lebanon. 
Sabin,  C.  G.,  Portland. 
Sears,  C.  E.,  Portland. 
Seely,  A.  C.,  Roseburg. 
Selling,  L.,  Portland. 

Wash 

Axtell,  W.  H..  Belling- 
ham. 

Booth.  F.  A.,  Seattle. 
Brazeau,  S.  D.,  Spokane. 
Colliver,  S.  N.,  Seattle. 
Cooke,  C.  T.,  Seattle. 
Cox,  W.  C.,  Everett. 
Crabtree,  G.  H.,  Fort 
Lawton. 

Dewey,  H.  W.,  Tacoma. 
Durand,  J.  I.,  Seattle. 
Fassett,  F.  J.,  Seattle. 
Fick,  E.  P.,  Seattle. 
Flagg,  C.  E.  B.,  Van- 
couver. 

Gould,  A.  R.,  Kent. 
Gellhorn,  Walter,  Seattle. 
Griggs,  J.  F.,  Tacoma. 
Hamblen,  R.  N.,  Spokane. 
Hawley,  A.  W„  Seattle. 
Helton,  A.  J.,  North 
Yakima. 

Hicks,  G.  S.,  Tacoma. 
Hood,  C.  S..  Ferndale. 
Holsti,  Osten,  Aberdeen. 
Hunt,  John,  Seattle. 
Johanson,  N.  A.,  Seattle. 
Johnston,  Wilson,  Spo- 
kane. 

Jones,  C.  W.,  Elma. 


Smith,  C.  J.,  Portland. 

Sternberg,  J.  D.,  Portland. 

Strick.and,  M.  C.,  Ore- 
gon City. 

Swedenburg,  F.  G.,  Ash- 
land. 

Tape,  G.  W.,  Hot  Lake. 

Tilzer,  A.,  Portland. 

Truax,  j'.  P.,  Grants  Pass. 

Truax,  L.  L.,  Klamath 
Falls. 

Tucker,  E.  F.,  Portland. 

Ward,  D.  W.,  Forest 
Grove. 

Waugh,  J.  M„  Hood 
River. 

Webster,  A.  M.,  Portland. 

White,  C.  S.,  Portland. 

White,  F.  M.,  Klamath 
Falls. 

Whiteside,  G.  S.,  Port- 
land. 

Williamson,  W.  T.,  Port- 
land. 

Wright,  G.  I.,  Klamath 
Falls. 


ngton. 

Lamson,  Otis,  Seattle. 
McCreery,  W.  B.,  Ta- 
coma. 

Palmer,  D.  H.,  Seattle. 
Parker,  L.  Maud,  Seattle. 
Pennock,  W.  J..  Spokane. 
Perry,  R.  W.,  Seattle. 
Persons,  J.  R.,  Oak  Har- 
bor. 

Peterkin,  G.  S.,  Seattle. 
Phillips,  Frederica  A., 
Seattle. 

Potter,  W.  W„  Spokane. 
Rich,  E.  A.,  Tacoma. 
Robinson,  F.  C.,  Walla 
Walla. 

Samuels,  S.  M.,  Seattle. 
Seelye,  W.  K.,  Seattle. 
Seibert,  A.  W.,  We- 
natchee. 

Simmons-Seibert,  Minnie, 
Wenatchee. 

Shannon,  W.  A.,  Seattle. 
Smith,  C.  A.,  Seattle. 
Snoke,  J.  W.,  Tacoma. 
Swift,  G.  W.,  Seattle. 
Tuttle,  T.  D.,  Seattle. 
Willis,  P.  W.,  Seattle. 
Yocom,  J.  R.,  Tacoma. 
Young,  E.  W.,  Seattle. 


Idaho. 

Aspray,  Joseph,  Moscow.  Maxey,  E.  E.,  Boise. 
Brandt,  F.  H.,  Boise.  Nourse,  R.  L.,  Boise. 

Davis,  J.  N„  Kimberly.  Weaver,  C.  D.,  Twin 
Faust,  R.  C.,  Deary.  Falls. 

Howard,  W.  F..  Pocatello. 


Utah. 


Aird,  J.  W.,  Provo. 
Anderson,  Ross,  Salt 
Lake. 

Ashley.  R.  W.,  Salt  Lake. 
Baldwin,  S.  C.,  Salt  Lake. 
Beatty,  T.  B.,  Salt  Lake. 
Behle,  A.  C.,  Salt  Lake. 
Critchlow,  J.  F.,  Salt 
Lake. 

Donoher,  W.  D.,  Salt 
Lake. 


Ewan,  R.  T.,  Randolph. 
Ewing.  W.  B„  Salt  Lake. 
Gemmell,  Belle  A.,  Salt 
Lake. 

Holbrook,  H.  C..  Lehi. 
Hosmer,  A.  J.,  Salt  Lake. 
Hughes,  E.  G.,  Provo. 
Irvine,  A.  R.,  Salt  Lake. 
Joyce,  R.  S.,  Ogden. 
Kahn,  S.  G.,  Salt  Lake. 
Parkinson,  W.  B.,  Logan. 


McDonald,  D.  L.,  Salt 
Lake. 

Middleton,  G.  W.,  Salt 
Lake. 

Pinkerton,  S.  H.,  Salt 
Lake. 

Rich.  E.  C.,  Ogden. 
Richards,  G.  G.,  Salt 
Lake. 


Richards,  R.  T.,  Salt 
Lake. 

Robison,  C.  E.,  Provo. 
Snyder,  C.  C.,  Salt  Lake. 
Stauffer,  Fred,  Salt  Lake. 
Tyndale,  W.  R.,  Salt 
Lake. 

Wilcox,  C.  F.,  Salt  Lake. 
Worlton,  F.  D.,  Lehi. 


OREGON. 

Portland’s  Milk  Record.  Portland  is  jubilant 
as  a result  of  the  showing  made  by  the  City  Milk 
Department  at  the  Panama-Pacific  Exposition.  The 
department  was  awarded  the  grand  prize,  several 
medals  and  $100  in  gold  for  having  the  highest  av- 
erage score  for  the  ten  regular  exhibits.  Portland’s 
total  score  was  95.7  per  cent.;  Seattle  was  second 
with  94.7  per  cent.,  and  Detroit  third  with  94.3  per 
cent. 

Rabies  information.  The  State  Board  of  Health 
has  recently  issued  a bulletin  of  information  on 
rabies  which  is  to  be  distributed  throughout  East- 
ern Oregon.  It  gives  information  as  to  the  present 
distribution  of  the  disease,  the  symptoms  of  the 
various  types,  Pasteur  treatment,  mortality,  pro- 
phylaxis, extermination  of  coyotes,  etc. 

Suppression  of  Rocky  Mountain  Fever.  Dr.  L.  D. 
Fricks,  of  the  United  States  Public  Service,  who 
for  three  years  has  been  specializing  on  Rocky 
.Mountain  spotted  fever,  has  been  sent  to  Oregon  by 
the  government  and  will  start  a campaign  for  the 
eradication  of  this  disease  from  Eastern  Oregon. 
The  most  recent  reports  state  that  there  have  been 
more  than  forty  cases  discovered  so  far. 

The  Milk  Commission.  Mayor  Albee,  of 
Portland,  has  appointed  the  following  mem- 
bers of  the  certified  milk  commission  which 
has  been  created  under  a recent  ordinance: 
Drs.  K.  A.  J.  Mackenzie,  J.  B.  Bilderbach,  Mary 
MacLachlan,  M.  B.  Marcellus  and  J.  D.  Mack. 

The  Salem  Hospital  for  the  Insane  is  to  be  en- 
larged under  an  appropriation  by  the  last-  legis- 
lature of  $25,000.  The  new  part  of  the  hospital 
will  be  built  on  the  unit  system  which  will  allow 
expansion  as  the  needs  arise. 

Superintendent  of  the  Feeble-Minded.  Dr.  J.  M. 
Smith  of  Salem,  a brother  of  State  Senator  J’.  C. 
Smith,  has  been  appointed  superintendent  of  the 
State  Institution  for  the  Feeble-Minded  to  succeed 
Dr.  J.  H.  Thompson. 

New  Hospital  for  Eugene.  A new  hospital  to  be 
known  as  the  Northwest  Eye,  Ear,  Nose  and  Throat 
Hospital,  will  be  opened  in  Eugene. 

The  Multnomah  School  for  Nurses  held  gradu- 
ating exercises  June  17,  at  which  a class  of  six  re- 
ceived diplomas. 

Drs.  E.  O.  Parker  and  T.  M.  Henderson,  of  Pen- 
dleton, have  returned  from  a two  months’  trip 
in  the  East,  during  which  time  they  visited  many 
of  the  large  clinics. 

Dr.  R.  J.  Vaughn,  of  Canyon,  has  left  with  his 
wife  for  the  East  and  will  locate  in  Michigan. 
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Dr.  Hawke,  of  Forest  Grove,  has  been  the  vic- 
tim of  joy  riders,  his  car  having  been  taken  and 
run  for  many  miles  over  heavy  roads. 

Dr.  A.  P.  Thatcher,  formerly  of  Pleasant  Hill, 
has  located  in  Portland. 

Medical  Wedding.  Dr.  L.  E.  Sook,  of  Baker,  was 
married  on  June  7 to  Miss  Minnie  Christianson,  of 
Portland. 


WASHINGTON. 

Public  Health  Service  Laboratory.  Dr.  W.  C. 

Ruckef,  Assistant  Surgeon  General  of  the  United 
States  Public  Health  Service,  has  been  on  a tour 
of  inspection  of  the  Northwest.  He  has  decided 
to  establish  at  Seattle  the  district  laboratory  for 
the  Northwest  district,  which  is  one  of  the  twelve 
into  which  the  United  States  has  been  divided  by 
the  Public  Health  Service.  The  laboratory  will  be 
in  charge  of  Dr.  B.  J.  Lloyd  and  will  include  in 
its  activities  examinations  of  water  and  foodstuffs 
supplied  to  passengers  on  trains  and  boats,  in- 
vestigations concerning  plague,  Rocky  Mountain 
fever  and  other  diseases  which  may  become  epi- 
demic. About  $2,500  will  be  expended  in  equipping 
the  laboratory. 

Washington  College  of  Therapy  and  Nursing.  Se- 
attle has  been  successful  for  many  years  in  prevent- 
ing the  establishment  of  poorly  equipped  third-class 
medical  schools,  but  it  seems  now  that  one  is 
about  to  creep  in,  this  school  being  called  the 
Washington  College  of  Therapy  and  Nursing.  The 
so-called  college  course  “will  cover  two  years  of 
nine  months  each  and  is  designed  to  enable  the 
students  to  intelligently  and  scientifically  recognize 
disease.”  The  school  advertises  that  able  represen- 
tatives of  the  schools  of  regular  medicine,  osteo- 
pathy and  chiropractics  will  form  its  staff  and  that 
it  will  be  equipped  with  complete  laboratory  and 
x-ray  facilities  to  enable  it  to  conduct  its  work 
on  as  near  a scientific  basis  as  possible!!”  Sepa- 
rate from  the  doctors’  course  will  be  one  for  nurses 
which  will  cover  a period  of  six  months.  “It  is 
aimed  to  make  the  lectures  and  laboratory  work 
more  complete  than  has  usually  been  given  in 
training  schools  for  nurses.”  Also  this  institution 
of  learning  hopes  “by  making  the  lectures,  labor- 
atory and  didactic  work  systematic  and  complete” 
to  enable  the  students  “to  obtain  the  necessary 
training  in  the  least  possible  time.”  Lord  help  us! 
Lord  help  us! 

Pre-Medic  Course  at  Whitworth  College.  Dr.  D. 

D.  McKay,  president  of  Whitworth  College,  Tacoma, 
has  announced  the  establishment  of  a pre-medic 
course  to  be  opened  next  fall.  This  course  will 
cover  four  years  of  study  and  will  be  arranged  to  fit 
students  to  enter  upon  advanced  work  in  medicine 
in  any  of  the  leading  medical  colleges  in  the  country 
(Compare  this  with  reference  to  so-called  medical 
school  in  Seattle.) 

A Tuberculosis  Census.  The  executive  board  of 
Associated  Charities  of  Yakima  have  decided  to 
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take  steps  toward  solving  the  tuberculosis  problem 
cf  the  county,  and  to  this  end  have  appointed  a 
committee  to  investigate  the  making  of  a tuber- 
culosis census.  It  is  thought  that  such  can  be 
made  in  about  three  months  at  a cost  of  about  $500. 
This  is  a most  rational  way  of  beginning  such  a 
campaign  and  it  is  to  be  hoped  that  the  committee 
will  meet  with  hearty  cooperation  on  all  sides. 
Following  the  census  it  is  the  intention  to  institute 
a tent  colony,  if  conditions  warrant. 

Graduate  Nurses  Association.  At  the  annual 
meeting  of  the  Washington  .State  Graduate  Nurses 
Association  the  following  officers  were  elected: 
President,  Mrs.  Edna  Robinson;  vice-president, 
Miss  Clare  Cramer;  secretary,  Miss  Katherine  Ma- 
jor; treasurer,  Mrs.  E.  B.  Cummings;  councilors, 
Misses  May  Loomis,  Maude  Eberol  and  Sohanna 
Burns. 

Officers  for  Women  Doctors.  At  the  annual  meet- 
ing of  the  Women’s  Medical  Club  of  Seattle,  the 
following  officers  were  elected:  President,  Dr. 

Maud  Parker;  vice-president,  Dr.  Maybelle  Park; 
secretary,  Dr.  Mabel  Seagrave;  treasurer,  Dr.  Myra 
Everly. 

Robbed  the  Doctor.  Dr.  H.  E.  Wheeler, of  Spokane, 
has  been  the  victim  of  thieves  who  relieved  him  of 
a case  of  surgical  instruments,  medicines  and  auto 
gloves.  The  doctor  states  that  in  his  case  were 
several  tubes  of  living  cultures  and  if  these  are 
broken  he  will  not  be  the  only  victim. 

Voluntarily  Resigns  a Soft  Snap.  Dr.  J.  A.  Ghent, 
Assistant  County  Health  Officer  of  King  County, 
has  resigned,  giving  as  his  reason  that  he  had  not 
enough  work  to  keep  him  busy.  The  action  of  Dr. 
Ghent  is  extremely  praiseworthy  and  unusual,  as 
the  position  pays  a salary  of  $90  a month,  and 
he  could  no  doubt  have  retained  it. 

Students  at  Army  Medical  School.  Drs.  D.  G. 
Byrne,  of  Spokane;  O.  L.  Austin,  of  Aberdeen  and 
F.  M.  Carroll,  of  Seattle,  will  attend  the  Army 
School  for  Medical  Officers  in  San  Francisco,  July 
5 to  14. 

Rabies  has  appeared  in  Carbonado,  several  per- 
sons having  been  bitten  and  the  disease  having 
been  demonstrated  microscopically  in  the  dogs. 

Newly  Appointed  Health  Officer.  Dr.  F.  A.  Bird, 
of  Kelso,  has  been  appointed  Health  Officer  of  Cow- 
litz County  to  succeed  Dr.  C.  P.  Fryer,  of  Castle 
Rock. 

The  Deaconess  Hospital,  of  Wenatchee,  was  dedi- 
cated and  formally  opened  June  27  and  28  by  Bishop 
R.  J.  Cooke,  of  Portland. 

Hospital  to  Be  Enlarged.  Following  the  tour  of 
inspection  of  Dr.  W.  C.  Rucker,  of  the  Public  Health 
Service,  the'  Marine  Hospital  at  Port  Townsend  is 
to  be  enlarged  and  improved. 

Dr.  James  Neff,  of  Spokane,  who  sometime  ago 
started  for  Europe,  has  left  New  York  in  a party 
of  thirty-two  American  doctors,  under  the  leader- 
ship of  Dr.  Murphy,  of  Chicago,  and  by  this  time 
is  probably  at  one  of  the  base  hospitals  in  France. 
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Dr.  Thomas  Tetreau,  of  Yakima,  lias  been  re- 
appointed health  officer  for  the  city  and  county. 
It  is  gratifying  to  see  the  commissioners  are  men 
of  such  good  discernment. 

Dr.  John  Hunt,  of  Seattle,  has  returned  from  a 
ten  months’  period  of  postgraduate  study  in  the 
East. 

Dr.  E.  H.  Bradley,  of  Kent,  has  left  for  the  East 
on  a trip  of  several  months,  during  which  time  he 
will  combine  postgraduate  work  with  pleasure.  Dur- 
ing his  absence  Dr.  C.  M.  Burdick,  formerly  of  Se- 
attle, will  attend  to  his  work. 

Dr.  W.  C.  Braisted,  Surgeon-General  of  the  Navy, 
has  been  on  a short  tour  of  inspection  of  the  naval 
hospitals  of  the  Pacific  Coast. 

Dr.  P.  W.  Sweet,  of  Selleck,  has  left  for  the  East 
for  six  weeks  of  postgraduate  work.  His  brother, 
Dr.  R.  L.  Sweet,  of  Enumclaw,  will  take  his  place 
during  his  absence. 

Dr.  F.  L.  Hackney,  of  Toledo,  has  been  appointed 
health  officer  to  succeed  Henry  Layton. 

Dr.  I.  S.  Clark,  of  Colville,  has  been  appointed 
health  officer  and  county  physician. 

Dr.  C.  F.  Stafford  has  located  in  Cle  Elum. 


OBITUARIES. 

Dr.  W.  C.  Gibson,  54  years  of  age,  who  practised 
in  Seattle,  Wash.,  for  twenty-five  years,  died  at 
Port  Angeles,  June  8,  after  an  illness  of  several 
months.  The  doctor  settled  in  Seattle  soon  after 
the  fire  of  1889.  He  had  a large  circle  of  friends 
both  in  the  medical  profession  and  among  the  laity. 
He  was  known  as  a warm-hearted  and  generous 
man,  always  ready  to  aid  the  distressed  and 
afflicted. 

Dr.  E.  H.  Thornton,  of  Portland,  Ore.,  died  at 
Monta  Villa,  June  21,  after  an  illness  of  many 
months,  supposed  to  have  resulted  from  the  bite 
of  a dog  ill  with  rabies  about  eighteen  months  ago, 
in  spite  of  having  undergone  the  Pasteur  treatment. 
The  doctor  was  born  in  Yamhill  County  in  1866. 
Being  the  eldest  of  a large  family  with  the  respon- 
sibility of  aiding  in  the  support  of  the  others,  his 
own  education  was  obtained  largely  through  his 
own  efforts,  by  which  he  obtained  the  degrees  of 
B.  A.,  Ph.  D.,  and  M.  D.  He  obtained  his  medical 
degree  at  the  University  of  Oregon  in  1892  and 
practised  in  North  Yamhill  and  St.  Johns  before 
going  to  Portland.  He  had  many  friends  in  Port- 
land and  was  held  in  high  esteem  by  the  profession 
and  the  public. 

Dr.  D.  C.  Newman  died  May  1,  1915,  at  Spokane. 
Wash.,  from  an  attack  of  apoplexy.  He  was  born 
in  Quincy,  Ohio,  57  years  ago.  He  was  educated 
in  the  Middle  West  but  went  to  the  Pacific  Coast 
as  a young  man  and  for  several  years  was  ship 
surgeon  on  steamers  between  Australia  and  Cali- 
fornia. After  practising  for  a short  time  in  San 
Francisco,  he  settled  in  Spokane  twenty-five  years 
ago,  where  he  became  prominent  in  the  medical 
profession  and  civic  activities.  At  different  times 


he  was  county  coroner,  member  of  the  city  and 
state  boards  of  health. 

Dr.  Spiro  Sargentich,  formerly  of  Tacoma  and 
Seattle,  Wash.,  died  recently  at  Nish,  Serbia,  from 
typhus  fever.  He  was  born  in  Montenegro  about 
forty-five  years  ago.  As  a young  man  he  deserted 
from  the  Austrian  army  and  fled  to  America.  He 
came  to  Tacoma  in  1893,  where  his  brother  was 
steward  of  the  Union  Club.  Later,  he  went  to  San 
Francisco,  where  he  studied  medicine,  returning 
to  Tacoma  about  1904,  and  served  for  a time  as 
intern  in  the  Fannie  Paddock  Hospital.  Later  he 
established  the  Old  Town  Emergency  Hospital.  Sub- 
sequently he  practised  for  a short  time  in  Seattle 
and  Portland,  Ore.  In  the  fall  of  1914  he  went  to 
Serbia  for  army  service  in  his  native  land. 

Dr.  Harry  Mustard,  of  Montesano,  Wash.,  died  at 
St.  Louis,  May  16,  1915,  following  an  operation.  He 
was  graduated  from  the  Aberdeen  high  school  and 
received  his  medical  degree  from  Rush  Medical 
College  at  Chicago,  after  which  he  settled  for  prac- 
tice in  Montesano. 
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PRACTICE  OF  OSTEOPATHY  IN  WASHINGTON. 

[The  purpose  of  the  editorial  criticized  by  our 
correspondent  was  to  emphasize  the  illegal  stand- 
ing of  osteopaths  who  practise  medicine  and  sur- 
gery in  Washington.  Those  readers  unfamiliar 
with  the  facts  will  note  that  the  osteopathic  schools 
have  found  it  necessary  to  supplement  the  original, 
insufficient  teachings  of  osteopathy  by  adoption 
of  such  well  established  branches  of  medicine  as 
surgery,  bacteriology  and  allied  subjects. — Editor.] 

To  the  Editor:  Will  you  extend  to  me  the 

courtesy  of  space  to  call  attention  to  some  in- 
accuracies in  the  leading  editorial  in  your  May 
issue?  These  occur  in  statements  which  you  quote 
rather  than  in  your  own  editorial  opinion.  Per- 
haps the  most  glaring  is  the  quotation  from  a de- 
cision by  the  Kentucky  court.  This  was  rendered 
in  the  early  days  of  osteopathy  and  was  immedi- 
ately overruled  by  the  Supreme  Court,  which  se- 
verely scored  the  judge  who  rendered  the  decision 
you  quote.  The  first  statement  is,  “Osteopathy 
teaches  neither  therapeutics,  materia  medica  nor 
surgery.”  Osteopathy  is  a system  of  therapeutics 
and  surgery,  taught  by  thoroughly  competent  men 
in  every  osteopathic  college.  The  second  state- 
ment in  this  decision  is,  “Bacteriology  is  also  ig- 
nored by  it.”  This  is  easily  refuted  by  the  fact 
that  Dr.  J.  E.  Hodgson,  a Spokane  osteopath,  was 
the  examiner  in  that  subject  a year  ago  on  the 
State  Board  of  Medical  Examiners  and  every  os- 
teopath licensed  in  this  state  must  pass  an  exam- 
ination in  that  subject. 

In  your  quotation  from  the  decision  of  the  United 
States  Supreme  Court  the  statement  is  made  that 
the  state  should  require  the  osteopath  to  have  a 
scientific  training  such  as  is  required  from  phy- 
sicians of  your  own  school  and  that  “science”  and 
“diagnosis”  are  needed.  In  this  I perfectly  agree. 
The  osteopathic  profession  desires  to  be  measured 
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by  the  same  standards  as  other  schools.  They  de- 
sire to  take  the  same  examination  that  members 
of  other  schools  take  and  every  man  given  a li- 
cense to  practise  osteopathy  in  this  state  has  shown 
himself  to  possess  the  same  qualifications  as  those 
given  a license  to  practise  medicine.  The  curricu- 
lum of  every  osteopathic  college  exceeds  the  re- 
quirements of  the  Association  of  American  Medical 
Colleges  in  the  number  of  hours  in  the  course. 

That  portion  of  the  practice  of  osteopathy  which 
the  attorney  general  would  deny  osteopathic  phy- 
sicians in  this  state  is  the  use  of  antiseptics,  anes- 
thetics, antidotes,  narcotics  and  surgery.  These 
are  integral  parts  of  the  science  of  osteopathy. 
The  1913-14  catalogue  of  the  Still  College  of  Oste- 
opathy says,  “The  student  is  taught  the  use  and 
also  the  comparative  value  of  the  various  anti- 
septics. He  is  instructed  when,  where'  and  how 
to  use  them  and  is  shown  by  actual  demonstration 
in  clinic  their  practical  application.”  The  1912-13 
catalogue  of  the  Philadelphia  College  and  Infirmary 
of  Osteopathy  contains  the  statement  that  the  sub- 
jects of  anesthesia  and  anesthetics  are  given  full 
consideration  and  that  upon  completion  of  the 
course  in  surgery  the  student  will  be  qualified  to 
handle  minor  or  major  surgical  cases.  Antidotal 
medicine  or  toxicology  is  taught  in  all  osteopathic 
schools,  the  humaneness  of  the  use  of  narcotics 
in  certain  cases  is  taught  and  each  school  gives 
excellent  work  in  surgery. 

The  only  effect  the  opinion  of  the  attorney  gen- 
eral will  have  will  be  to  hamper  temporarily  the 
osteopathic  profession  as  they  cannot  do  other 
than  go  to  the  next  legis’ature  to  have  their  pro- 
fessional standing  and  rights  made  clear  by  having 
the  present  law  amended  so  that  no  such  opinions 
can  be  based  on  technicalities.  I think  there  is  no 
doubt  that  the  legislature  would  enact  such  an 
amendment.  It  may  be  true,  as  stated  in  your 
editorial,  that  some  osteopaths  are  guilty  of  pre- 
scribing medicine  in  a general  way.  The  osteo- 
pathic profession  as  a profession  does  not  care  to 
do  this.  It,  however,  claims  the  right  to  practise 
surgery  and  use  antiseptics,  anesthetics,  antidotes 
and  narcotics  and  must  fight  to  maintain  freedom 
of  practice  along  these  lines.  They  are  prepared 
to  meet  all  the  requirements  that  other  schools 
meet.  H.  F.  Morse,  D.  O. 

Wenatchee,  Wash.,  May  26,  1915. 


REPORTS  OF  SOCIETY  MEETINGS 

KING  COUNTY  MEDICAL  SOCIETY. 

Pres.,  G.  S.  Peterkin,  M.  D. ; Sec.,  A.  C.  Martin,  M.  D. 

The  regular  meeting  of  the  King  County  Medical 
Society  was  called  to  order  at  the  Seattle  Press 
Club  by  Vice  President  von  Phul,  at  8:15  P.  M„ 
June  7,  1915.  About  sixty-five  members  were  pres- 
ent. The  minutes  of  the  last  meeting  were  read 
and  approved. 

Clinical  Case 

Dr.  Don  Palmer  presented  a man  who  had  begun 
swallowing  metal  objects  for  years  for  exhibition 


Vol.  VII.  No.  7. 

New  Series. 

and  a livelihood.  Recently  he  complained  of  pains 
in  his  stomach.  A gastrostomy  resulted  in  the  re- 
moval of  a large  and  varied  assortment  of  hard- 
ware. It  was  of  interest  that  the  x-ray  had  failed 
to  show  the  number  and  diversity  of  these  objects. 

Papers. 

Nitrous-Oxide  Oxygen  Anesthesia  in  Obstetrics. 

By  Dr.  Louis  Maxson.  After  reviewing  briefly  its 
history  and  use  in  general  surgery,  Dr.  Maxson 
spoke  of  the  uses  of  this  form  of  anesthesia  in  ob- 
stetrics, describing  its  advantages.  The  case  re- 
ports showed  a prompt  and  easy  termination  of 
labor  in  a patient  whose  previous  labors  had  been 
marked  by  nervousness,  etc. 

The  paper  was  discussed  by  Drs.  Frank  Maxson 
and  Armstrong. 

Dr.  W.  N.  Lipscomb,  representative  of  the  Ameri- 
can Red  Cross,  spoke  on  his  work  along  the  lines 
of  first  aid.  He  gave  statistics  showing  the  import- 
ance of  this  work  and  extended  an  invitation  to 
the  members  to  attend  his  demonstration  on  the 
first  aid  car  at  the  Oregon-Washington  station  the 
following  day. 

The  Syphilitic  Origin  of  Various  Gastrointestinal 
Affections.  By  Dr.  Arthur  Lensman.  He 

spoke  of  the  newer  conceptions  of  the 

pathology  of  syphilis  and  that  it  may  affect 
all  segments  of  the  alimentary  canal  and  its  ad- 
nexa. He  reported  seven  cases,  illustrating  various 
types  of  gastrointestinal  derangements  which 
proved  to  be  syphilitic  in  origin.  He  made  a plea 
for  more  frequent  case  reports  along  this  and 
other  lines. 

Dr.  Sharpies  spoke  of  the  instruction  he  had 
gained  from  a case  he  had  with  Dr.  Lensman,  the 
value  of  the  Wassermann  reaction,  the  fact  that 
surgery  may  be  necessary  to  correct  deformities 
and  obstructions,  even  though  syphilitic  in  origin. 

Dr.  M.  E.  Smith  said  these  affections  may  be  con- 
genital or  acquired,  that  in  syphilitic  fibrosis  sur- 
gery is  necessary. 

Dr.  Crookall  said  that  luetic  lesions  are  rare  in 
the  rectum  and  rectal  strictures  are  seldom  caused 
by  syphilis. 

Dr.  Dudley  described  a case  with  an  atypical 
gastric  symptom-complex  and  a positive  Wasser- 
mann which  had  shown  prompt  improvement  under 
antisyphilitic  treatment. 

Dr.  W.  R.  Jones  called  attention  to  the  fre- 
quency of  gastric  upset,  due  essentially  to  anti- 
syphilitic medication. 

Dr.  Lensman,  in  closing,  said  that  achylia  might 
he  due  to  mental  depression,  also  to  lack  of  appe- 
tite. He  agrees  as  to  the  necessity  for  surgery 
in  certain  cases.  He  called  attention  to  the  fact 
that  lesions  in  the  stomach  are  definitely  due  to 
the  presence  of  the  spirochete  in  exactly  the  same 
way  as  are  the  lesions  in  the  skin. 

The  committee  appointed  to  investigate  the  en- 
tertainment of  Eastern  visitors  made  its  report 
which  after  discussion  was  adopted. 

An  invitation  from  the  North  Bend  Medical  So- 
ciety to  send  a representative  to  its  annual  ban- 
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quet  was  referred  to  the  trustees. 

The  vice-president  stated  that  the  ordinance  re- 
quiring all  the  milk  in  Seattle  to  be  from  tuber- 
culin-tested cows  was  before  the  council.  Dr.  Pal- 
mer reported  that  the  Health  and  Sanitation  com- 
mittee had  already  investigated  and  approved  the 
ordinance  and  that  it  had  so  informed  the  city 
council. 

The  application  of  Dr.  C.  A.  Betts  for  member- 
ship was  read. 

BOOK  REVIEWS 

Edited  by  Kenelm  Winslow,  M.  D. 

The  Cancer  Problem.  By  William  Seaman  Bain- 
bridge,  A.  M.,  Sc.  D.,  M.  D„  Professor  of  Surgery, 
New  York  Polyclinic  Medical  School  and  Hos- 
pital; secretary  of  Committee  of  Scientific  Re- 
search, New  York  Skin  & Cancer  Hospital,  etc. 
Cloth,  534  pages.  The  MacMillan  Co.,  New  York, 
1914. 

This  is  a thoroughly  scientific  and  technical  treat- 
ise, intended  as  well  for  the  intelligent  layman  as 
for  the  profession.  Yet  the  doctor  need  not  belittle 
if  in  advance  on  that  score  for  it  covers  the  whole 
knowledge  of  cancer  to  date — even  to  describing 
special  cutting  operations  and  the  newer  methods 
of  electrical  therapy  by  fulguration,  etc.  Over  fifty 
pages  are  devoted  to  bibliography  alone  and  the 
index  is  unusually  complete.  The  summaries  at 
the  end  of  each  chapter  will  be  found  of  great 
value.  To  the  medical  man  abreast  of  the  times 
there  will  not  he  much  novel  matter  but  as  a refer- 
ence book  covering  all  the  important  research  work, 
statistics,  history,  distribution,  etiology,  diagnosis, 
prophylaxis  and  treatment  of  cancer  the  volume 
should  have  a place  in  the  library  of  all  interested 
in  the  maintenance  of  health.  It  is  possible  the 
writer  would  have  attributed  more  importance  to 
heredity  if  the  recent  work  of  Slye  had  been  avail- 
able. The  relative  increase  of  cancer  is  doubted, 
although  in  the  case  of  malignancy  of  the  breast, 
stomach  and  intestines  the  apparent  increase  may 
be  due  to  improved  diagnostic  methods.  That  can- 
cer kills  one  in  seven  women  and  one  in  eleven 
men  over  35  years  of  age  is  common  knowledge 
and  also  the  facts  that  local  irritation,  through  the 
use  of  the  Kangri  baskets  by  natives  of  Kashmir, 
the  chewing  of  betel  nut,  the  eating  of  hot  rice  by 
the  Chinese,  the  local  action  of  tar  and  soot  in 
chimney  sweepers,  the  influence  of  heat  upon  en- 
gine drivers,  etc.,  are  exciting  agencies  has  been 
brought  out  by  W.  J.  Mayo’s  various  papers.  The 
writer  rightly  classes  radium  therapy  as  experi- 
mental and  x-ray  treatment  as  unsuitable  for  gen- 
eral use.  The  book  is  a complete  and  judicial  sum- 
mary of  cancer  knowledge  to  date.  Winslow. 


Medical  Electricity  and  Rontgen  Rays  and  Radium. 

By  Sinclair  Tousey,  A.  M.,  M.  D.,  Consulting 
Surgeon  to  St.  Bartholomew’s  Clinic,  New  York 
City.  Second  edition,  thoroughly  revised  and  en- 
larged. Octavo  of  1219  pages,  with  798  practical 
illustrations,  16  in  colors.  Cloth,  $7.50  net;  half 
morocco,  $9  net.  Philadelphia  and  London:  W. 
B.  Saunders  Company,  1915. 


Notwithstanding  the  opinion  that  this  book  con- 
tains a great  deal  of  matter  which  is  antiquated 
both  in  regard  to  the  descriptions  of  apparatus  and 
the  author’s  views,  that  in  its  revision  too  little 
has  been  said  concerning  the  recent  great  advances 
that  have  been  made  in  different  directions,  and 
that  many  of  the  illustrations  are  below  par,  having 
been  made  with  old  equipment,  the  book,  never- 
theless, is  probably  the  best  for  general  work  in 
the  literature  of  today  and  contains  a great  deal 
of  very  valuable  information.  Much  useful  data 
are  given  and  many  interesting  experiments  re- 
corded but,  a large  portion  of  the  deductions  having 
been  arrived  at  during  the  use  of  old  coils  and  in- 
ferior equipment,  an  allowance  must  be  made  for 
results  attained  by  the  more  recent  improvements. 
For  instance,  in  one  place  the  author  states  that 
“When  the  fetal  head  occupies  the  fundus  of  the 
uterus  the  surrounding  fluid  produces  so  much  dis- 
persion as  to  make  the  radiograph  unsatisfactory. 
The  fetal  bones  are  small  and  are  almost  entirely 
cartilaginous,  so  that  it  is  difficult  to  distinguish 
them  in  a radiograph  before  birth.  What  is  found 
is  apt  to  be  a silhouette  of  the  fetal  mass  rather 
than  a picture  of  its  different  bones.”  Such  a 
statement,  and  there  are  similar  ones  throughout 
the  book,  is  apt  to  be  misleading  and  leave  some 
operator  under  the  impression  that  nothing  better 
could  be  had.  As  a matter  of  fact,  practically  all 
of  the  fetal  bones  are  easily  and  clearly  distinguish- 
able before  birth  and  the  reviewer  has  radiographs 
at  six  months  in  heavy  women  which  not  only 
show  very  clearly  the  skull  with  its  orbits  and 
other  irregularities  but  the  vertebrae,  ribs,  long 
bones  and  even  the  metacarpal  bones.  It  seems 
that  in  the  revision  more  space  should  have  been 
given  to  the  chapters  on  gastrointestinal  and  chest 
rontgenography,  inasmuch  as  great  advances  have 
been  made  here  since  the  publication  of  the  first 
edition.  On  the  whole,  however,  the  hook  covers 
a great  deal  of  ground,  has  many  commendable 
features  and  should  he  in  the  library  of  everyone 
working  along  this  line.  Snively. 


Principles  of  Hygiene:  For  Students,  Physicians 
and  Health  Officers.  By  D.  H.  Bergey,  M.  D., 
First  Assistant,  Laboratory  of  Hygiene  and  As- 
sistant Professor  of  Bacteriology,  University  of 
Pennsylvania.  Fifth  edition,  thoroughly  revised; 
octavo  of  531  pages,  illustrated;  cloth,  $3.00,  net. 
Philadelphia  and  London  : W.  B.  Saunders  Com- 
pany, 1915. 

This  volume  contains  much  valuable  information 
presented  in  attractive  style.  The  arrangement  of 
the  subject  matter  follows  closely  that  of  older 
text-books,  but  much  relatively  new  material  is 
introduced.  References  are  not  extensive  and  are 
included  as  foot  notes.  Viewed  from  the  stand- 
point of  the  epidemiologist,  it  might  well  be  more 
comprehensive  along  certain  lines,  notably  in  the 
discussion  of  sources  of  infection  and  modes  of 
conveyance  of  infecting  agents.  The  importance 
of  carriers  and  missed  cases  in  the  spread  of  in- 
fectious diseases  seems  to  have  been  overlooked. 
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Flies  are  forgotten  in  the  construction  of  sanitary 
privies.  There  is  no  description  of  a hypochlorite 
plant  for  water  purification,  though  the  method  is 
mentioned. 

The  author  states  that  “antiplague  serum  pro- 
duces a passive  immunity,  and  is,  therefore,  a re- 
liable protective,  but  one  cannot  rely  on  its  cura- 
tive action.”  In  practical  experience  it  has  been 
repeatedly  demonstrated  that  this  serum  is  cura- 
tive when  given  unstintedly  early  in  the  attack  and 
provided  fresh  serum  be  used.  A chapter  on  quar- 
antine is  included  in  the  text  and  the  1910  federal 
laws  and  regulations  governing  maritime  and  inter- 
state quarantine  are  given  in  full.  Lloyd. 


The  Clinics  of  John  B.  Murphy,  M.  D.,  at  Mercy 

Hospital,  Chicago.  Volume  IV.,  No.  2.  (April, 

1915.)  Octavo  of  197  pages,  47  illustrations.  . 

Published  bi-monthly;  price,  per  year,  paper,  $8. 

cloth,  $12.  Philadelphia  and  London:  W.  B. 

Saunders  Company,  1915. 

This  number  opens  with  a vivid  clinical  descrip- 
tion of  acute  osteomyelitis  based  on  a number  of 
cases  shown.  Dr.  Murphy  points  out  that  the  dis- 
ease is  usually  overlooked — or  rather  mistaken  for 
rheumatism — and  that  delay  leads  to  permanent 
disability  of  the  limb  or  even  death  in  many  in 
stances.  The  clinical  picture  is  so  clear  and  dis- 
tinct that  there  is  no  excuse  for  a mistaken  diag- 
nosis if  one  keeps  it  in  mind  and  makes  a careful 
examination.  The  history  is  of  an  infection  of  the 
nose,  throat  or  subcutaneous  tissues  in  most  cases, 
i.  e.  a pharyngitis,  tonsilitis  or  rhinitis;  or  boil, 
felon  or  skin  infection  and,  after  recovery  has  oc- 
curred or  is  occurring,  the  patient  meets  with 
some  slight  trauma  (often  unknown).  The  disease 
begins  suddenly  with  a chill  and  fever  and  pain 
in  the  bone  near  a joint  (metaphysis),  but  not  in 
the  joint  itself.  More  often  the  tibia  or  femur  is 
attacked,  less  o'ten  other  bones.  The  neighboring 
joint,  as  the  ankle,  is  not  at  first  involved.  Ten- 
derness over  the  painful  bone  area  is  only  elicited 
by  steady,  continued  pressure  with  the  thumb  for 
10  to  30  seconds.  Operation  is  absolutely  essential 
within  48  hours,  and  better  within  24,  to  prevent 
an  extensive  destruction  of  bone  or  multiple  pyemic 
infection.  Even  when  the  pus  appears  to  be  sub- 
periosteal it  is  always  safer  to  bore  into  the  medul- 
lary cavity  with  a gimlet  to  afford  escape  for  pus. 
When  an  extensive  sequestrum  forms  it  must  not 
be  removed  for  weeks  or  months.  The  disease  is 
always  due  to  infection  through  the  blood  stream. 
The  lucid,  forceful  style  and  the  analysis  of  cases 
shown  are  masterly.  Dr.  Rodman  gives  an  instruc- 
tive lecture  before  the  clinic  on  breast  cancer  fol- 
lowed by  a demonstration  of  his  operation  for  its 
removal.  Some  66  pages  are  devoted  to  the  de- 
scription, study  and  literature  of  spontaneous  mas- 
sive coagulation  of  the  cerebrospinal  fluid  with 
xanthrochromia  by  Drs.  Mix  and  Murphy  and  its 
significance  in  the  diagnosis  of  spinal  lesions.  The 
case  reported  is  the  second  in  America  and  will  be 
found  of  rare  interest.  Winslow. 
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Diseases  of  the  Digestive  Organs,  with  Special  Ref 
erence  to  Their  Diagnosis  and  Treatment.  By 
Charles  D.  Aaron,  Sc.  D.,  M.  D.,  Professor  of 
Gastroenterology  in  the  Detroit  College  of  Medi- 
cine and  Surgery,  etc.  790  pages,  illustrated  with 
154  engravings,  48  Rontgenograms  and  8 colored 
plates.  Lea  & Febiger,  Philadelphia  and  New 
York,  1915. 

When  one  considers  the  multiplicity  of  the  text 
books  dealing  with  diseases  of  the  digestive  organs, 
one  is  tempted  to  say  with  Ecclesiastes,  “Of  the 
making  of  books  there  is  no  end.”  However,  a 
short  perusal  of  Dr.  Aaron’s  book  will  soon  convince 
the  most  sceptical  that  a book  so  well  written  ia 
in  a class  by  itself.  It  is  no  exaggeration  to  de- 
clare this  book  as  the  most  up-to-date  of  its  kind. 
Not  a single  question  of  importance  in  diagnosis 
and  treatment  is  omitted  from  discussion,  touching 
the  physiology  of  digestion,  gastric  cancer  diagnosis, 
examination  of  feces,  rontgenography  of  the 
esophagus,  stomach  and  intestines,  dietetic  treat- 
ment, massage,  hydrotherapy,  mineral  waters,  oral 
sepsis,  pathologic  changes  in  the  esophagus,  the 
newer  views  about  functional  derangements  of  the 
digestive  organs,  the  recent  discoveries  about  liver 
and  pancreas,  metabolism,  gastroenteroptosis.  con- 
stipation, duodenal  ulcer,  intestinal  obstructions, 
hookworm  disease,  and  last  but  not  least,  the  view- 
point of  the  internist  in  regard  to  rectal  diseases. 
It  is  a splendid,  valuable  volume,  complete  in  every 
respect,  a vast  mine  of  information  in  this  most 
difficult  and  interdependent  portion  of  internal  med- 
icine. We  have  not  the  least  hesitancy  in  highly 
recommending  it  to  our  readers  with  the  motto, 
“mark,  read,  learn  and  inwardly  digest.” 

Lensman. 


Fewer  and  Better  Babies,  or  Limitation  of  Off- 
spring by  the  Prevention  of  Conception.  By 
William  J.  Robinson,  M.  D.,  Chief  of  Genito- 
urinary Diseases  and  Dermatology,  Bronx  Hos- 
pital and  Dispensary,  Editor  of  Critic  and  Guide, 
etc.  Cloth,  245  pages;  price,  $1.  The  Critic  and 
Guide  Co.,  New  York. 

This  book  postulates  the  enormous  benefits  of 
limitation  of  offspring  by  prevention  of  conception 
to  individual  society  and  the  human  race,  pointing 
out  all  the  reasons  therefor,  and  purports  to  an 
swer  all  objections  thereto.  The  author’s  direct, 
forceful  and  pungent  style  does  not  detract  from 
the  interest  and  value  of  the  book.  It  may  be  ac- 
cepted that  no  subject  under  the  sun  has  more  im- 
port for  mankind.  The  writer  affirms  that  no 
workingman  should  have  more  than  two  children. 
He  undoubtedly  makes  out  a very  good  case  for 
his  general  contentions.  Is  unlimited  increase  of 
the  human  race  desirable?  Does  China  with  its 
400  millions  - surpass  the  United  States  with  its 
90  millions?  Is  it  of  advantage  that  the  better 
classes  limit  their  offspring  while  the  lower  classes 
do  not?  Is  it  true  that  limiting  the  birth  rate  limits 
the  population  proportionately?  Apparently  the 
death  rate  is  lowered  much  more  than  the  birth 
rate  by  the  better  care  given  children  according 
to  Dutch  and  French  statistics.  Is  the  practice  im- 
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moral,  is  it  injurious,  would  it  lead  to  excess,  im- 
morality and  divorce?  Such  are  the  questions  and 
many  more  which  are  met  by  the  most  convincing 
denials.  The  author  begins  two  chapters,  one  on 
the  best  and  most  harmless  means  for  the  preven- 
tion of  conception,  the  other,  means  for  the  pre- 
vention of  conception  which  are  disagreeable,  un 
certain  or  injurious,  and  following  these  titles  are 
blank  pages.  He  then  goes  on  to  show  that  any  at- 
tempt at  educating  the  public  in  these  matters  is 
instantly  met  by  the  most  stringent  prohibitory 
federal  and  state  statutes,  as  penalties  of  $5,000, 
or  imprisonment  of  five  years,  etc.  Dr.  Rob- 
inson teaches  that  limitation  of  offspring  would 
greatly  ameliorate  the  condition  of  life  for 
the  masses,  would  encourage  early  . marriages, 
would  lessen  venereal  disease,  would  improve 
married  women’s  lot,  would  lessen  prostitu- 
tion among  married  men,  would  prevent  unnat- 
ural sexual  practices  to  avoid  conception,  and  would 
greatly  improve  the  future  race  through  better  care 
and  education  of  the  offspring.  The  book  is  fath- 
ered by  Dr.  Jacobi,  who  writes  the  introduction. 

Winslow. 

The  Tuberculosis  Nurse.  By  Ellen  N.  LaMotte, 
R.  N.  Introduction  by  Louis  Hamman,  M.D.,  Physi- 
cian in  charge  Phipps  Tuberculosis  Dispensary, 
Johns  Hopkins  University.  izmo,  292  pages. 
Cloth,  $1.50.  G.  P.  Putnam’s  Sons,  London  and 
New  York. 

Having  been  engaged  in  special  tuberculosis  work 
since  the  beginning  of  the  antituberculosis  move- 
ment, Miss  LaMotte  is  especially  well  qualified  to 
write  such  a book  as  this.  Her  aims,  she  says,  are 
two  fold:  first,  to  offer  a working  model  by  which 
any  community  can  gain  some  Idea  as  to  how  to 
organize  and  conduct  tuberculosis  work;  second,  to 
offer  conclusions  gained  through  practical  experi- 
ence, as  to  the  nurse’s  part  in  the  antituberculosis 
campaign.  She  lays  great  stress  on  the  funda- 
mental problem  of  institutional  care  of  the  ad- 
vanced cases  and  the  relation  of  nursing  activity 
to  gain  this  end.  The  ideal  tuberculosis  nurse  is 
described,  her  qualifications  given,  her  hardships 
enumerated.  The  dealings  of  the  municipal  nurse 
with  the  private  physician  is  treated  at  length  as 
well  as  all  her  other  duties.  In  addition  to  de- 
scribing all  phases  of  the  tuberculosis  nurse’s  work, 
the  book  deals  with  most  of  the  problems  of  the 
municipal  control  of  tuberculosis. 

The  reviewer  believes  that  the  title  of  the  book 
is  its  only  drawback  for,  while  essentially  it  deals 
with  the  tuberculosis  nurse,  the  work  is  of  such 
importance  that  it  should  be  read  by  more  men 
not  physicians  than  will  read  a book  of  such  a 
title.  Turner. 


Mechanical  Vibration,  Its  Physiological  Application 
in  Therapeutics.  By  M.  L.  H.  Arnold  Snow,  M.  D., 
Professor  of  Mechanical  Vibration  Therapy  in 
the  New  York  School  of  Physical  Therapeutics, 
etc.  Price  $3.50.  Published  by  Scientific  Au- 
thors’ Publishing  Co.,  New  York. 

The  object  of  this  book  is  to  place  vibration  on 
a scientific  basis.  Numerous  chapters  describe  the 
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probable  rationale  of  vibration  on  the  various  parts 
of  the  body.  But  the  author  leads  one  into  such 
a maze  of  science  and  pseudo-science  and  quotes 
so  extensively  from  relevant  and  irrelevant  matter 
that  the  general  impression  is  vague  and  disquiet- 
ing to  the  orthodox  practitioner.  It  may  very  pos- 
sibly be  that  the  reviewer  is  an  unfortunate  person 
to  pass  upon  this  book  since  the  author  thinks  and 
quotes  Abrams  in  extenso  and  regards  his  work 
on  Spondelotherapy,  as  the  “most  exhaustive 
thought  on  spinal  therapeutics,”  which  we  took  the 
liberty  of  describing  under  the  name  of  spondulix 
therapy  some  years  ago  in  these  columns.  The 
writer  of  the  present  tome  might  easily  have  com- 
pressed what  he  has  to  say  in  quarter  of  the  space 
and  with  three-fourths  greater  clarity.  To  “knock” 
a vibratiouist  is  to  pay  him  in  his  own  coin,  as 
he  deserves,  when  he  attempts  to  formulate  a diag- 
nostic, prognostic  and  therapeutic  system  of  medi- 
cine upon  this  meagre  and  vibratory  basis. 

Winslow. 


Text-Book  of  Massage  and  Remedial  Gymnastics. 

By  L.  L.  Despard,  Member  and  Examiner  Incor- 
porated Society  of  Trained  Masseuses.  Second 
Edition;  413  pages;  cloth,  $4.50.  Oxford  Univer- 
sity Press,  London  and  New  York,  1914. 

This  is  a very  elaborate  and  beautifully  printed 
volume  for  the  guidance  of  those  who  wish  to 
make  massage  a profession.  The  first  part  and 
half  of  the  book  is  devoted  to  anatomy  and  con- 
tains numerous  plates,  mostly  colored,  from  Cun- 
ningham’s anatomy.  There  follows  a shorter  chap- 
ter upon  the  theory  of  massage,  in  its  influence 
upon  the  various  organs  of  the  body,  and  one  upon 
the  primary  movements  common  to  the  art.  Next, 
we  find  very  extensive  tables  descriptive  of  Swedish 
remedial  gymnastics,  and  then  comes  the  most  es- 
sential part  of  the  book,  the  application  of  massage 
to  specific  diseases  and  deformities.  Finally,  the 
use  of  electricity  in  conjunction  with  massage  is 
described.  The  work  is  very  comprehensive  and 
complete,  representing  enormous  industry.  It  is 
highly  commended.  Winslow. 


General  Medicine — Practical  Medicine  Series.  Vol. 

I,  1915.  Edited  by  Frank  Billings,  M.  S.,  M.  D., 
and  I.  H.  Salisbury,  A.  M.,  M.  D.  Cloth,  399  pages, 
$1.50.  Year  Book  Publishing  Co.,  Chicago. 

In  this  volume  the  first  117  pages  are  devoted  to 
tuberculosis  alone.  Thus  it  is  pointed  out  that  early 
signs  may  be  due  to  pressure  on  nerves  by  enlarged 
bronchial  glands,  as  paresis  of  one  vocal  cord,  on 
the  same  side  as  the  lung  involvement,  with  slight 
hoarseness  and  hawking.  Emetine  is  the  latest 
remedy  for  hemoptysis  and,  as  usual  with  new 
remedies,  promises  marvels  when  given  in  the  dose 
of  2-3  to  one  grain  under  the  skin.  Pemberton 
thinks  rheumatoid  arthritis  is  closely  allied  to  dia- 
betes and  gout  in  the  intolerance  of  its  subjects' 
to  both  carbohydrates  and  proteids  and,  while  an 
infective  focus  may  be  found  in  some  cases,  in  a 
large  group  none  is  evident.  He  thinks  diet  of 
greatest  importance. 


Winslow. 
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ORIGINAL  CONTRIBUTIONS 

DISTURBANCES  OF  THE  CECUM  AND 
APPENDIX* 

By  C.  S.  Leede,  M.  D., 

SEATTLE,  WASH. 

After  the  diligent  work  of  the  surgeons  had 
revealed  the  role  which  the  appendix  plays  in  dis- 
turbances of  the  right  iliac  fossa  and  had  shown 
that  most  cases  which  forty  years  ago  were 
diagnosed  as  typhlitis,  perityphilitis,  crytogenetic 
peritonitis,  etc.,  were  in  reality  an  affection  of  the 
vermiform  appendix,  the  physicians  soon  began  to 
forget  that  there  really  existed  such  diseases  as 
typhilitis,  perityphilitis,  etc.,  that  is  to  say,  pri- 
marily acute  or  chronic  inflammatory  conditions 
of  the  cecum  proper. 

The  pendulum  went  to  the  other  extreme  and 
at  present  almost  every  acute  painful  condition 
in  the  right  iliac  fossa  is  termed  acute  appendicitis, 
and  almost  every  case  of  long  standing  distress  in 
the  same  region  is  pronounced  chronic  appendi- 
citis, even  though  this  distress  be  quite  insignifi- 
cant. If  only  a tenderness  can  be  made  out  over 
McBurney’s  point,  the  diagnosis  is  readily  made. 
Many  patients  are  operated  upon  and  then  the 
appendix  is  submitted  to  an  examination.  If 

•Read  before  King  County  Medical  Society,  Seattle,  Wash., 
April  6,  1916. 


macroscopically  no  alterations  are  found,  a micro- 
scopic examination  is  made.  This  invariably 
reveals  more  or  less  large  patches  of  scar  tissue 
or  round-cell  infiltration  and  these  alterations  are 
regarded  as  justifying  the  diagnosis  chronic  appen- 
dicitis, the  “appendicite  microscopique”  as  Dieula- 
foy  ironically  terms  it.  These  old,  mostly  quieted 
down,  often  insignificantly  small  centers  of 
infiltration,  which  are  found  in  almost  100  per 
cent,  of  all  appendices,  as  McCarty  showed,  are 
made  responsible  for  all  the  distress  the  patient 
has  suffered  in  many  months. 

There  must  be  something  radically  wrong  in 
our  deduction  here.  We  have  certainly  gone  too 
far  and,  indeed,  we  find  not  a few  cases  in  which 
the  operation  for  chronic  appendicitis  or  chronic 
recurring  appendicitis  fails  to  give  the  patient  the 
promised  relief.  It  is  true  that  in  the  majority 
of  cases  a diseased  condition  is  found  in  and 
around  the  appendix  and  that  the  operation  does 
bring  relief,  but  there  are  many  patients,  up  to 
40  per  cent.,  according  to  some  statistics,  who 
show  absolutely  no  improvement  after  appendec- 
tomy for  chronic  appendicitis.  These  patients  are 
always  quite  dissatisfied  with  their  physician  and 
make  life  hard  for  him.  We  all  have  seen  quite 
a few  such  cases  and  it  is  for  the  purpose  of  trying 
to  reduce  their  number  by  enabling  more  exact 
diagnosis  that  the  following  study  is  undertaken. 
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In  acute  appendicitis  there  can  be  no  doubt 
that  the  operation  is  the  only  correct  course  and 
I would  prefer  having  several  uncertain  but  acute 
cases  of  distress  in  the  right  iliac  fossa  operated 
upon  unnecessarily,  rather  than  to  advise  opera- 
tion too  late  in  one;  but  in  chronic  distress  I be- 
lieve we  have  time  enough  to  eliminate  other 
conditions  and  it  must  be  the  pride  of  every  one 
of  us  to  reduce  the  number  of  errors  in  the  diag- 
nosis of  chronic  appendicitis  as  far  as  possible. 

As  an  anatomic  predisposing  factor  causing 
acute  and  chronic  appendicitis,  Wilms  is  in  many 
cases  inclined  to  regard  the  presence  of  an  abnor- 
mally movable  cecum.  He  states  that  the  abnor- 
mally long  mesentery  permits  the  elongated  cecum 
to  get  into  a position  unfavorable  for  the  move- 
ment of  the  contents,  thus  causing  chronic  stagna- 
tion which  predisposes  to  colitis,  eventually  to 
chronic  appendicitis  and  general  distress  in  the 
right  iliac  fossa.  On  the  other  hand,  others  claim 
that  the  fixed  cecum,  bound  down  by  adhesions, 
causes  this  distress. 

The  movable  cecum,  however,  is  a very  com- 
mon condition,  especially  when  one  pronounces 
thus  every  cecum  that  can  easily  be  pulled  out  of 
the  incision  at  appendectomy.  Dreyer  (Ver- 
handt.  d.  40  Chirurgenkonfresses  und  Beitraege 
zur  Klin.  Chirurg.  Bd.  75.  Heft  1 & 2)  found 
among  105  corpses  67  per  cent,  with  a movable 
cecum;  in  females  only  21  per  cent  not  movable. 
Consequently  this  condition  must  be  considered  as 
quiet  physiologic  and  the  importance  that  Wilms 
and  others  attach  to  it  is  certainly  too  great. 

This  is  further  borne  out  by  Hausmann  and 
Obrestzow  who  found  that  in  about  80  per  cent, 
of  all  cases  the  cecum  can  be  palpated  and  moved. 
There  are  very  few  cases,  the  very  obese  excepted, 
in  which  one  cannot  feel  the  cecum.  If  the 
mesentery  be  long,  the  cecum  can  be  pushed  up 
even  to  the  liver.  Depending  upon  the  gas  and 
fecal  matter  present,  one  can  roll  it  under  the 
fingers  or  feel  it  gliding  under  them  as  a band- 
like soft  organ  or  as  a hard  cord  or  as  a pillow- 
shaped gurgling  tumor.  The  pronounced  form 
of  mobile  cecum  is  most  always  associated  with 
enteroptosis,  mobile  sigmoid,  often  very  marked 
coloptosis  with  sharp  angles  at  the  left  and  right 
flexures.  The  aspect  of  the  patient  is  often  quite 
typical,  the  asthenic  habitus,  a picture  which 
Stiller  calls  asthenia  universalis  congenita. 

As  a whole  the  diagnosis  of  a mobile  cecum  is 
not  difficult,  especially  when  the  x-ray  examina- 
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tion  with  a screen  after  bismuth-meal  is  employed. 
While  I believe  that  the  mobile  cecum,  although 
not  a pathologic  condition,  nevertheless  predis- 
poses to  a diseased  condition  of  this  organ,  I also 
believe  that  certain  peculiarities  of  the  peristaltic 
function  of  this  part  of  the  bowel  are  of  much 
greater  importance  as  etiologic  factors  for  dis- 
turbances in  this  region  than  the  movable  cecum. 

The  cecum  and  the  ascending  colon  are  those 
parts  of  the  large  bowel  which  have  the  thinnest 
walls  and  at  the  same  time  the  greatest  width ; 
consequently  the  mobility  of  these  parts  is  nor- 
mally weaker  than  in  further  distal  portions,  the 
function  of  the  cecum  being  not  so  much  propul- 
sion of  feces  as  absorption.  By  means  of  the 

kinematographic  method,  the  x-ray  examinations 
have  in  the  past  few  years  disclosed  to  us  the 
more  minute  mechanism  of  the  peristaltic  move- 
ment of  the  large  intestine. 

Kaestle  and  Bruegle  (Muen.  med.  Woch. 
1912,  S.  446)  wrote  a good  paper  on  this  subject, 
as  have  also  many  others.  When  the  chyme 

enters  the  cecum  the  haustra  become  visible  and 
we  see  how  they  grow  deeper  and  deeper,  suck- 
ing in,  as  it  seems,  the  liquid  contents  of  the 
cecum.  Then  they  become  contracted  at  their 
bases,  thus  forming  more  or  less  pedunculated 
pouches  which  then  flatten  and  inject  their  con- 
tents into  the  colon  again.  During  this  process 
water  and  nourishment  are  absorbed  by  the  walls 
of  the  pouches.  The  contents  of  the  cecum  thus 
become  more  and  more  inspissated ; little  lumps 
begin  to  form,  thus  causing  the  frequent  cloudy 
appearance  of  the  cecum  on  the  x-ray  plate.  The 
still  liquid  part  is  sucked  into  the  haustra  again, 
is  partly  absorbed  and  the  rest  again  injected  into 
the  colon.  This  is  kept  up  until  the  chyme  grad- 
ually becomes  absorbed  and  the  inspissated  con- 
tents remain.  This  stage  is  reached  when  the 
contents  arrive  at  the  hepatic  flexure  and  at  the 
end  of  the  first  third  of  the  transverse  colon.  At 
this  point  we  usually  find  a ring  of  contraction,  a 
region  predisposed  to  spastic  condition.  Up  to  this 
region,  as  Bohm  (M.  m.  1913,  S.  1476)  and 
others  have  shown,  the  intestines  are  under  the 
influence  of  the  pneumogastric  nerve.  Further 
down  the  bowel  is  supplied  by  the  pelvic  and 
erigens  nerves  (Langley).  This  contraction 
ring  is  to  my  opinion  very  important  for  our 
studies,  as  is  also  the  fact  that  this  part  is  influ- 
enced by  the  vagus  nerve.  The  liquid  contents 
of  the  cecum  are  held  back  for  quite  a while  in 
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this  organ  by  the  action  of  the  upper  part  of  the 
ascending  colon  and  the  contraction  ring  found 
here  and  referred  to  above.  This  physiologic 
stagnation  of  the  chyme  has  the  purpose  of  per- 
mitting more  intense  absorption  of  water  and  nour- 
ishment and  the  inspissation  of  the  chyme.  When, 
however,  due  to  an  excessive  irritability  of  this 
zone,  the  contraction  ring  becomes  a spasm,  then 
the  stagnation  of  the  chyme  in  the  cecum  becomes 
pathologic.  Inspissation  is  then  either  too  great 
and  constipation  of  the  descending  type  sets  in, 
followed  by  colitis,  or  putrefaction  of  the  cecal 
contents  takes  place  with  its  results. 

We  know  that  up  to  the  contracting  ring  the 
vagus  nerve  supplies  the  intestines.  We,  there- 
fore, understand  that  people  of  the  so-called  vago- 
tonic type,  whose  vagus  nerve  is  always  over- 
irritable,  will  very  frequently  show  a spastic  con- 
dition at  this  point  of  the  transverse  colon,  with 
the  results  that  the  contents  of  the  cecum  and 
ascending  colon  will  stagnate  and  either  by  putre- 
faction or  mechanically  cause  the  disturbances 
which  lead  to  perityphlitis  and  typhlitis  in  its 
various  stages  and  to  colitis.  We  thus  find  that 
even  in  a normally  suspended  cecum  and  ascend- 
ing colon  there  is  a certain  tendency  for  stagna- 
tion and  decomposition  of  the  feces,  and  we  under- 
stand, therefore,  that  these  parts  are  normally  very 
apt  to  become  diseased. 

The  toxins  and  acids  produced  in  the  stagnat- 
ing chyme,  upon  long  contact  with  the  walls  of 
the  intestines,  will  cause  inflammation.  At  first 
a catarrhal  condition  (colitis,  typhlitis),  later 
ulcerous,  necrotic  conditions  can  develop  with 
inflammation  of  the  serosa  (perityphlitis,  peri- 
colitis). The  developing  gas,  the  reflex  paralysis 
of  the  affected  parts  of  the  intestine  cause  dila- 
tation to  develop.  Even  ruptures  of  the  bowel 
may  result  from  distention  (Quervain). 

The  ulcerous  and  necrotic  colitis  are  not  diffi- 
cult to  diagnose,  nor  the  chronic  ulcerative  forms 
(blood,  pus,  mucus  are  found  in  stool).  I will 
not  dwell  upon  these  conditions  in  the  following 
but  mainly  upon  those  chronic  catarrhal  condi- 
tions of  the  cecum  and  ascending  colon,  which 
often  bring  about  a more  or  less  indistinct  picture 
which  may  resemble  appendix  trouble  and  which 
are  often  not  bettered  by  appendectomy. 

By  inflammation  of  the  wall  of  the  cecum  and 
circumscribed  parts  of  the  ascending  colon,  adhe- 
sions of  various  forms  and  extensions  are  formed. 
The  appendix  itself  can  at  operation  prove  to  be 


entirely  free  from  adhesions  or  any  other  acute  or 
macroscopically  visible  chronic  condition,  as  I 
have  time  and  again  had  occasion  to  see  not  only 
in  chronic  but  also  acute  cases.  Nevertheless,  we 
read  repeatedly  that  these  cases  prove  that  the 
diseased  appendix  can  return  to  a perfectly 
healthy-looking  condition,  while  only  the  adhe- 
sions of  the  cecum  remain  to  indicate  the  trouble 
the  appendix  has  caused.  How  ridiculously  one- 
sided these  deductions  are.  Why  not  admit  that 
the  cecum  can  become  diseased  without  the  help 
of  the  appendix. 

In  the  literature  such  cases  are  abundantly  re- 
ported. Klemm  ( Grenzgebirte  BD  16  S.  580) 
found  at  operation  in  eleven  cases  infection  of  the 
cecum  and  a chronic  inflammatory  condition  of 
the  serosa,  limited  strictly  to  the  cecum,  v.  Beck 
reports  that,  of  600  cases  of  chronic  colitis,  he 
found  chronic  inflammatory  adhesions  around  the 
cecum  in  394.  I believe  if  all  surgeons  would  in 
acute  and  chronic  cases  make  a larger  incision  for 
appendectomy  and  inspect  the  cecum,  the  ascend- 
ing colon  and  the  adjacent  parts,  they  would  also 
find  other  conditions  on  and  about  the  cecum  such 
as  circumscribed  dark  red  inflammatory  patches 
on  the  serosa  with  hyperemia  and  great  swelling 
of  the  regional  glands,  which  conditions  would 
often  better  explain  the  clinical  conditions  than 
the  findings  in  the  appendix  which  are  often  only 
secondary  . In  chronic  cases  certainly  vast  adhe- 
sions may  be  overlooked  which  could  easily  have 
been  remedied  if  found.  The  distension  of  the 
cecum  in  these  cases  of  typhilitis  brings  about  a 
mechanical  insufficiency  of  the  valves  leading  into 
the  ileum  and  the  appendix  with  backing  up  of 
the  contents  into  these  organs.  We  can  demon- 
strate that  by  x-ray  examination  while  giving  the 
patient  a bismuth  enema.  J.  T.  Case  and  others 
have  shown  this  to  be  a fact.  We,  therefore, 
understand  wffiy  a diseased  and  especially  a mobile 
cecum,  readily  causing  kinking  of  the  hepatic 
flexure,  will  easily  dispose  to  simultaneous  appen- 
dix trouble,  so  often  associated  with  chronic 
typhlitis,  and  we  see  why  simple  appendectomy 
cannot  cure  the  patient.  The  diseased  cecum  re- 
mains which  demands  treatment  after  operation 
for  the  appendix. 

Insufficiency  of  this  ileocecal  valve  is  most  often 
met  with  in  catarrhal  conditions  of  the  cecum 
and  where  it  is  distended  with  gas,  and  upon  this 
insufficiency  several  symptoms  have  been  founded. 
The  ileum  is  very  sensitive  to  contents  of  the 
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large  intestine  and  often  reacts  upon  regurgita- 
tion with  colic,  pain,  nausea,  vomiting.  Lardenois 
(Pressa  medie.  45,  910)  has  based  upon  this 
reaction  a method  of  testing  this  valve  by  massaging 
contents  of  the  cecum  towards  it  (Lardenois’  symp- 
tom). If  we  hear  a distinct  gurgling  and  at  the 
same  time  the  patient  complains  of  nausea  and 
unpleasant  sensation,  we  may  assume  that  the 
valve  of  Bauhin  is  insufficient. 

What  are  the  symptoms  of  typhlitis?  In  acute 
typhilitis  they  may  practically  be  the  same  as  in 
acute  appendicitis — very  sharp  pain  suddenly 
occurring,  at  first  over  the  abdomen  in  general, 
then  concentrating  over  the  cecum,  with  vomiting, 
moderate  fever  or  none  at  all.  The  pulse  is 
almost  always  about  normal,  regular,  of  good 
volume,  rather  slow  compared  with  the  tempera- 
ture. The  leucocyte  count  can  be  up  to  20,000. 
Indican  was  strongly  present  in  all  of  my  cases. 
Repeated  vomiting  often  occurs.  There  is 
usually  only  a slight  rigidity  in  the  right 
lower  abdomen,  generally  more  pronounced  above 
McBurney’s  point  and  higher  up  to  the  right  of 
the  navel,  in  its  slightness,  however,  greatly  con- 
trasting with  the  severeness  of  the  spontaneous 
pain.  Also  pain  is  produced  upon  pressure  from 
the  back,  near  the  pelvic  bone  and  along  the  colon. 
The  pains  are  generally  increased  by  sudden 
relaxation  of  pressure  upon  the  abdominal  walls. 
Especially  is  this  the  case  over  the  diseased  area 
of  the  colon.  Real  defense  musculaire  is  rare. 

A prominence  of  the  right  side  in  the  cecal 
region  is  generally  noticeable,  if  the  bowel  be  at 
the  time  filled  with  gas.  Then,  too,  percussion 
reveals  a tympanitic  sound ; a tender,  gurgling, 
movable  tumor  is  present.  Preceding  constipation 
mucus  in  the  stool  is  always  very  pronounced, 
although  just  previous  to  the  onset  of  the  acute 
perityphlitis  there  may  exist  a condition  of  diarrhea. 
On  the  other  hand,  a sudden  relief  of  the  consti- 
pation in  acute  cases  generally  brings  on  sudden 
relief  of  all  the  symptoms.  Mostly  there  is  also 
present  a pressure  pain  over  the  sigmond. 

This  is  the  picture  of  the  acute  type  and  here 
differential  diagnosis  is  very  difficult,  as  I have 
experienced  in  several  cases.  I will  state  one 
special  case: 

A lady  was  taken  suddenly  with  such  intense 
pains  in  the  lower  right  abdomen,  that  she  almost 
fainted ; she  became  nauseated  and  vomited, 
claimed  to  have  had  a good  movement  of  the 
bowels  that  morning;  no  indiscretion  in  diet. 
Slight  tenderness  over  the  right  iliac  region  had 
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prevailed  for  some  time,  during  the  last  eight 
days  more  distinct.  The  temperature  was  97.6°, 
pulse  94,  slight  distension  of  the  lower  right 
quarter  of  the  abdomen  with  marked  rigidity  lo- 
cated not  strictly  on  McBurney’s  point.  Pain 
upon  pressure  from  the  back  was  pronounced. 

Three  physicians  saw  the  case.  We  all,  led  by 
the  subnormal  temperature  and  the  onset  with 
shock  symptoms,  were  more  inclined  to  diagnose 
acute  exacerbation  and  probably  rupture  of  an 
already  inflamed  appendix  and  advised  operation. 
The  operation,  however,  revealed  a slightly 
thickened  appendix  without  any  signs  of  acute 
inflammation  or  adhesions,  but  just  above  the 
iliocecal  valve  the  distended,  very  movable  cecum 
and  ascending  colon  showed  marked  signs  of  acute 
inflammation  with  fresh  fibrinous  precipitations 
on  the  serosa  and  swelling  of  the  regionary  glands. 
Appendectomy. 

Later  the  patient  admitted  having  been  badly 
constipated  for  ten  years,  suffering  with  headache, 
lack  of  appetite  and  occasional  spells  of  stomach 
distress,  during  which  she  provoked  vomiting  for 
relief.  The  vomitus  was  very  acid.  She  also  had 
very  much  gas,  especially  in  the  right  iliac  fossa, 
with  some  tenderness.  Had  often  had  attacks  of 
pain  with  constipation,  vomiting,  etc. 

The  stomach  test  showed  hypersecretion  of  a 
juice  that  contained  32  free  HCL,  40  total  acid, 
mobility  good.  After  the  operation,  however,  the 
pains  continued  and  were  not  relieved  until  her 
bowels  became  well  regulated ; then  the  pains 
rapidly  subsided. 

This  case  I record  as  an  example  of  acute 
typhlitis  with  distended  cecum,  though  I have 
seen  cases  with  higher  temperature  and  pulse. 

Differential  diagnosis  between  acute  appendi- 
citis and  acute  typhlitis  is  often  almost  impos- 
sible. Appendicitis  cases  usually  show  a higher 
pulse  and  more  defense  musculaire,  but  this  can 
also  be  met  with  in  typhlitis  or  rather  perityph- 
litis. 

The  symptoms  of  chronic  typhlitis  or  colitis 
are  mostly  such  as  indicate  disturbance  of  the 
function  of  the  large  bowel,  such  as  permanent 
constipation,  stool  every  two  or  three  days  or 
only  after  some  cathartics.  Constipation  can 
alternate  with  diarrhea  each  eventually  of  several 
weeks  duration,  the  diarrhea  associated  with 
colicky  pains  and  the  stool  mixed  with  mucus. 
This  alternating  between  constipation  and  di- 
arrhea is  a result  of  the  catarrh  and  caused  by 
irritation  of  the  walls  of  the  intestines.  This 
catarrh,  combined  with  a certain  degree  of  ner- 
vousness, may  bring  on,  as  is  very  often  the  case, 
diarrhea  movements,  especially  at  night  or  in  the 
early  morning  hours  (F.  Delafield).  Spasms  of 
the  colon  cause  pain  about  the  navel. 
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The  stools  show  quite  constant  characteristics. 
The}'  are  either  constipated  or  diarrheic,  showing 
signs  of  increased  decomposition ; at  times  smeary, 
fatty  often,  in  band  shape  (the  pencil  stool)  but 
more  often  there  are  hard  little  scyballa,  some- 
times showing  quite  a lot  of  mucus  on  the  surface 
and  between  the  scyballa;  or  lumps  of  mucus, 
sometimes  also  blood  and  pus.  Food  rests  are 
visible  at  times,  especially  in  certain  cases  of  acid 
fermentation  and,  as  these  rests  are  still  ferment- 
able, the  fermentation  test  is  most  positive.  Mi- 
croscopically we  find  much  indigested  starch  which 
is  also  responsible  for  the  formation. 

Intermitting  feverish  or  not  feverish  attacks  of 
colicky  pains  of  more  or  less  severity  in  the  right 
iliac  fossa  are  pronounced,  at  first  seldom  and  far 
between,  later  oftener.  The  leucocyte  count  is 
moderately  high.  By  rectum  slight  fever  is  gen- 
erally found.  The  pulse  is  normal  or  at  any  rate 
not  proportionate  with  the  fever. 

The  gas  which  develops  brings  on  a feeling  of 
tension  and  bloatedness  of  the  abdomen  and  is 
relieved  by  flatus.  The  absorption  of  toxins 
cause  a number  of  more  general  symptoms,  as 
reflex  dyspepsia,  hyper-  or  hvpochlorhydria,  nausea, 
vomiting,  palpitation  of  the  heart,  asthma,  melan- 
cholic depression,  sleeplessness  and  restlessness, 
headache,  general  weakness  and  dizziness. 

The  pains  in  the  right  iliac  fossa  occur  sponta- 
neously as  well  as  upon  pressure  and  are  due 
partly  to  distension  of  the  inflamed  walls  of  the 
cecum  and  colon,  and  are  relieved  by  passing  gas. 
Partly,  however,  they  are  due  to  the  pericolitis 
and  adhesions  and  the  pains  are  then  more  per- 
sistent. These  pains  are  not  restricted  to  McBur- 
ney’s  point  but  can  be  found  over  the  whole  cecum 
and  ascending  colon,  according  to  the  extension 
of  the  lesions,  and  are  described  as  not  very  acute 
but  more  dull  and  colicky.  They  are  eased  by 
rest  but  made  much  worse  by  exertion,  riding, 
walking,  menstruation,  etc. 

Many  patients  have  a feeling  of  general  discom- 
fort, occasionally  with  pain  in  the  abdomen,  espe- 
cially just  after  eating  or  several  hours  later, 
caused  by  the  position  and  action  of  the  stomach, 
which,  as  stated  above,  influences  the  action  and 
position  of  the  colon,  whereby  the  stagnation  in 
the  cecum  may  be  increased  according  to  the 
peculiarity  of  the  case.  Some  have  these  sensa- 
tions just  after  or  before  defecation  or  an  hour  or 
two  after  arising,  caused  by  changing  the  relative 
position  of  the  colon.  Others  have  distress  low 


down  in  the  back  in  the  early  morning  hours, 
caused  by  fecal  matter  entering  the  lower  bowel. 
One  of  the  most  important  symptoms  is  the  tumor 
in  the  right  iliac  fossa  which  is  changeable,  painful 
and  movable.  Also  there  is  at  times  pressure  pain 
in  the  sigmoid  region.  A retention  of  the  bis- 
muth meal  in  the  cecum  for  more  than  thirty 
hours  is  usually  found.  This  observation  is,  to 
my  experience,  one  of  greatest  importance. 

To  demonstrate  the  tenderness  of  the  cecum, 
Lardenois  massages  the  contents  of  the  ascending 
colon  from  the  hepatic  flexure  down  towards  the 
cecum.  If  the  latter  be  inflamed,  pains  are  felt 
at  the  brim  of  the  pelvis ; by  massaging  the  con- 
tents away  from  the  cecum,  however,  the  pains 
are  relieved.  Also  gentle  pressure  with  the  flat 
hand  upon  the  distended  cecum  relieves  the  pain, 
whereas  the  pain  sets  in  again  when  the  pressure 
ceases.  I do  not  believe  this  symptom  can  be 
used  in  differentiating  appendix  from  cecum 
trouble,  as  increased  pressure  within  the  cecum 
would  also  affect  the  diseased  appendix,  if  not  by 
distension,  then  by  causing  traction  of  adhesions, 
etc.,  thus  causing  distress.  As  a means  of  differen- 
tiating cecum  trouble  from  pelvic  trouble  of  other 
origin  it  is  very  reliable. 

A similar  method,  namely  inflation  of  the  colon 
as  a means  of  diagnosing  chronic  appendicitis,  was 
published  in  1911  by  Bastido  (Am.  Jour,  of 
Med.  Sc.,  July)  and  should  always  be  employed. 
Nevertheless,  this  method  is  practically  or  me- 
chanically the  same  as  Lardenois’  and  therefore 
subject  to  the  same  criticism.  As  I have  repeat- 
edly seen  in  colitis,  rolling  the  tender  cecum 
under  the  flat  hand  sometimes  brings  on  short 
reflex  stomach  pains. 

Real  defense  musculaire  is  quite  rare;  slight 
rigidity  is  present  but  not  pronounced.  Also  the 
increase  of  pain  upon  suddenly  relieving  the  pres- 
sure of  the  hand  upon  the  abdomen  is  present  in 
more  acute  cases.  It  indicates  only  an  inflamma- 
tory condition  of  the  peritoneum,  as  we  often  find 
around  the  cecum  and  ascending  colon. 

By  rectal  examination,  especially  in  those  cases 
showing  spastic  constipation,  there  will  be  noted 
a marked  rigidity  and  spasmodic  condition  of  the 
sphincter,  even  though  no  fissure  be  present.  The 
x-rays  will  reveal  a stagnation  of  the  contents  of 
the  ascending  colon  for  thirty-six  to  forty-eight 
hours  or  more.  It  will  also  show  more  or  less 
signs  of  spastic  conditions  in  the  colon.  The 
leucocyte  count  may  be  fairly  high,  the  stool  may 
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show  more  or  less  mucus  and  the  characteristics 
enumerated  above. 

The  symptoms  which  enable  us  to  differentiate 
in  many  cases  between  chronic  appendicitis  and 
chronic  typhlitis  or  colitis  are  the  following 
(Krecke) : 

( 1 ) In  appendicitis  the  pain  is  generally  more 
lancinating,  boring,  whereas  in  colitis  it  is  a more 
general  distress  of  pressing  nature. 

(2)  In  appendicitis  the  pain  is  localized  at 
McBurney’s  point;  in  colitis  also  along  the  adja- 
cent parts  of  the  colon  or  even  along  the  whole 
colon  and  sigmoid. 

(3)  No  chronic  appendicitis  without  an  acute 
attack  preceding.  Attacks  of  pain  are  more  char- 
acteristic of  appendicitis  but  also  frequent  in 
typhlitis. 

(4)  Appendicitis  pains  are  more  generally 
independent  of  external  influences,  are  present 
while  resting,  etc.  Colitis  pains  are,  however, 
greatly  influenced  by  bodily  exertion,  menstrua- 
tion, etc.,  and  are  eased  by  rest. 

(5)  Tenderness  only  over  McBurney’s  point 
by  repeated  examination  points  more  towards 
chronic  appendix;  if  such  a tender  spot  is  also  felt 
on  the  right  side  (sigmoid)  or  along  the  colon, 
it  probably  indicates  colitis.  However,  Wilms 
reported  having  often  found  increased  tenderness 
over  McBurney’s  point  alone  in  colitis. 

(6)  A band-like  or  pillow  resistency  in  ilio- 
cecal  region,  tender  and  movable,  showing  pres- 
ence of  gas  or  fluid,  indicates  disease  of  the  cecum, 
in  which  case  the  appendix  may  be  also  affected. 

(7)  Constipation,  fermentation  of  feces,  pres- 
ence of  mucus  indicates  colitis.  Colitis  may  be 
the  cause  of  appendicitis  or  be  caused  by  it. 

(8)  Improvement  of  symptoms  upon  rest, 
physical  and  dietetic  measures  and  also  upon  evacu- 
ation indicates  colitis  and  speaks  against  appen- 
dicitis. 

(9)  General  nervousness  speaks  against  appen- 
dicitis. 

(10)  In  chronic  appendicitis,  with  disease  of 
the  appendix  alone,  we  often  have  irregularity 
of  stool  but  no  stagnation  as  in  colitis.  Evacua- 
tion seldom  brings  relief  in  appendicitis. 

I wish  to  emphasize  especially  that  French 
authors  have  urged  to  be  careful  in  diagnosing 
chronic  appendicitis  in  neurasthenics  and  hysterics, 
as  these  show  great  fear  of  appendicitis  and  easily 
exaggerate  their  symptoms.  Therefore,  great  care 
should  be  used  in  putting  the  indication  for  opera- 
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tion  for  chronic  appendicitis,  especially  in  nervous 
people  who  give  a history  of  constipation  and  no 
distinct  acute  attack  of  appendicitis;  who  have 
mucus  in  the  stool,  show  signs  of  stagnation  and 
rotting  of  the  contents  of  the  cecum  and  ascending 
colon  ascendens  which  organ  is  felt  as  a movable 
tumor,  filled  with  gas  or  as  a contracted  tender 
band ; who  show  much  indican  in  the  urine  and 
are  relieved  by  stool  or  passages  of  gas  (stagna- 
tion demonstrated  by  x-ray),  reflex  stomach 
trouble. 

The  frequent  occurrence  of  chronic  changes  in 
the  appendix,  together  with  stomach  lesions,  gall- 
bladder trouble,  etc.,  has  been  regarded  as  evidence 
that  the  appendix  is  the  cause  of  these  troubles. 
But  if  100  per  cent,  of  all  the  appendices  are  more 
oi  less  diseased,  these  deductions  do  not  seem 
justified.  I believe  we  must  regard  appendix,  gall- 
bladder and  stomach  trouble  as  caused  by  some 
other  factor,  and  that  this  factor  is  more  likely 
the  action  and  condition  of  the  large  bowel,  which 
in  its  turn  is  governed  to  a great  extent  by  more 
or  less  faulty  nervous  conditions,  neurasthenia, 
vagotonia,  etc. 

GALLSTONE  ILEUS* 

By  Everett  O.  Jones,  M.  D. 

SEATTLE,  WASH. 

When  the  four  cardinal  symptoms  of  constipa- 
tion, fecal  vomiting,  meteorism  and  abdominal 
pain  are  present  no  physician  will  find  difficulty 
in  making  a diagnosis  of  ileus.  Only  with  the 
attempt  to  specialize  the  diagnosis  will  the  diffi- 
culties begin. 

To  the  forms  of  obstruction  which  are  least  often 
correctly  diagnosed  belongs  that  of  gallstone  ileus. 
In  the  majority  of  cases  nothing  more  than  a prob- 
able diagnosis  can  be  made  and,  when  the  previous 
history  throws  no  light  on  the  condition  and  no 
palpable  tumor  is  present,  which  is  the  rule,  noth- 
ing more  than  the  presence  of  obstruction  can  be 
determined.  Under  the  term  gallstone  ileus  is 
understood  only  those  cases  in  which  one  or  more 
stones  actually  within  the  lumen  of  the  bowel 
produce  an  obstruction.  All  other  forms,  such 
as  paralytic  ileus,  the  result  of  peritonitis  about 
the  gallbladder  or  reflex  ileus  consequent  to  a gall- 
stone colic,  are  not  included  here. 

In  comparison  with  the  frequency  of  gallstone 
disease  itself,  gallstone  ileus  is  rare  and  of  the 

*Read  before  King  County  Medical  Society,  Seattle,  Wash., 
December,  1914. 
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different  forms  of  acute  intestinal  obstruction,  that 
produced  by  gallstones  is  extremely  uncommon. 
Even  surgeons  who  command  large  surgical  ma- 
terial see  comparatively  few  cases.  The  largest 
number  of  cases  reported  by  a single  individual, 
so  far  as  I have  been  able  to  find,  is  thirteen  which 
were  observed  by  Schnitzler,  of  Vienna.  In  1904, 
Herman  collected  from  the  literature  249  cases 
and  recently  Wagner  has  extended  this  list  by  the 
addition  of  85  reported  cases. 

It  has  been  the  writer’s  fortune  to  have  seen 
three  cases  of  this  disease,  none  of  which  have  been 
previously  reported.  The  histories  of  these  cases 
are  as  follows: 

Case  1.  Mrs.  W.,  a very  stout  lady,  65  years 
of  age,  was  suddenly  taken  ill,  July  30,  1905,  with 
abdominal  pain  and  vomiting.  Her  previous  his- 
tory had  been  negative  except  for  a severe  attack  of 
stomach  trouble  thirty  years  before.  Had  never 
had  jaundice.  Her  attacks  of  pain  were  cramp- 
like in  character  and  were  referred  to  the  lower 
abdomen.  Vomitus  was  at  first  bile-strained  and 
did  not  become  fecal  in  character  until  the  third 
day.  The  first  day  she  was  not  sick  enough  to 
go  to  bed,  the  second  day  she  was  worse,  and  so 
much  worse  on  the  morning  of  the  third  day  that 
she  was  removed  to  the  hospital.  The  bowels 
moved  once  in  the  first  day  of  the  illness,  after 
which  there  was  no  passage  of  fecal  matter  or  gas, 
though  several  times  during  the  course  of  the  ill- 
ness enema  water  was  returned  stained  with  fecal 
matter.  Pulse  and  temperature  were  normal.  The 
abdomen  was  only  slightly  distended,  the  lower 
half  being  quite  uniformly  tender.  No  intestinal 
peristalsis  could  be  seen  or  felt  but  the  abdominal 
fat  was  very  thick.  The  urine  contained  indican. 
No  evidences  of  hernia  could  be  discovered. 

A diagnosis  of  acute  intestinal  obstruction  was 
made  and  operation  urged,  but  the  patient  and  her 
family  persistently  refused  all  surgical  help.  They 
were  encouraged  in  their  attitude  by  periods  of 
apparent  improvement  which  would  set  in,  only 
to  be  followed  in  a few  hours  by  a recurrence  of 
all  the  previous  symptoms.  Her  condition  con- 
tinued without  material  change  for  eight  days, 
when  the  pain  subsided  entirely,  also  a greater 
part  of  the  vomiting,  while  the  pulse  which  had 
remained  slow  and  of  good  volume  became  rapid 
and  weak.  The  abdomen  became  enormously  dis- 
tended. The  patient  died  on  the  tenth  day. 

An  autopsy  disclosed  an  intestinal  obstruction, 
caused  by  a gallstone  which  was  firmly  lodged  in 
the  ileum,  about  twelve  inches  above  the  ileocecal 
valve.  Pressure  of  the  stone  had  caused  ulceration 
of  the  bowel  wall.  Over  the  center  of  the  ulcer 
only  the  serosa  was  intact.  There  was  considerable 
free  serum  in  the  abdominal  cavity  but  no  pus  or 
other  evidences  of  peritoneal  infection.  The  bowel 
above  the  obstruction  was  enormously  distended,  of 
bluish  color  and  soft  consistency.  In  the  upper 


right  quadrant  of  the  abdomen  were  encountered 
a quantity  of  old  firm  adhesions,  involving  the  un- 
der surface  of  the  liver,  the  pyloric  end  of  the 
stomach,  the  duodenum  and  hepatic  flexure  of  the 
colon.  In  the  center  of  this  mass  was  a fistulous 
tract  connecting  the  gallbladder  with  the  duode- 
num, about  an  inch  beyond  the  pylorus,  evidently 
the  path  by  which  the  stone  entered  the  bowel. 
The  stone  was  of  oval  shape,  circumference  in  the 
long  way  two  and  a half  inches  and -one  and  three- 
quarters  inches  the  short  way.  Weight  300  grains. 

Case  2.  Mrs.  W.,  patient  of  Dr.  Sullivan,  54 
years  of  age,  weight  185  pounds. 

One  year  before  the  present  illness  she  had  an 
acute  attack  of  abdominal  pain  and  vomiting, 
which  was  diagnosed  as  ptomaine  poisoning.  She 
had  never  had  jaundice.  August  18,  1913,  she 
was  taken  with  colicky  pains  in  the  abdomen  and 
nausea  and  vomiting,  but  was  not  sick  enough  to 
go  to  bed.  August  20  she  was  very  much  worse, 
at  which  time  Dr.  Sullivan  first  saw  her.  He 
found  the  pain  very  severe,  the  vomiting  fre- 
quent. The  bowels  had  not  moved  since  the  day 
before.  The  abdomen  was  not  much  distended 
but  quite  uniformly  tender.  The  pulse  and  tem- 
perature were  normal.  That  afternoon  the  pa- 
tient appeared  to  be  better  and  she  passed  a very 
comfortable  night.  The  next  day  the  symptoms 
recurred  with  increasing  severity. 

I first  saw  her  with  Dr.  Sullivan  on  the  morn- 
ing of  the  22nd.  At  that  time  the  pain  had  en- 
tirely subsided ; the  abdomen  was  much  distended, 
tympanitic  throughout,  very  tender.  The  pulse 
was  120,  temperature  normal.  There  had  been 
no  bowel  movement  or  gas  expelled  for  four  days. 
There  were  no  evidences  of  a hernia  to  be  found. 
The  urine  contained  indican. 

A diagnosis  of  acute  intestinal  obstruction  was 
made  and  immediate  operation  urged.  It  took  about 
four  hours  to  remove  the  patient  to  the  hospital 
and  prepare  her  for  operation,  during  which  time 
her  condition  had  become  materially  worse.  The 
abdomen  was  opened  by  a median  incision  below 
the  umbilicus.  The  obstruction  was  found  to  be 
due  to  a gallstone  impacted  in  the  ileum  about 
eighteen  inches  above  the  ileocecal  valve.  The 
bowel  above  the  obstruction  was  greatly  distended 
and  congested.  There  was  considerable  free  serum 
in  the  abdominal  cavity.  No  signs  of  peritoneal 
infection.  The  patient  went  off  the  table  in  very 
bad  condition  and  died  five  hours  later  of  shock 
and  toxemia. 

The  stone  removed  was  of  oval  shape,  weighing 
360  grains.  The  circumference  the  long  way  was 
four  and  three-eighths  inches  and  three  and  three- 
quarters  inches  the  short  way. 

Case  3.  Mrs.  N.,  patient  of  Dr.  Torland,  52 
years  old.  She  gives  a history  of  having  had  an 
attack  of  severe  pain  in  the  stomach  and  right 
lumbar  region  in  1911.  This  attack  lasted  about 
a week.  Between  this  time  and  the  date  of  her 
present  illness  she  had  three  similar  attacks,  the 
last  one  being  in  June,  1913.  She  never  had 
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jaundice  but  during  one  of  her  attacks  her  stools 
were  clay-colored. 

Aug.  21,  1914,  she  was  suddenly  taken  ill  with 
severe  pain  beginning  in  the  left  iliac  fossa  and  ex- 
tending gradually  over  the  entire  abdomen.  With 
the  pain  was  vomiting.  Vomitus  was  at  first  bile- 
stained,  later  brown  and  of  a distinct  fecal  odor. 

She  was  removed  to  the  hospital  on  Aug.  23, 
when  I first  saw  her  with  Dr.  Torland.  The  pa- 
tient was  a stout,  well  nourished  woman.  The 
abdomen  was  slightly  distended,  quite  uniformly 
tender,  with  moderate  muscular  rigidity,  particu- 
larly in  the  lower  half.  The  pulse  was  90,  of 
good  volume.  Temperature  normal.  The  pain 
which  came  in  paroxysms,  was  excruciating  while 
it  lasted.  There  had  been  no  bowel  movement  or 
passage  of  gas  for  two  days.  No  evidences  of  a 
hernia  could  be  found. 

A diagnosis  of  acute  intestinal  obstruction  was 
made.  In  view  of  the  previous  history  the  possi- 
bility of  an  occlusion  by  a gallstone  was  thought 
of.  Immediate  operation  was  advised  and  carried 
out.  The  obstruction  was  found  to  be  caused  by 
a gallstone,  stuck  in  the  ileum  at  a point  about  six 
inches  from  the  ileocecal  valve.  The  patient  left 
the  table  in  good  condition  and  made  an  uninter- 
rupted recovery.  The  stone  was  spherical  in  shape, 
weighed  180  grains  and  was  two  and  a quarter 
inches  in  circumference. 

As  these  three  cases  show,  ileus  is  always  caused 
by  stones  which  are  comparatively  large.  It  is 
reasonable  to  conclude  that  these  stones  do  not 
reach  the  intestine  by  way  of  the  bile  ducts.  It 
is  unthinkable  that  stones  the  size  of  these  should 
be  able  to  pass  through  the  cystic  and  common 
ducts  without  producing  the  most  intense  pain  and 
the  deepest  jaundice  or,  indeed,  that  they  could 
pass  through  the  ducts  at  all.  The  process  of  per- 
foration and  the  way  which  the  stones  took  was 
clearly  shown  by  the  autopsy  findings  in  the  first 
case  reported.  The  gallbladder  becomes  inflamed, 
chole  and  pericholecystitis  develop,  the  gallbladder 
becomes  adherent  to  the  duodenum,  pressure  ne- 
crosis takes  place  until  perforation  results  and  the 
gallstone  drops  into  the  lumen  of  the  bowel. 

All  authors  emphasize  the  fact  that  the  condi- 
tion affects  particularly  women  of  rather  advanced 
age.  In  the  series  of  334  cases  recently  collected 
by  Wagner,  the  sex  was  mentioned  in  262;  of 
these  191  were  women  and  71  men.  As  to  age,  95 
per  cent,  of  the  cases  were  over  40  years,  the  oldest 
patient  being  85  years  of  age. 

As  to  the  mechanics  of  the  obstruction,  the 
most  important  factor  seems  to  me  to  be  the  dis- 
proportion between  the  size  of  the  stone  and  the 
lumen  of  the  bowel.  Spastic  narrowing  or  cicatri- 
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cial  contraction  of  the  bowel  were  entirely  absent 
in  my  cases.  Clinically  the  symptoms  are  al- 
ways those  of  a gradually  developing  intestinal 
paralysis,  the  result  of  the  obstruction.  Character- 
istic of  this  condition  are  the  periods  of  rest  with 
comparative  comfort,  alternating  with  periods  of 
energetic  peristalsis  and  severe  pain. 

When  the  stone  enters  the  intestinal  canal  it 
immediately  obstructs  it  to  a certain  extent;  intes- 
tinal contents  dam  up  behind  and  a portion  is 
vomited.  This  is  the  beginning.  Because  of  the 
distension  and  the  irritation  produced  by  the  for- 
eign body,  the  bowel  is  stimulated  to  excessive 
activity.  Hyperperistalsis  accompanied  by  severe 
pain  sets  in  and  the  stone  is  driven  a certain  dis- 
tance farther.  Through  the  advance  of  the  stone 
and  the  relaxation  of  the  exhausted  intestinal  mus- 
culature, the  back  pressure  is  relieved,  pain  and 
vomiting  stop  and  a period  of  rest  follows.  After 
a time  intestinal  contents  reaccumulate.  Often 
this  is  helped  along  by  the  injudicious  taking  of 
nourishment  by  the  patient.  When  the  pressure 
reaches  a certain  point,  hyperperistalsis,  pain  and 
vomiting  again  set  in  and  continue  until  the  stone 
moves  forward  again.  This  continues  until  the 
stone  finally  reaches  a point  where  it  is  impossible 
to  be  driven  farther.  In  70  per  cent,  of  the  334 
collected  cases  this  point  was  found  to  be  in  the 
lower  twelve  inches  of  the  ileum  and  the  explana- 
tion of  this  is  the  anatomic  fact  that  the  small 
intestine  gradually  diminishes  in  diameter  from 
the  duodenum  downward,  having  its  narrowest 
lumen  at  the  ileocecal  valve.  This  alternating 
course  continues  until,  through  exhaustion  and 
intestinal  toxemia,  the  bowel  musculature  is  en- 
tirely paralyzed  and  the  mechanical  ileus  is  super- 
seded by  a true  paralytic  ileus.  Abdominal  dis- 
tention increases,  hyperperistalsis,  pain  and  vom- 
iting subside,  the  pulse  becomes  of  small  volume 
and  more  and  more  rapid.  The  bowel  above  the 
point  of  obstruction  becomes  enormously  distended, 
the  walls  are  blue  in  color  and  soft  in  consistency 
because  of  passive  congestion  and  edematous  in- 
filtration. 

Thus  a sort  of  vicious  circle  is  formed  which 
must  inevitably  end  in  death  unless  timely  inter- 
vention is  afforded  the  patient.  Wagner  states 
that  death  is  due  to  peritonitis.  This  was  not  true 
in  my  two  fatal  cases.  In  both  death  appeared  to 
be  directly  due  to  exhaustion  and  toxemia;  in 
neither  were  evidences  of  peritonitis  to  be  found. 
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How  long  a gallstone  may  lie  in  the  lumen  of 
the  bowel  and  how  long  it  takes  to  make  the  pas- 
sage through  the  intestinal  tract  is  best  answered 
by  the  histories  of  the  few  cases  in  which  spon- 
taneous recovery  has  occurred.  In  the  few  cases 
reported  with  this  termination  the  average  length 
of  time  from  the  onset  of  symptoms  to  the  ex- 
pulsion of  the  stone  per  rectum  was  eight  and  a 
half  days,  the  shortest  reported  time  was  thirty 
hours  and  the  longest  twenty-eight  days.  In  the 
first  of  my  cases  the  time  from  the  onset  of  the 
first  pain  and  vomiting  until  death  supervened 
was  ten  days. 

In  considering  the  clinical  course  of  the  disease 
it  is  rather  remarkable  that  in  a majority  of  cases 
the  previous  history  gives  no  clew  as  to  the  nature 
of  the  obstruction.  In  two  of  my  cases  no  sus- 
picion even  was  entertained  of  the  presence  of 
gallstones.  In  the  third  case  the  history  of  pre- 
vious attacks  of  colic  was  sufficiently  suggestive 
that  the  possible  presence  of  gallstones  was 
thought  of. 

The  onset  is  quite  characteristically  acute.  The 
cramp-like  pains  are  usually  referred  to  the  lower 
abdomen,  the  vomiting  rapidly  becomes  fecal  in 
character,  never  contains  blood  and  shows  a pe- 
culiar tendency  to  come  and  go  with  the  attacks 
of  pain.  Visible  peristalsis  may  be  observed,  but 
most  of  these  patients  are  too  stout  and  have  too 
thick  a deposit  of  abdominal  fat  to  permit  the  de- 
tection of  this  sign.  A palpable  tumor  is  not 
present.  Abdominal  distension  is  not  a marked 
sign  until  the  last  stages,  when  true  paralytic  ileus 
has  set  in  and  it  will  be  noted  that  it  is  accom- 
panied with  a cessation  of  all  pain  and  most  of 
the  vomiting.  The  presence  of  indican  in  the 
urine  was  noted  in  two  of  my  cases. 

As  to  the  preoperative  diagnosis  of  this  condi- 
tion, it  may  be  said  that,  when  a stout,  middle- 
aged  or  elderly  woman,  who  gives  a history  of 
previous  attacks  of  pain  that  sound  like  gallstone 
colic,  is  suddenly  taken  ill  with  all  the  symptoms 
of  acute  intestinal  obstruction,  one  is  justified  in 
making  a probable  diagnosis  of  gallstone  ileus. 
Further,  if  the  disease  shows  periods  of  alternating 
remittance  and  exacerbation  of  symptoms,  partic- 
ularly if  the  vomiting  shows  a distinct  tendency 
to  subside  and  recur  with  the  pain,  the  probable 
diagnosis  would  be  strengthened.  Further  than 
this  I think  we  cannot  go. 

The  prognosis  may  be  said  to  be  always  a grave 


one,  largely  because  of  the  age  and  general  con- 
dition of  the  most  of  these  patients.  Only  early 
operation  offers  any  prospect  of  cure.  While 
cases  have  recovered  spontaneously  by  passing  the 
stone  per  rectum,  their  number  is  very  small.  All 
medical  treatment  is  given  at  the  cost  of  valuable 
time.  The  peculiar  remittent  course  of  the  dis- 
ease is  often  responsible  for  the  patient’s  coming 
too  late  for  operation.  Often  the  patient  and 
sometimes  the  physician  is  deceived  into  thinking 
that  improvement  is  setting  in. 

The  object  of  operative  interference  is  the  re- 
moval of  the  stone.  The  incision  should  be  made 
in  the  mid-line  below  the  umbilicus.  Introduce 
the  hand  through  the  opening  and  lift  out  the  loop 
of  bowel  containing  the  stone.  After  protecting 
the  rest  of  the  abdomen  with  plenty  of  gauze 
packs,  incise  the  bowel  and  remove  the  stone.  If 
the  stone  can  be  easily  dislodged,  it  is  good  prac- 
tice to  push  it  back  two  or  three  inches  and  incise 
the  bowel  at  this  point,  because  there  is  often  be- 
ginning pressure  necrosis  at  the  point  of  lodgment 
which  will  interfere  with  the  subsequent  suturing 
and  healing  of  the  intestinal  wall. 

The  bowel  may  be  cut  transversely  and  sutured 
transversely,  or  cut  longitudinally  and  sutured 
longitudinally  with  equally  good  results,  but  to 
attempt  to  suture  in  the  opposite  direction  from 
which  the  incision  was  made  is  not  good  practice 
in  these  cases.  The  abdominal  incision  should  be 
closed  without  drainage,  except  in  those  very  rare 
cases  where  the  stone  has  ulcerated  through  the 
bowel  and  produced  a perforation. 

Wagner  reports  a case  in  which  the  stone  re- 
moved was  found  to  have  a distinct  facet  on  one 
side  and  in  which  four  days  later  obstruction  re- 
appeared and  a second  operation  disclosed  the 
other  stone  lodged  at  the  same  point  in  the  bowel. 
He  also  found  the  report  of  five  similar  cases  in 
the  literature.  It  should,  therefore,  be  the  in- 
variable rule  to  examine  the  stone  carefully  as 
soon  as  it  is  removed  and,  if  a facetted  surface  be 
found,  careful  search  should  be  made  at  once  for 
the  other  stone. 

508  Cobb  Building. 


A New  Electric  Blanket.  Attention  is  called  to 
the  Robinson  Electric  Blanket,  advertised  on  an- 
other page,  which  is  a Western  product,  made  in 
Washington.  It  offers  efficient  and  constant  heat, 
applicable  to  many  conditions  where  a reliable  de- 
vice is  needed. 
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THE  SYPHILITIC  ORIGIN  OF  VARI- 
OUS GASTROINTESTINAL 
AFFECTIONS.* 

By  Arthur  P.  Lensman,  M.  D. 

SEATTLE,  WASH. 

Since  the  discovery  and  adoption  of  the  Wasser- 
mann  reaction  quite  a number  of  original  and  sug- 
gestive papers  have  been  published,  showing  the 
non-rarity  of  lues  as  an  etiologic  factor  in  gastro- 
intestinal pathology.  As  the  gravest  forms  of  lues 
were  manifested  in  diseases  of  the  nervous  system, 
the  most  intensive  studies  with  the  Wassermann 
reaction,  including  cytologic  and  chemic  exami- 
nation of  the  spinal  fluid,  were  made  by  neurolo- 
gists and  psychiatrists.  It  was  these  specialties 
which  held  the  field,  while  syphilis  in  other  systemic 
diseases  was  somewhat  half-heartedly  thought  of 
and  sought  after. 

Of  all  the  systems,  the  alimentary  tract,  before 
the  Wassermann  reaction  came  into  vogue,  was 
the  most  neglected.  Search  the  world’s  medical 
literature  and  you  will  be  astonished  at  the  scarcity 
of  monographs,  articles,  or  even  case  records  on 
this  subject.  It  is  only  within  recent  years  that 
some  reports  of  cases  appeared,  in  which  diagnos- 
tic and  therapeutic  errors  were  recorded  owing  to 
the  neglect  of  not  making  a Wassermann  reaction 
or  having  made  one  which  proved  inefficient. 
Here  and  there  in  contemporary  medical  literature 
you  may  find  it  recorded  that  a tabetic  was  operated 
upon  for  duodenal  ulcer;  a gumma  of  the  liver 
was  mistaken  for  cancer  of  the  stomach ; tremen- 
dous gastric  hemorrhage  thought  to  be  due  to 
ulcer;  exploration  showing  no  ulcer,  the  hemor- 
rhage ceasing  after  specific  treatment  was  admin- 
istered. There  are  even  reports  that  a syphilitic 
rectum  has  been  excised  for  carcinoma. 

Taking  the  labors  of  the  earlier  students  of 
this  question  and  those  of  a later  date,  reviewing 
the  work  done  in  this  field,  we  will  find  that  this 
subject  attracted  a small  but  important  group  of 
investigators — Galliard,  Hayem,  Fournier,  Dieu- 
lafoy  and  Mathieu  in  France;  Klebs,  Wagner, 
Birch-Hirschfeld  and  Chiari  in  Germany;  Wag- 
ner, Einhorn  and  Hemmeter  in  this  country.  From 
their  studies  in  this  particular  field  we  have 
learned  how  important  it  is  to  recognize  the  spe- 
cific nature  of  several  obscure  gastrointestinal  af- 
fections. The  prophylaxis  and  therapy  of  gastro- 

•Read  before  King  County  Medical  Society,  Seattle,  Wash., 
•Tune  7,  1915. 
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intestinal  diseases  is  not  complete  unless  we  are 
vigilantly  on  the  lookout  for  the  possibility  of 
syphilitic  taint  as  a cause  of  obscure  digestive  dis- 
eases. 

There  are  quite  a number  of  important  facts 
which  emerged  from  the  studies  in  the  clinic  and 
laboratory  bearing  on  this  question.  To  begin 
with,  the  pathology  of  syphilis  has  now  assumed 
a well-formed  and  established  scientific  basis.  To- 
day we  are  in  a position  to  trace  all  the  known 
ravages  of  syphilis  as  having  their  origin  in  the 
infection  by  the  spirocheta  pallida.  Modern  inves- 
tigation disproved  many  of  the  older  ideas  in  re- 
gard to  hereditary  syphilis.  Colle’s  law,  “that  the 
healthy  mother  of  syphilitic  children  was  immune” 
had  to  be  abandoned.  The  Wassermann  reaction 
proved  that  she  is  latently  syphilitic.  Profeta’s 
law,  “that  healthy  children  of  syphilitic  parents 
are  immune”  (because  they  have  syphilis)  was 
substantiated. 

The  brilliant  studies  which  confirmed  the  for- 
mer hypotheses  that  the  so-called  meta-  or  para- 
syphilitic  diseases  are  but  the  end-phases  of  the 
syphilitic  infection,  have  revolutionized  our  whole 
conception  of  luetic  pathology.  The  direct  con- 
nection between  syphilis,  paralysis  and  tabes  must 
be  accepted.  We  can  follow  the  course  of  syphilis 

from  its  early  manifestations  in  the  skin,  mucous 
« 

membranes  and  the  lymphatic  system  to  the  later 
stage,  when  the  blood  vessels  from  the  aorta  to  the 
finest  capillaries,  the  central  and  peripheral  nerv- 
ous system,  all  the  internal  organs,  every  tissue, 
every  fluid,  may  show  the  presence  of  the  infective 
organism.  From  this  wide  dissemination  the  ali- 
mentary organs  and  the  digestive  adnexa  (liver, 
pancreas)  are  not  excluded.  Quite  the  contrary, 
often  these  organs  are  among  the  earliest  to  reveal 
the  consequences  of  the  luetic  infection. 

It  is  worthy  of  notice  that  the  luetic  infection 
may  attack  all  the  segments  of  the  alimentary  canal 
and  the  digestive  adnexa  (liver,  pancreas).  From 
experimental  and  anatomo-pathologic  studies  we 
know  that  the  first  lesions  are  due  to  disturbances 
in  the  circulation  causing  mucous  membrane  le- 
sions (mouth,  pharynx,  salivary  glands,  esophagus 
rarely).  In  the  stomach  it  may  develop  later  in 
round-cell  infiltration  (specific  gastritis)  or,  what 
is  the  more  usual  course,  a specific  endarteritis 
which  leads  to  an  ulcer  of  the  mucosa.  Active 
proliferations  peculiar  to  syphilis,  gummata,  may 
disintegrate  and  give  rise  to  extensive  ulcerations 
in  the  gastric  submucosa.  These  same  processes 
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may  be  found  in  the  intestines,  duodenum,  jeju- 
num, colon  and  rectum.  At  times,  and  often  quite 
early,  these  ulcerous  and  gummatous  processes  may 
give  rise  to  tumors  or  cicatrices.  Ulcers  and 
gummata  may  exist  side  by  side.  They  spread 
outward  from  the  submucosa,  cause  hypertrophy 
of  the  muscular  layer,  and  in  combination  with 
the  cicatrix  narrow  the  lumen  or  cause  a partial  or 
total  stenosis  (specific  hour-glass  stomach,  specific 
pyloric  stenosis,  various  intestinal  and  rectal  steno- 
ses). Perforation  due  to  ulceration,  firm  adhe- 
sions, general  involvment  of  neighboring  organs 
necessitating  delicate  and  skillful  abdominal  opera- 
tions are  also  reported. 

It  is  also  conceivable  that  luetic  conditions  in 
the  gastrointestinal  tract  may  be  acute,  subacute 
and  chronic.  The  most  frequent  lesions,  those  of 
ulcer,  tumor,  stenosis,  as  a rule  are  met  with  in 
the  tertiary  stage.  Specific  gastritis,  enteritis,  coli- 
tis, proctitis  are  not  so  rare  as  they  were  formerly 
believed  to  be.  The  very  severe  symptoms,  gas- 
tralgia,  enteralgia  and  intermittent  vomiting,  are 
well  known  and  count  among  the  early  manifesta- 
tions of  tabes. 

Well  we  may  say  with  Nonne,  “A  knowledge 
of  this  chapter  of  internal  medicine  is  of  great 
importance  to  every  physician.  The  prophylaxis 
and  therapy  open  up  a wide  field,  where,  on  the 
other  hand,  a failure  to  recognize  the  specific  na- 
ture of  the  disease  brings  with  it  far-reaching  and 
disastrous  results.”  This  was  written  of  syphilis 
of  the  nervous  system.  It  may  be  said  with 
equal  emphasis  of  syphilis  of  the  alimentary  system. 

During  the  last  five  years,  wherever  I thought 
of  syphilis  as  a possibility  in  gastrointestinal  dis- 
eases, whether  at  the  clinics  or  in  private  practice, 
I interested  myself  and  the  patient  in  having  a 
careful  Wassermann  reaction  made  and  in  some 
cases,  even  if  the  Wassermann  were  negative,  if 
sy  philis  were  a possibility,  in  persuading  the  patient 
to  take  antispecific  treatment  anyway.  I am  glad 
to  say  that  I have  but  a few  disappointments  to 
record.  From  every  point  of  view  this  policy 
was  of  the  greatest  benefit  to  the  patient. 

You  will  find  in  the  newer  text-books  some  clas- 
sic descriptions  of  the  various  forms  of  gastroin- 
testinal syphilis,  the  pathology,  diagnosis,  treat- 
ment, etc.  But  for  some  reason  these  cases  as 
described  are  not  seen  or  studied  often  enough  to 
make  a permanent  impression. 

I will  merely  record  a few  of  the  cases  person- 
ally observed  and  the  leading  points  in  each  which 


led  to  a diagnosis  of  syphilis,  as  the  underlying 
cause  of  the  digestive  disturbance. 

Case  1.  B.,  lumber  mill  superintendent,  39, 

married.  Two  healthy  children.  History  nega- 
tive. Denies  lues. 

His  complaints:  (1)  Severe  indigestion,  (2) 

Abdominal  pains,  particularly  in  the  epigastrium, 
(3)  Loss  of  weight,  thirty  pounds  in  the  last  four 
or  five  months,  (4)  Night  sweats,  (5)  Cough  quite 
annoying  at  night,  (6)  Vomiting,  not  glairy  mu- 
cus, even  blood  tinged,  soon  after  eating,  giving 
no  relief  from  the  pain  in  the  stomach  region,  (7) 
Growing  bodily  weakness  which  forced  him  to  give 
up  his  work. 

Examination.  Very  pronounced  emaciation, 
much  like  a cancerous  or  tuberculous  cachexia. 
Mouth  and  throat  negative.  Lungs,  no  sign  of 
infiltration,  but  sibilant  rales  over  right  upper  lobe. 
Temperature  100°  at  4 p.  m.  Pulse  110.  Heart, 
no  signs  of  disease.  Liver,  tender  along  costal  mar- 
gin, no  enlargement.  Urine,  normal.  Sputum,  no 
T.  B.  Abdomen  flat,  rigid  all  over,  exquisitely 
tender  along  upper  left  quadrant.  Spleen,  normal. 
Tender  area  in  the  back  about  lOth-llth  dorsal  to 
the  left.  Knee-reflexes,  normal.  Pupillary  re- 
flexes, normal.  Romberg’s  test  negative.  Gastric 
extract,  achylia.  Blood  examination,  R.  C.  3,200,- 
000.  Hg.  52  per  cent.  Whites,  4,500.  No  occult 
blood  in  gastric  extract  or  stool. 

Diagnosis  in  this  case  was  not  easy.  It  was  evi- 
dent that  ulcer  of  the  stomach  was  not  enough  to 
justify  the  total  symptomatology.  The  clinical  pic- 
ture reminded  me  of  cases  seen  in  the  clinics  as  of 
syphilitic  infection  of  the  lungs  in  combination  with 
or  without  tuberculosis,  and  of  achylia  gastrica,  in 
which  syphilis  is  often  a very  important  factor. 
The  gastralgia  and  enteralgia  could  be  explained 
by  syphilitic  involvement  of  the  vagus,  a syphilitic 
vagotonia,  or  by  gastric  syphilis  (no  hematemesis, 
no  occult  blood  in  gastric  extract,  pain  after  eat- 
ing)- 

Close  questioning,  again  and  again,  revealed  the 
fact  that  five  years  previously  patient  suffered  from 
a severe  sore  throat  for  which  he  sought  out  a spe- 
cialist. A bottle  of  protoidide  pills  cured  that  ob- 
stinate sore  throat.  Has  had  no  specific  treatment 
since  that  time.  A Wassermann  made  in  two  lab- 
oratories gave  triple  and  quadruple  positive  reac- 
tions. 

Result.  After  the  first  salvarsan  injection  the 
gastralgia  disappeared  as  if  by  magic.  Patient  re- 
gained appetite.  Vomiting  ceased.  Unfortunately 
we  started  too  early  intense  treatment  with  mer- 
cury. A salivation  gave  patient  a setback.  He 
recuperated  four  to  six  weeks  in  a California  sani- 
tarium. The  director,  a well-known  tuberculosis 
worker,  confirmed  our  findings  here.  Patient  re- 
turned, having  gained  forty  pounds  in  weight. 
During  the  last  year  had  to  take  several  more 
salvarsan  injections.  At  the  present  time  enjoys 
perfect  health  and  attends  to  his  work. 

Case  2.  Mr.  X.  Z.,  age  66,  single.  Complained  of 
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severe  abdominal  cramps  for  three  months.  Has 
had  several  vomiting  spells  in  which  he  observed 
black  stuff  like  coffee-grounds.  His  stools  for  a few 
days  following  were  tarry  in  color.  He  became 
constipated  although  formerly  regular.  Began  to 
lose  appetite ; lost  about  fifteen  or  twenty  pounds 
in  weight  in  a few  weeks ; looked  cachectic  and  suf- 
fered continuously  from  pain  in  the  abdomen,  par- 
ticularly in  the  epigastrium  and  about  umbilicus. 

Examination  did  not  disclose  anything  of  impor- 
tance. No  visible  peristalsis.  No  enlargement  of 
liver  or  spleen.  Tender  area  over  cardia  to  the 
middle  of  the  left  upper  quadrant.  Reflexes  nor- 
mal. 

One  morning  while  in  the  hospital  had  a serious 
gastric  hemorrhage.  A few  minutes  later  vomited 
a large  basinful  with  black  clots.  Two  doses  of 
coagulose  were  immediately  administered  with  good 
results.  Hemorrhage  ceased. 

From  his  physician  we  learned  that  five  years 
previously  he  treated  the  patient  for  what  looked 
then  as  a primary  sore  with  mild  secondaries.  About 
a year  of  specific  treatment  was  carefully  given. 
There  were  no  symptoms  following  necessitating 
further  treatment,  and  patient  was  not  ideally  in- 
clined to  be  re-examined  and  periodically  treated. 
As  no  specific  treatment  was  given  for  a long  time 
and  as  the  patient  suffered  from  what  looked  likely 
to  be  a disintegrated  gumma  which  caused  the  hem- 
orrhage, specific  treatment  was  indicated.  How- 
ever, before  giving  salvarsan  we  decided  to  have 
a Wassermann  made,  which  proved  negative.  The 
diagnosis  took  on  a different  aspect.  At  the  age  of 
the  patient,  with  his  coffee-ground  vomiting  spells, 
his  tarry  stools,  his  loss  of  weight,  his  cachectic 
look,  absence  of  free  HC1  and  the  presence  of  a 
large  number  of  large  milk  bacilli,  which  could  not 
be  differentiated  from  Boas-Oppler  bacilli,  and 
above  all  the  sudden  appearance  of  these  symptoms 
in  the  midst  of  perfect  health,  these  considerations 
led  us  to  believe  that  this  specific  ulcer  or  gumma 
had  degenerated  and  taken  on  the  form  of  a malig- 
nant degeneration. 

The  patient  was  treated  from  that  point  of  view. 
He  went  through  a slow  convalescence,  even  gain- 
ing some  ten  or  fifteen  pounds  in  weight.  Later  he 
visited  his  family  in  a great  clinical  center.  There 
a well-known  serologist  found  the  Wassermann 
reaction  intensely  positive.  An  inunction  cure  in 
a well-known  hydrotherapeutic  institute  restored 
patient  to  perfect  health.  He  gained  forty  pounds 
in  weight.  His  digestion  is  perfect.  Rontgenologic 
examination  proved  not  a trace  of  deformity  or  any 
other  abnormality. 

I have  given  the  history  of  this  case  in  extenso 
because  the  lesson  to  all  of  us  who  had  to  do  with 
the  case  was  a salutary  one.  We  should  have  had 
a Wassermann  made  in  two  or  more  laboratories 
and,  even  if  all  the  laboratory  reports  were  nega- 
tive, should  have  given  salvarsan,  inunctions  with 
mercury  or  the  injection  of  soluble  or  insoluble 
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mercury  salts  as  a therapeutic  test. 

Case  3.  A.  D.,  female  stenographer,  29,  single. 
Complained  of  chronic  discharge  from  the  ear. 
Obstinate  belching  and  sour  stomach.  Severe  pain 
in  epigastrium.  “Sinking  spells  in  her  stomach.” 
No  vomiting.  When  stomach  is  out  of  order  has 
sores  in  the  mouth  and  on  the  tongue.  Good  fam- 
ily history.  Denies  syphilis. 

Examination.  A few  aphthous  ulcers  on  tongue 
but  two  or  three  larger  ulcers  under  it  which  look 
suspicious.  A few'  denuded  mucous  patches  on 
pharynx.  Teeth  well  kept  and  in  good  condition. 
Thorax  negative.  Abdomen : Except  tenderness 

over  McBurney  point  nothing  of  importance  was 
found.  Reflexes  normal.  No  nerve  or  skin  in- 
volvement of  any  kind. 

Wassermann  positive.  After  first  salvarsan  in- 
jection gastric  symptoms  disappeared ; ulcers  in 
mouth  and  pharynx  healed.  Patient  enjoys  good 
health.  Tenderness  over  the  McBurney  point  not 
found  on  severest  pressure. 

Points  of  Interest.  Troublesome  ulcers  of  the 
mucous  membrane  of  mouth  and  tongue  are  often 
ascribed  by  patients  to  a deranged  stomach — 
“dyspeptic  ulcers.”  If  these  so-called  aphthous  or 
dyspeptic  ulcers  refuse  to  heal  under  ordinary  oral 
toilet,  a Wassermann  seems  to  be  justifiable. 

Case  4.  J.  B.,  male,  28,  single.  Family  history: 
Father  died  at  forty,  from  stroke.  Mother  suffer- 
ing from  diabetes.  Denies  lues.  Good  habits. 
Denies  syphilis.  Chief  complaint,  pain  after  eat- 
ing and  vomiting.  (Mucus  slightly  blood-stained.) 

Physical  examination.  Heart  slightly  enlarged, 
Blood-pressure  170  Tycos.  Gastric  extract,  achy- 
lia. Wassermann  reaction  triple  positive.  Refused 
salvarsan,  but  agreed  to  take  mercury  and  iodide. 
Over  eight  months  later  re-examined  (five  weeks 
ago).  No  digestive  complaint.  Blood  pressure 
140.  Otherwise  well. 

Interesting  points.  The  family  history,  the  pa- 
tient’s high  blood-pressure  and  the  achylia  sug- 
gested lues  as  a possible  explanation.  A sequel  to 
this  case  is  that  the  patient’s  mother  was  persuaded 
to  have  a Wassermann  made.  A triple  positive 
Wassermann  and  Noguchi  were  found.  Specific 
treatment  caused  the  sugar  to  disappear  from  the 
urine.  Four  months  later  a trace  of  sugar  was 
reported.  A course  of  twenty  mercurial  inunc- 
tions caused  the  sugar  to  disappear  again.  Since 
that  time  no  glucose  found  in  the  urine  on  repeated 
examination.  This  patient  is  on  a careful  but  not 
strict  carbohydrate  diet. 

Case  5.  A.  K.,  male,  45,  theatrical  mechanic. 
Family  history  negative.  Complained  of  severe 
pains  in  epigastrium.  Pain  relieved  by  food,  ap- 
pearing regularly  two  or  three  hours  after  meals, 
and  also  after  midnight.  Dates  back  his  first  digest- 
ive trouble  to  some  illness  twenty  years  ago.  He  is 
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sure  that  during  that  illness  mercury  and  potassium 
iodide  were  given. 

Examination.  A tender  area  to  the  right,  mid- 
way between  umbilicus  and  xiphoid  cartilage. 
Other  organs,  nothing  of  importance  was  found. 
Reflexes  normal.  Urine  normal.  Wassermann 
triple  positive.  Gastric  extract,  hypersecretion  and 
hyperacid  type.  No  occult  blood  in  gastric  ex- 
tract. Stool  showed  marked  occult  blood.  X-ray 
confirmation  of  duodenal  ulcer  diagnosis. 

Treatment.  Alkalies,  diet,  etc.  Two  salvarsan 
doses  were  given.  No  therapeutic  result.  The 
same  pain,  same  suffering.  Patient  consented  to  a 
gastroenterostomy.  At  the  operation  duodenal  ul- 
cer found.  Posterior  gastroenterostomy.  Patient 
was  convalescing  when,  unfortunately  on  the  ninth 
day  after  the  operation,  he  succumbed  to  an  acute 
embolism. 

The  question  in  this  case  was,  should  we  have 
waited  longer  and  tried  other  varieties  of  specific 
treatment  before  we  advised  a gastroenterostomy. 
But  it  is  a well-known  fact  that  syphilis  may  be  as- 
sociated with  gallbladder,  stomach  or  duodenal 
disease.  If  specific  treatment  has  not  given  relief, 
operation  is  indicated.  To  depend  too  long  on 
specific  treatment  would  mean  to  abandon  operative 
interference,  in  cases  where  syphilis  may  be  accom- 
panied by  the  above-mentioned  surgical  conditions 
as  well  as  possible  malignancy,  adhesions;  even 
pedunculated  syphilitic  tumors  of  the  liver  which 
may  have  to  be  surgically  removed,  in  order  to  pre- 
vent grave  injury  to  the  function  of  adjacent  or- 
gans. I believe  the  operation  was  indicated  and, 
had  the  patient  lived,  he  would  have  had  great 
relief  from  the  gastroenterostomy.  I believe  the 
Wassermann  in  this  case  pointed  that  the  individ- 
ual was  syphilitic,  and  that  the  duodenal  lesion  was 
. independent  of  that  infection. 

Case  6.  H.  S.,  female,  29,  laundry  workei,  com- 
plains of  intense  constipation.  Notices  that  when 
she  passes  stool  the  pieces  are  like  ribbons,  flat 
pressed.  Has  much  pain  in  lower  abdomen  on  left 
side.  Has  piles  and  often  sees  blood  in  her  stool. 
Was  told  in  a New  York  clinic  that  she  had  an 
ulcer  and  a stricture  in  rectum. 

Examination.  Thorax  negative.  Abdomen  neg- 
ative except  for  a very  sensitive  area  over  the  sig- 
moid. Condylomata  acuminata  about  anus.  Was- 
sermann positive. 

Three  neosalvarsan  doses  put  an  end  to  the  pain 
during  defecation.  Condylomata  disappeared. 
Constipation  is  now  a thing  of  the  past.  Stool  well 
formed. 

Case  7.  F.  G.,  male,  50,  merchant.  Complains 
of  headache,  nausea,  vomiting  and  severe  pains 
across  abdomen.  Always  had  a delicate  stomach. 
Has  lost  twenty  pounds  in  six  weeks. 


Examination.  Pupils  react  sluggishly  to  light. 
Heart  and  lungs  negative.  Liver  two  fingers  below 
costal  margin,  tender  and  painful.  Slightly  jaun- 
diced, knee  reflexes,  right  knee  jerk  absent,  left 
slightly  diminished.  Romberg’s  test,  slight  swaying 
forward.  Gastric  extract,  marked  hyperacidity. 
Wassermann  reaction  triple  positive.  Urine,  indi- 
can in  abundance,  otherwise  normal. 

Treatment.  Salvarsan,  three  weekly  doses, 
stopped  the  nausea  and  vomiting;  pains  not  so  se- 
vere as  they  were.  With  a little  soda  bicarbonate 
and  a tablet  of  atropin  hypodermically  a crisis  can 
be  averted. 

In  this  case  we  learned  that,  while  specific  treat- 
ment often  fails  to  give  relief,  some  other  simple 
remedies  in  combination  with  it  may  aid.  The 
patient  is  an  intelligent,  well-informed  man  and 
understands  the  other  remedies  held  in  reserve  as, 
salvarsanized  serum,  even  the  Foerster  operation. 
However,  he  prefers  the  treatment  outlined  and 
feels  tolerably  well. 

Of  eight  hundred  cases  which  had  gastrointes- 
tinal symptoms  and  came  primarily  to  seek  advice 
for  various  complaints  of  indigestion,  twenty-one 
had  an  obscure  syphilitic  history,  twelve  of  which 
gave  a positive  Wassermann  reaction.  A total  of 
forty  Wassermann  reactions  were  made  in  our 
local  laboratories,  twenty-two  of  which  were  posi- 
tive. Not  all  of  these  showing  a positive  reaction 
were  greatly  benefited  by  specific  treatment  as  far 
as  their  digestive  organs  were  concerned,  since  other 
pathologies  were  found,  and  only  after  the  removal 
of  those  concomitant  conditions  and  the  administra- 
tion of  specific  treatment  did  we  get  a reasonable 
and  permanent  therapeutic  result.  Where  no  other 
lesions  were  discovered  due  to  non-syphilitic  causes 
and  the  Wassermann  reaction  was  positive,  the 
specific  treatment  brought  about  a cure. 

This  paper  was  written  with  the  idea  of  stimu- 
lating an  interest  in  this  clinical  field.  I have  seen 
a number  of  interesting  cases  where  the  diagnosis 
was  made,  the  treatment  was  successful,  and  still 
no  report  made  or  history  written  up,  so  that  we 
all  might  benefit  from  these  newer  methods  and 
the  opportunity  which  they  bring  for  better  diag- 
nosis and  scientific  therapeutics.  I hope  that  cases 
similar  to  these  recorded  in  this  paper  may  be  of- 
tener  reported  and  discussed  in  our  meetings. 

CONCLUSIONS. 

1.  Syphilis  as  a cause  of  certain  gastrointestinal 
diseases  has  never  received  enough  recognition  in 
practice. 

2.  In  the  etiology  of  gastric  ulcer,  tumor,  steno- 
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sis  of  pylorus  or  ulceration  and  obstruction  of  in- 
testines (large  and  small),  syphilis  must  be  borne 
in  mind. 

3.  Like  specific  disease  elsewhere,  the  tendency 
is  to  ulceration,  adhesions,  scars,  deformity  of  or- 
gans. 

4.  In  every  single  important  symptom  in  gas- 
trointestinal pathology  (hematemesis,  gastralgia, 
achylia,  hyperacidity,  constipation,  enteralgia,  vom- 
iting, fever,  etc.),  a specific  taint  should  be  searched 
for. 

5.  In  certain  consequences  of  late  syphilis,  even 
if  the  most  intense  specific  treatment  be  given  and 
medical  treatment  remains  powerless,  resort  to  sur- 
gery. 

6.  In  certain  cases  nearly  all  the  technic  of 
the  newer  finds,  if  accessible,  should  be  used.  The 
Wassermann  and  Noguchi  reactions,  the  leutin 
test,  a provocative  salvarsan  test,  all  these  are  val- 
uable where  accessible. 

7.  In  certain  cases,  where  all  the  tests  fail  and 
there  is  still  some  reason  to  believe  that  lues  is 
the  cause  (indefinite  history,  some  patent  medicine 
taken  which  masks  the  true  state  of  affairs),  I 
would  not  hesitate  to  give  antisyphilitic  remedies 
as  a therapeutic  test.  The  luetic  stomach  tolerates 
well  specific  remedies. 

8.  The  Wassermann  and  other  reactions  when 
positive  signify  that  the  individual  is  syphilitic  and 
not  necessarily  the  particular  organ  which  gives 
the  chief  symptoms.  If  the  specifics  fail  in  their 
effect,  the  patient  may  need  more  than  one  kind 
of  treatment  to  secure  relief  or  cure  (gynecologic, 
abdominal  surgery,  internal  secretion,  etc.) 


Luetin  Reaction.  J.  W.  Sherrick,  Ann  Arbor, 
Mich.  (Journal  A.  M.  A.,  J'uly  31,  1915),  calls  at- 
tention to  the  fact  that  administration  of  potassium 
iodid  will  produce  a positive  luetin  reaction  in  non- 
syphilitic individuals,  making  the  test  utterly  un- 
reliable where  this  drug  has  been  administered. 
The  period  elapsing  between  the  injections  of  the 
leutin  material  and  the  injection  of  potassium  iodid 
may  vary  widely  with  still  positive  results.  In  one 
case  with  a negative  luetin  result,  potassium  iodid 
was  given  in  small  doses  about  two  months  later 
and  the  old  seat  of  the  test  immediately  developed 
an  areola  with  a firm  red  central  nodule.  The  potas- 
sium iodid  was  discontinued  and  the  nodule  dis- 
appeared, not  going  on  to  the  pustular  stage.  A re- 
action similar  to  the  luetin  can  be  obtained  by 
intradermal  injection  of  other  substances  such  as 
agar,  starch,  etc.,  and  the  administration  of  potas- 
sium iodid. 
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EPIGASTRIC  HERNIA.* 

By  John  Besson,  M.  D. 

PORTLAND,  ORE. 

Most  herniae  of  the  epigastric  region  are  post- 
operative and,  since  the  common  causes  of  ventral 
hernia  are  careless  closure  of  the  parietes  and  drain- 
age or  infection  of  wounds,  we  must  primarily 
consider  our  management  of  the  abdominal  wall 
in  gall-bladder  surgery.  In  attacking  the  epi- 
gastrium for  any  other  purpose  the  anatomic 
respect  accorded  the  suprapubic  belly  wall  is  ex- 
ercised, nerves,  muscular  activity  and  direction  of 
fibres  considered,  and  the  wound  generally  closed 
without  drainage. 

Binnie  says:  “The  best  treatment  for  postop- 

erative ventral  hernia  is,  to  use  an  Irishism,  not 
to  have  ’em.”  Accordingly  much  of  this  discus- 
sion of  epigastric  hernia  resolves  itself  into  a study 
of  gall-bladder  incisions  and  on  this  score  I have 
two  criticisms  in  particular.  First,  in  the  Mayo- 
Robson  incision  or  any  of  its  modifications,  the 
difficulty  encountered  in  properly  suturing  the 
peritoneum  and  posterior  rectus  sheath  is  appalling 
to  the  surgeon  who  likes  to  save  his  patient  time 
in  such  routine  as  wound  closure. 

That  half  of  the  combined  aponeuroses  of  the 
gridironed  abdominal  muscles  forming  the  pos- 
terior rectus  sheath  is  by  far  a more  delicate  fascia 
than  the  anterior  sheath.  Every  stitch  tends  to 
tear  apart  the  fibers  and,  when  by  dint  of  mattres- 
sing  and  darning  it  you  manage  to  obtain  some  ap- 
proximation, you  are  thankful  for  the  muscle  and 
the  anterior  sheath  to  follow.  I have  often  been 
tempted,  in  consequence,  to  make  use  of  some 
modification  of  the  incision  of  Alexander  Don  but 
dislike  such  trap-door  entrance  to  the  abdomen, 

hough  at  every  gall-bladder  operation  I have 
: .vorn  there  must  be  some  better  way  of  getting 
( t of  the  abdomen  than  the  popular  one  in  use 

r getting  in. 

In  Surgery,  Gynecology  and  Obstetrics  for  Jan- 
■ ry,  1915,  McArthur  gives  a muscle-splitting 
operation,  which  in  the  March  number  calls  forth 
discussion  as  to  priority,  together  with  a variation, 
doing  away  with  the  vertical  division  of  the  skin 
and  anterior  rectus  sheath,  although  the  three 
or  four  testifying  are  united  in  their  praise  of  the 
method.  I have  no  personal  experience  with  the 
incision  and  merely  present  it  for  your  considera- 

*I$oad  before  the  Sellwood  General  Hospital  4edical  Club, 
Portland,  Ore..  April  12,  1915. 
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tion  in  the  effort  to  facilitate  the  closure  of  gall- 
bladder surgery  wounds. 

Nature’s  anatomic  fancy  cannot  be  blamed  for 
giving  rise  to  my  second  objection,  which  falls 
directly  on  the  shoulders  of  the  surgeon  and  pre- 
sents two-fold  hernia  cause;  faulty  closure  and 
infection  of  drainage,  both  by  the  interposition  of 
a drainage  tube  in  the  suture  line.  To  be  sure 
in  this  day  all  of  us  are  draining  the  gall-bladder, 
where  we  are  retaining  it,  and  in  draining  it  re- 
frain from  fastening  it  to  the  abdominal  wall. 
Contenting  ourselves  with  dropping  the  organ  into 
its  natural  place  in  the  abdomen  (preventing 
traction,  kinks,  etc.),  and  fastening  the  tube  in- 
stead in  the  wound,  is  some  improvement  as  to 
wound  healing,  although  invariably  the  drainage 
is  made  through  the  very  middle  of  the  incision, 


whereas  in  a wound  anywhere  else  you  would 
drain  at  the  dependent  portion.  How  much  more 
perfect  it  is  to  slip  the  thick-walled  non-collapsi- 
ble  tube  through  a stab  wound  about  two  inches 
to  the  right  of  the  incision,  allowing  as  complete 
and  perfect  wound  closure  as  after  the  removal 
of  an  ovarian  cyst. 

M.  C.,  55  years,  presented  himself  Jan.  2 with 
a globular  hernia  above  the  umbilicus,  the  open- 
ing in  the  abdominal  wall  being  circular,  of  about 
seven  inches  diameter  and  having  a sharply  de- 
fined ring.  The  left  rectus  was  normal,  although 
slightly  displaced  from  the  median  line,  while  there 
seemed  a distinct  loss  of  substance  of  the  right 
rectus.  The  man  eight  months  before  had  suffered 
a full  measure  Wellenschnitt  (Kehr’s  gall-bladder 
incision).  The  drainage  tube  had  been  placed  at 
the  very  point  of  division  of  the  rectus  muscle  with 
subsequent  retraction  of  the  muscle  ends  and  the 


development  of  a most  inconvenient  hernia,  the 
contents  of  which  were  pinched  between  the  thorax 
and  the  lower  sharp  border  of  the  hernial  ring  on 
any  attempt  at  bending  forward  (Fig.  1).  To 
anatomically  restore  this  belly  wall  was  impossible 
and,  in  fact,  the  classic  method  of  dissecting  free 
the  fascia  and  the  recti  and  uniting  them  as  Nature 
intended  proves  proportionately  less  practical  as  one 
ascends  the  linea  alba.  Hence  the  usefulness  of 
the  Mayos’  operation  for  umbilical  hernia,  which 
principle  of  up  and  down  overlapping  may  be  ap- 
plied in  any  ventral  hernia  about  the  umbilical 
neighborhood,  and  particularly  in  the  fat,  pendu- 
lous abdomen  which  welcomes  the  taking  up  of  a 
reef. 

The  epigastrium,  however,  is  not  given  to  pen- 
dulousness. Its  upper  confines  are  embraced  by 
the  bony  costal  arch  and  there  is  no  slack  to  be 
overlapped. 


In  Coffey’s  treatment  of  gastrointestinal  stasis, 
( Surgery , Gynecology  and  Obstetrics,  October, 
1912),  his  method  of  expanding  the  upper  abdo- 
men, viz. : by  splitting  the  anterior  sheath  of  the 
recti,  reflecting  the  aponeuroses  toward  the  median 
line  and  leaving  the  anterior  surface  of  the  muscles 
bare  of  fascia,  offered  the  hint  for  a method  of 
closing  such  defects. 

To  return  to  the  case,  an  incision  was  made  on 
each  side  of  the  scar  which  was  cut  away  and  then 
the  fat  and  skin  were  dissected  off  the  fascia  to  the 
semilunar  line  on  the  left  and  well  beyond  the  cor- 
responding line  on  the  right,  extending  below  the 
umbilicus  and  necessitating  the  separation  of  that 
landmark  from  the  fascia.  A semilunar  incision 
was  then  made  at  the  outer  edge  of  the  anterior 
sheath  of  the  left  rectus  and  well  out  on  the 
aponeurosis  of  the  external  oblique  of  the  right 
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side.  The  flaps  of  fascia  were  dissected  up  and, 
while  not  corresponding  or  regular,  were  over- 
lapped with  absolutely  no  tension  (Fig.  2).  The 
layer  of  lax  peritoneum  and  poor  fibrous  tissue 
forming  the  hernial  sac  was  first  overlapped  up 
and  down,  as  in  the  Mayo  operation,  lending  some 
slight  assistance  in  the  building  of  a new  belly 
wall. 

M iss  O.,  aged  sixty  years,  had  gall-stones  re- 
moved through  the  Mayo-Robson  incision,  Sept. 
8,  1914.  She  sustained  a mid-line  scar  from  the 
umbilicus  to  the  symphysis  pubes  eight  years  pre- 
viously, at  the  removal  of  a large  dermoid  cyst. 
T he  hernia  she  developed  seemed  a diastasis  of  the 
recti  from  the  costal  arch  to  two  inches  below  the 
umbilicus,  with  a slight  deviation  toward  the  right, 


Fig.  3.  Miss  O.  five  weeks  after  operation.  The  um- 
bilicus was  excised  with  eliptical  slab  of  fat  and  skin, 
tapering  at  ends  of  incision  and  about  four  inches  wide 
at  middle.  Michel  clips  with  assistance  of  three  stay  sutures 
closed  skin  and  fat  layer. 


and  her  herniotomy  was  an  easier  problem.  The 
anterior  sheaths  of  the  recti  presented  quite  perfect 
flaps  when  dissected  up  and  turned  over  toward  the 
median  line,  although  it  was  surprising  how  far 
out  on  each  side  the  dissection  had  to  be  carried 
to  reach  the  rectus  bundles.  The  hernial  sac  of 
peritoneum  and  sundry  fibres  was  again  overlapped, 
Mayo  fashion,  and  the  recti  fascia  imbricated  with 
the  tension  of  average  wound  closure,  the  idea 
being  in  this  instance  to  secure  partial  approxima- 
tion of  the  recti  (Fig.  3). 

Since  these  operations  I have  had  called  to  my 
attention  Mann’s  article  on  “Free  transplantation 
of  Fascia,  ” Annals  of  Surgery,  Oct.,  1914,  in 
which  he  reports  a case  of  hernia  with  three  and 
one-half  by  four  and  one-half  inch  opening  at  the 
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umbilical  region  which  he  closed  with  quadrilat- 
eral flaps  from  the  anterior  rectus  sheath,  but 
which  he  felt  constrained  some  few  weeks  later 
to  reinforce  with  a transplantation  from  the  fascia 


Fig.  4.  Mrs.  M.  six  weeks  after  cholelithotomy  and  drain- 
age through  stab  wound  to  right  of  incision. 


in  incision  line  is  scar  tissue  caused  by  sloughing  of  skin 
under  stay  suture  pad. 

I might  present  to  you  pictures  of  other  healed 
abdomens  similar  to  that  of  Mrs.  M.,  all  of  whom 
had  gall-stones  removed  during  the  past  few 
months.  (Figs.  4 and  5).  Their  Mayo-Robson 
scars  appear  in  each  case  as  a continuous 
fine  line  with  a dimple  two  inches  to 

the  right,  the  only  remnant  of  the  drain- 
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age.  These  latter  patients  had  one  further  ad- 
vantage in  technic  in  the  application  of  a small 
portion  (and  to  me  the  very  practical  point)  of 
Crile’s  operative  method.  We  fortunately  have 
not  felt  the  need  of  his  entire  procedure,  since  we 
have  little  experience  with  postoperative  shock, 
but,  impressed  by  the  example  of  Miss  O’s  case 
in  which  the  hernia  was  directly  caused  by  severe 
bronchitis  with  its  concomitant  cough,  I feel  that 
prevention  of  the  frequent  chest  complication  of 
the  gall-bladder  incision  by  insuring  postoperative 
freedom  and  motility  of  the  chest  is  another  step 
in  hernia  prophylaxis.  At  operation,  on  reaching 
the  peritoneum,  the  wound  walls  are  infiltrated 
with  about  three  ounces  of  1-500  solution  of  qui- 
nin  and  urea  hydrochloride.  I must  say  that  the 
postoperative  course  entirely  justifies  the  measure. 


HERNIAE  OF  THE  ABDOMINAL  WALL 
IN  FAT  WOMEN* 

By  W.  B.  Palamountain,  M.  D. 

COLFAX,  WASH. 

There  are  two  types  of  herniae  of  the  abdominal 
wall  occurring  in  fat  women  that  differ  in  many 
particulars,  both  in  etiology,  treatment  and  end- 
results  from  those  of  other  types  and  occurring  in 
women  or  men  who  are  not  fat.  These  two  types 
are  ventral  and  umbilical  herniae. 

In  addition  to  the  usual  causes  of  hernia  in  gen- 
eral, as  congenital,  traumatic,  sudden  excessive 
strain,  congenital  weakness  of  the  abdominal  wall, 
vomiting,  coughing,  urinary  obstruction,  crying, 
ascites,  etc.,  there  exists  a certain  and  well  defined 
group  of  causes  that  are  usually  seen  almost  con- 
stantly in  herniae  of  the  ventral  and  umbilical  types 
in  fat  women.  These  are  fatness,  especially  of  the 
abdomen  and  the  excessive  deposits  of  fat  under  the 
skin,  and  maternity,  the  two  combining  to  greatly 
increase  the  intra-abdominal  pressure  and  to  weaken 
the  abdominal  wall.  In  addition  to  these  two 
causes  there  is  a third  which  is  responsible  for  the 
ventral  type,  namely  incisions  from  opeiations. 

The  hernia  once  established  with  its  train  of 
disabling  sequellae,  there  enters  another  factor — 
the  enforced  indolence  of  the  patient  in  otherwise 
good  health  which  results  in  a great  increase  of  fat 
both  within  and  without  the  abdomen.  The  hernia 
makes  the  patient  inactive  and  the  inactivity  makes 
the  patient  fatter.  The  fatter  the  abdomen  the 
greater  the  hernia.  Were  it  to  continue  ad  lib, 

*Read  before  the  Whitman  County  Medical  Society,  Colfax, 
Wash.,  June,  1915. 


she  would  become  a big  fat  hernia  with  some  female 
attached.  Such  women  are  a burden  to  themselves 
and  a big  job  for  a good  surgeon. 

During  pregnancy  the  intra-abdominal  increase 
is  such  that  the  recti  abdominales  muscles  become 
separated.  The  stretched  and  thinned  fasciae  may 
become  incompetent  and  hernia  occurs  either  in  the 
mid-line  or  to  the  outer  side  of  the  rectus  muscle 
in  the  linea  semilunaris.  The  more  common  rup- 
ture is  at  the  umbilicus.  If  the  woman  be  unfor- 
tunate enough  to  have  had  an  upper  abdominal 
incision,  as  for  a gall-bladder  for  example,  the  in- 
creased pressure  is  liable  to  stretch  out  the  scar 
so  that  a rupture  occurs. 

In  operating  on  fat  women  or  men,  it  is  observed 
that  the  sutures  will  not  hold  in  fat  as  they  will 
in  thin  tissues.  This  is  from  two  causes;  first,  there 
is  a greater  tension ; second,  the  lean  tissues  are 
tougher  than  the  fat.  Again  the  blood  supply  of 
fatty  tissues  is  less  than  in  muscles,  and  a slight 
catgut  infection  that  might  be  of  slight  significance 
in  a thin  person  often  results  in  a rupture  in  a fat 
one. 

The  treatment  of  herniae  in  fat  people  by  trusses 
is  difficult  or  impossible  because  of  the  mass  of  fat. 
These  patients  do  not  seek  surgical  assistance  early 
and  when  they  do,  after  a period  of  ten  to  twenty 
years,  their  herniae  are  often  very  big,  their  ab- 
dominal fat  deposits  bigger,  and  they  present  the 
appearance  of  the  fat  clown  in  the  circus — shoulders 
thrown  back,  abdomen  thrust  forward,  complaining 
of  a dragging  feeling  in  the  back  as  though  the 
abdominal  contents  were  about  to  fall  out.  Conse- 
quently they  sit  a great  deal ; the  abdominal  fat 
rolls  over,  filling  up  the  lap  and  there  is  a great 
sweaty  and  often  excoriated  crease  where  the  skin 
rolls  over.  When,  in  addition  to  these  troubles, 
the  victim  is  tormented  with  gall-stones  and  the 
train  of  symptoms  secondary  to  a ruptured  perin- 
eum, as  cystocele,  rectocele,  frequency  of  urination 
and  scalding  from  urine  and  sweat,  she  presents  as 
uncomfortable  a piece  of  humanity  as  one  seldom 
sees. 

The  skin  on  these  fat  abdomens  becomes  greatly 
stretched,  the  wonder  being  it  can  stretch  so  far. 
The  accumulation  of  fat  gets  heavy,  exerting  a 
dragging  down  feeling  on  the  woman,  and  of  itself 
tends  further  weakened  the  abdominal  muscles.  It 
becomes  a great,  inert,  useless  mass.  When  she  lies 
on  her  back  the  abdomen  rolls  over  like  lava  from 
a crater;  when  she  lies  on  her  side  it  rolls  across 
the  bed  and  drags  the  woman  after  it;  when  she 
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sits  down  it  fills  her  lap  and  when  she  walks  it 
precedes  her. 

If  it  be  an  unfortunate  combination  for  the 
woman — this  obesity  and  rupture — it  is,  conversely, 
fortunate  that  it  lends  itself  so  admirably  to  surgi- 
cal treatment.  To  operate  on  such  a fat  abdomen 
for  the  cure  of  a rupture  a very  large  incision  is 
necessary,  because  of  the  depth  of  fat- — from  four 
to  ten  inches.  Since  there  is  such  an  excess  of  skin 
and  fat,  one  should  begin  in  the  flank  and  map  out 
a section  for  removal  sufficiently  large  to  give  a 
straight  front  when  the  lower  and  upper  edges  are 
brought  together  without  too  much  tension.  An 
elliptical  piece  of  the  front  of  the  abdominal  wall, 
consisting  of  skin  and  fat,  is  removed  down  to  the 
deep  fascia.  There  is  plenty  of  room  for  repair  of 
the  hernia  or  for  entering  the  cavity  for  work  on 
the  viscera. 

Using  the  Mayo  technic  for  the  repair  of  um- 
bilical hernia,  an  elliptical  piece  of  skin  and  fat  is 
necessarily  removed.  It  is  just  as  easy  to  remove  the 
redundant  skin  and  fat  and  shape  up  the  abdomen, 
as  a large  incision  heals  as  well  as  a small  one. 
The  removal  of  a large  elliptical  piece,  measuring 
anywhere  from  eighteen  to  thirty-six  inches  in 
transverse  and  ten  to  twenty  inches  in  vertical  di- 
ameter according  to  the  size  of  the  woman,  makes 
a tremendous  incision,  especially  when  the  upper 
and  lower  margins  retract ; it  looks  as  though  the 
woman  had  been  cut  in  two. 

The  retraction  of  the  margins  gives  ampie  room 
to  open  the  lower  abdomen  for  pelvic  work  or  the 
upper  for  work  on  the  stomach  or  gall-bladder  and 
is  the  ideal  incision  for  rupture  at  the  navel.  This 
superficial  incision  lends  itself  almost  equally  well 
to  the  repair  of  ventral  or  so-called  incisional  her- 
niae.  Hemorrhage  amounts  to  but  little.  Of  course 
more  time  is  required  in  sewing  the  wound  but 
there  is  no  shock  in  that  and  no  particular  reason 
for  hurry.  One  important  detail  in  the  closure  of 
the  incision  is  that  drainage  must  be  provided  for 
the  considerable  amount  of  serum  that  comes  from 
the  large  incision  in  the  fat,  for  all  the  lymphatics 
are  cut  off. 

Illustrating  what  has  been  said  concerning  the 
cause,  symptoms,  end-results  and  conditions  arising 
in  the  ruptured  fat  abdomen,  the  following  five 
cases  are  cited,  that  have  come  under  my  hand  in 
the  past  few  years: 

Case  1.  Woman,  about  40,  short,  very  fat,  weight 
235  pounds,  had  for  eighteen  years  a rupture  at  the 
navel  that  grew  larger  year  by  year  and  obesity 
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kept  pace  with  the  rupture.  She  developed  dia- 
betes. Her  rupture  admitted  my  hand  and  through 
the  ring  the  liver  and  gall-bladder  were  easily  felt. 
When  she  walked  her  stomach  and  transverse  colon 
protruded  from  the  opening  and  she  had  a feeling 
as  though  the  organs  were  being  pulled  from  the 
backbone.  Consequently  she  walked  but  little.  In 
summer  she  was  miserable  from  sweating.  The 
diabetes  cleared  up  under  treatment  and  then  she 
was  operated  on. 

The  fat  under  the  skin  was  six  inches  deep.  A 
piece  of  the  skin  and  fat  nineteen  inches  from  side 
to  side  and  twelve  inches  vertically  was  removed. 
The  mass  weighed  five  pounds.  The  umbilical 
hernia  was  then  closed  and  the  incision  united, 
giving  a transverse  scar  over  the  front  of  the  ab- 
domen nineteen  inches  long.  She  made  a good  re- 
covery and  now  after  four  years  has  a straight 
front,  the  latest  style,  just  as  it  was  made  at  the 
operation.  She  can  see  her  feet,  lace  her  shoes,  is 
active  and  well. 

Case  2.  Another  woman,  operated  on  six  months 
later,  was  less  than  five  feet  tall  and  weighed  over 
two  hundred  pounds.  She  had  no  hernia  but, 
needing  a pelvic  operation,  her  abdomen  was  very 
much  in  her  way.  Accordingly  a piece  eighteen  by 
ten  inches  was  removed.  This  gave  plenty  of  room 
for  the  pelvic  work  and  when  she  left  the  hospital 
two  weeks  later  she  was  well  and  purchased  a pair 
of  corsets. 

Case  3.  Another  woman,  fifty-two  years  old,  was 
brought  in  with  an  acute  gall-bladder  infection  and 
gall-stones,  with  fever  and  slight  jaundice.  She 
weighed  considerably  over  two  hundred  pounds, 
her  abdomen  filled  her  lap  and  the  skin  was  ec- 
zematous and  raw  in  hot  weather.  She  felt  strong 
normally  but  was  so  unwieldy  that  she  could  not 
get  about  much.  A hernia  at  the  navel  easily  ad- 
mitting my  hand  permitted  a considerable  part  of 
her  intestines  to  escape  and  they  could  be  seen 
moving  through  the  thin  skin. 

She  was  immediately  operated  on.  It  was  found 
the  muscles  occupying  the  front  and  center  of  the 
abdomen  were  separated,  the  fascia  between  was 
ruptured  in  two  places,  each  more  than  an  inch, 
and  there  was  a large  hernia  three  inches  in  diam- 
eter at  the  navel,  so  that  she  had  three  protrusions 
of  viscera.  The  separation  of  the  muscles  was 
repaired  by  bringing  them  together  from  side  to 
side.  The  muscle  wall  extending  from  the  ribs 
to  the  pelvis  was  greatly  stretched  and  lengthened, 
offering  poor  support  to  the  abdominal  organs.  Ac- 
cordingly this  was  remedied  by  the  Mayo  method  of 
overlapping  from  above  downwards,  pulling  the 
lower  flap  under  the  upper  and  so  shortening  the 
abdominal  wall  four  inches.  This  gave  her  a 
straight  and  strong  support.  The  appendix  was 
removed  through  the  hernial  opening.  The  upper 
flap  of  skin  and  fat  was  then  lifted  up,  an  incision 
made  through  the  outer  border  of  the  rectus  mus- 
cle, a large  gall-bladder  full  of  pus  and  stones 
removed,  a drainage  tube  inserted  and  passed 
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through  the  skin  by  a stab  puncture.  She  was  dis- 
appointed that  the  perineum  was  not  repaired  at  the 
same  time  and  refused  to  leave  the  hospital  till  it 
was.  Accordingly  twelve  days  later  this  was  done. 
She  complained  more  from  this  minor  work  than 
from  the  major.  She  made  a perfect  recovery  and 
occasionally  calls  on  me  and  dances  about  my  office 
to  show  that  she  is  all  right. 

Case  4.  Another  woman  of  fifty-two,  very  large 
and  weighing  over  two  hundred  and  fifty  pounds, 
had  a hernia  begin  fourteen  years  ago.  It  constantly 
grew  larger  as  she  had  more  children.  She  grew 
fatter  till  she  became  so  heavy  she  could  scarcely 
leave  her  home.  When  she  stood  up  a mass  es- 
caped from  the  rupture  at  her  navel  as  big  as  her 
head  and  coils  of  gut  could  be  seen  as  well  as  felt 
just  beneath  her  skin.  A viavi  adventuress  ad- 
dressed herself  to  help  her  and  incidentally  to 
shrink  her  pocketbook.  But  she  was  afraid  she 
might  “bust  something,”  as  she  expressed  it,  and 
suggested  that  she  first  see  a doctor  to  determine 
if  there  was  danger  of  doing  so. 

When  I first  saw  her  exposed,  as  she  was  rising 
to  her  feet  the  coils  of  gut  rolled  out  successively 
as  one  spiral  of  smoke  follows  another.  A fool 
with  his  eyes  shut  could  tell  there  was  a rupture. 
This  case  was  nicely  cured  by  the  overlapping  meth- 
od and  she  has  made  a good  recovery  from  all 
her  symptoms.  A piece  of  her  abdominal  wall  was 
removed  weighing  over  seven  pounds,  the  length 
of  the  incision  running  across  the  abdomen  twenty- 
one  inches.  Her  lap  is  empty  and  her  form  im- 
proved. 

Case  5.  One  of  the  hardest  cases  of  this  type 
was  a recent  one  in  a woman  weighing  two  hun- 
dred and  sixty-five  pounds  but  reduced  thirty 
pounds  bv  treatment.  She  had  been  operated  on 
three  times  before  and  had  as  a legacy  a large  her- 
nia in  the  gall-bladder  region,  a still  larger  umbil- 
ical hernia  and  a smaller  one  below  the  navel. 

A very  large  piece  of  the  abdominal  skin  and 
fat  was  removed  that  hung  from  her  and  constantly 
pulled  her  down  like  a heavy  load.  The  abdominal 
wall  was  exposed  from  the  ribs  to  the  pelvis.  It 
became  necessary  to  join  the  upper  and  the  middle 
herniae  and  they  thus  made  an  opening  almost  a 
foot  long.  The  incisional  hernia  was  brought  to- 
gether side  to  side  under  great  tension,  it  being 
very  difficult  to  get  the  separated  edges  to  meet. 
Lower  down  the  sides  were  overlapped  and  at  the 
navel  the  overlapping  was  made  from  above  down- 
wards, thus  closing  the  abdominal  wall  like  a huge 
figure  six. 

The  lower  herniae  were  due  to  great  attenuation 
of  the  fascia  between  the  recti  muscles  and  were 
closed  by  suture  so  placed  that  the  tissues  over- 
lapped. She  looked  as  if  a piece  of  shrapnel  had 
hit  her.  She  made  a good  recovery  which  will 
probably  be  permanent.  Cases  like  this  one  pre- 
sent conditions  that  must  be  met  as  they  arise, 
since  they  are  not  stereotyped  and  no  classic,  fixed 
method  applies. 


NITROUS  OXIDE  AND  OXYGEN,  THE 
ANESTHETIC  OF  CHOICE  IN 
OBSTETRICS* 

Report  of  a Case. 

By  Louis  H.  Maxson,  M.  D. 

SEATTLE,  WASH. 

Nitrous  oxide  has  never  been  widely  used  by 
the  medical  profession,  although  for  many  years 
dental  surgeons  have  considered  it  the  anesthetic 
of  choice  for  their  work.  This  has  been  due  to 
the  fact  that  nitrous  oxide  alone  produces  but  a 
transient  anesthesia,  with  muscular  rigidity  and 
symptoms  of  asphyxiation,  which  is  not  suitable 
for  general  surgery.  Then,  too,  the  apparatus  is 
bulky  and  the  gas  costly  as  compared  with  ether 
and  chloroform,  so  that  even  in  special  cases  the 
obvious  advantages  of  nitrous  oxide  have  generally 
been  outweighed  by  the  convenience  and  cheapness 
of  these  agents. 

The  past  few  years,  however,  have  seen  the  be- 
ginning of  a change.  Apparatus  has  been  devised 
for  administering  pure  oxygen  in  varying  per- 
centage with  the  nitrous  oxide,  thus  avoiding  the 
dangers  of  asphyxia  and  making  possible  a tran- 
quil anesthesia  for  any  desired  length  of  time. 
Warming  the  gases  has  also  contributed  toward  a 
smooth  anesthesia  and  produced  muscular  relaxa- 
tion comparable  to  that  which  obtains  in  natural 
sleep.  Because  of  its  quickness  and  ease  of  ad- 
ministration, its  freedom  from  danger  and  objec- 
tionable after  effects,  and  its  acceptability  to  the 
patient,  nitrous  oxide  and  oxygen  has  become  the 
regular  anesthetic  in  several  Eastern  clinics  for 
all  cases  unless  especially  contraindicated.  It  is 
not  my  purpose,  however,  to  discuss  the  surgical 
use  of  nitrous  oxide  and  oxygen,  but  merely  to 
point  out  its  applicability  to  obstetric  practice  and 
to  report  its  successful  use  in  a case  of  labor. 

Nitrous  oxide  alone  has  been  occasionally  used 
for  obstetrics  and  its  successful  use  for  the  pro- 
duction of  momentary  anesthesia  as  the  head  was 
born,  or  for  some  short  obstetrical  operation  like 
podalic  version,  has  often  been  reported.  Never- 
theless medical  literature  contains  but  few  refer- 
ences to  the  use  of  nitrous  oxide  and  oxygen  as  a 
routine  measure  for  the  alleviation  of  the  pains  of 
childbirth.  In  the  Journal  of  Homeopathy,  No- 
vember, 1914,  Dr.  Herbert  C.  Allen,  of  the  Cum- 
berland Street  Hospital,  Brooklyn,  N.  Y.,  reports 
it  under  the  caption,  “American  Twilight  Sleep.” 

♦Read  before  King  County  Medical  Society,  Seattle,  Wash., 
June  7,  1915. 
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He  disclaims  credit  for  any  discovery,  saying  that 
he  has  merely  applied  a well-recognized  form  of 
anesthesia  to  this  specific  purpose.  Having  used 
it  side  by  side  with  the  German  Dammerschlaf, 
he  holds  not  only  that  it  is  more  efficient  than  the 
German  method  but  also  that  it  is  free  from  the 
difficulties  and  dangers  of  the  latter.  In  the 
Journal  of  the  A.  M.  A.,  March  6,  1915,  two 
short  articles  by  Dr.  J.  Clarence  Webster  and 
Dr.  Frank  W.  Lynch  report  the  experience  of  a 
group  of  Chicago  practitioners.  Dr.  J.  T.  Gwath- 
mey,  in  his  recently  published  work  on  anesthesia, 
says:  “For  obstetric  cases  nitrous  oxide  and  oxy- 
gen, given  to  the  stage  of  analgesia,  is  becoming 
more  and  more  popular.”  In  the  Journal  of  the 
A.  M.  A.,  April  3,  1915,  is  the  abstract  of  another 
paper  by  Dr.  Lynch  and  its  discussion  by  the 
members  of  the  Chicago  Medical  Society.  There 
is  not  a single  criticism  of  the  method,  save  for 
its  possible  expense,  in  all  the  literature. 

All  authorities  agree  that  nitrous  oxide  and 
oxygen  is  the  safest  anesthetic  known.  In  the 
preliminary  experimentation  with  it  Dr.  Claude 
Martin,  of  Lyons,  kept  a dog  continuously  undei 
its  influence  for  three  days  without  untoward 
effects,  fifteen  per  cent,  of  oxygen  being  used. 
Even  in  unskilled  hands  its  dangers  are  slight,  be- 
cause the  signs  of  an  overdose  of  nitrous  oxide  are 
those  of  asphyxiation.  These  are  so  pronounced 
and  alarming,  and  the  elimination  of  the  drug  is 
so  rapid  that  only  gross  carelessness  could  result 
in  more  than  passing  inconvenience  to  the  patient. 

Nitrous  oxide,  like  other  anesthetics,  produces 
analgesia,  or  loss  of  pain-sense,  before  it  causes  loss 
of  consciousness.  Of  late  years  this  analgesic  stage 
has  been  clearly  recognized  and  dental  surgeons 
throughout  the  country  have  taken  advantage  of  it. 
The  medical  profession  has  been  slower  to  recog- 
nize it,  being  more  accustomed  to  ether  and  chloro- 
form than  to  nitrous  oxide,  and  having  a class  of 
work  to  perform  in  which  complete  anesthesia  is 
generally  desirable.  This  stage  of  analgesia,  how- 
ever, may  be  utilized  to  advantage  in  obstetrics. 
With  a modern  gas-oxygen  apparatus  it  is  easily 
produced  and  maintained ; it  can  be  instantly  deep- 
ened to  full  anesthesia  or  lightened  to  full  con- 
sciousness. 

During  the  greater  part  of  labor,  therefore,  the 
pain-sense  can  be  dulled  or  destroyed,  while  con- 
sciousness can  be  retained  or  abolished  at  the  will 
of  the  attending  physician.  With  the  average 
patient  consciousness  should  be  retained,  as  it  is 
then  possible  for  her  to  make  her  wants  known 
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and  for  the  doctor  to  tell  her  what  to  do.  Thus 
she  can  and  will  “bear  down”  at  the  physician’s 
command  and  so  greatly  expedite  the  delivery, 
and  she  will  do  this  readily  and  energetically  be- 
cause it  does  not  hurt  her.  Many  a delivery  re- 
quires forceps  for  no  other  reason  than  that  our 
modern  women  cannot  stand  the  pain  of  the  actual 
birth  and  so  hold  back  when  the  contractions  come 
instead  of  helping  to  expel  the  child.  The  use  of 
nitrous  oxide-oxygen  to  abolish  the  pain  will  dimin- 
ish the  number  of  forceps  cases  in  actual  practice. 

Chloroform  and  ether  inhibit  uterine  contrac- 
tions when  pushed  to  full  anesthesia,  and  so  can- 
not be  used  to  advantage  until  well  on  in  the  sec- 
ond stage.  Nitrous  oxide  does  not  inhibit  the 
pains  and  can,  therefore,  be  started  even  in  the 
first  stage  without  prolonging  labor.  With  it  the 
second  stage  is  of  normal  duration  or  less,  never 
prolonged  as  in  the  German  method. 

The  baby  is  not  cyanosed  or  narcotized,  since 
the  maternal  blood  at  all  times  contains  plenty  of 
oxygen,  and  no  narcotics  are  administered.  Res- 
piration, therefore,  is  spontaneous  in  all  cases  un- 
less interfered  with  by  other  factors. 

Tears  are  said  to  be  less  frequent  with  this 
method  than  with  full  chloroform  anesthesia  be- 
cause the  muscles  of  the  perineum  retain  their  nor- 
mal tonus.  Experience  alone  can  decide  the  truth 
of  this  claim. 

That  shock  is  lessened  is  unquestionable,  since 
the  patient  is  spared  both  the  exhaustion  due  to 
pain  and  the  anesthetic  shock  of  chloroform  or 
ether.  This  was  one  of  the  striking  features  in 
the  case  which  I shall  report. 

The  first  case  of  which  I can  find  record  was 
the  confinement  of  the  daughter  of  Mr.  A.  C. 
Clark,  of  Chicago,  a manufacturer  of  gas-oxygen 
machines.  His  experience  with  the  gases  in  den- 
tistry made  him  confident  of  the  results,  and  at 
his  own  risk  he  had  the  method  tried.  Analgesia 
was  maintained  for  four  hours,  with  anesthesia  to 
the  surgical  degree  for  the  actual  delivery.  This 
was  on  July  12,  1913.  The  success  of  this  case 
prompted  a further  trial  in  Chicago,  where  it  has 
now  become  an  established  procedure.  Dr.  Allen 
developed  it  independently  in  Brooklyn,  and  I 
have  no  doubt  that  there  are  others  who  have  used 
it  but  have  not  yet  published  their  experiences. 
The  fact  is  that  it  instantly  suggests  itself  to  any 
one  familiar  with  the  general  use  of  nitrous  exide 
and  oxygen.  I had  planned  to  investigate  -it  even 
before  Dr.  Allen’s  article  fell  into  my  hands. 

I have  been  seeking  an  opportunity  to  administer 
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the  gas  for  this  purpose  for  the  past  three  months. 
Cases  have  been  promised  me  both  at  the  city  and 
county  hospitals,  but  they  have  not  materialized. 
It  is  not  altogether  inappropriate,  however,  that 
the  first  case  in  this  city  should  be  that  of  the  an- 
esthetist’s wife.  It  is  perhaps  needless  to  say  that 
I had  convinced  myself  of  the  absolute  safety  of 
the  procedure,  both  for  mother  and  child,  before 
trying  it  under  such  circumstances. 

M.  E.  M.,  age  37,  third  child.  Pains  began 
afternoon  of  May  9,  1915,  infrequent  and  vague; 
gradually  increased  in  strength  and  frequency  dur- 
ing following  night.  Attending  physician  called 
at  4:45  next  morning.  Examination  at  5:30 
showed  dilatation  of  one  finger.  Re-examination 
at  5:55  showed  little  progress,  although  patient 
was  suffering  severely  with  each  pain. 

It  was  decided  to  give  nitrous  oxide  and  oxygen 
and  assist  dilatation  manually.  This  was  done, 
the  administration  being  begun  at  6 o’clock  and 
continued  until  delivery.  A little  gas  was  kept 
flowing  all  the  time.  Pains  were  undiminished  in 
force  or  frequency.  At  the  onset  of  each  pain  the 
flow  of  gas  was  increased.  Rapid  inhalation 
through  the  nose-piece  produced  analgesia  before 
the  pain  was  fully  established;  sometimes  the  pa- 
tient passed  momentarily  into  unconsciousness.  The 
amount  of  gas  was  reduced  between  pains. 

Child  born  at  7:10,  male  8 y2  lbs.,  not  cyanosed, 
respiration  spontaneous,  cord  wrapped  once  about 
neck.  In  less  than  one  minute  after  delivery  pa- 
tient was  fully  conscious  and  without  pain.  Pla- 
centa spontaneously  delivered  eight  minutes  later, 
gas  being  given  during  its  expulsion.  Two  pre- 
vious labors  required  low  forceps ; this  one  was 
spontaneous  delivery.  Patient  has  had  chloroform 
in  previous  confinements  and  expresses  strong 
preference  for  this  method.  Very  little  shock  from 
labor,  much  less  than  in  previous  confinements. 
Puerperium  normal  except  for  slight  phlebitis  in 
left  leg.  Cost  of  gas  in  this  case,  about  $6.00. 

As  regards  the  cost,  Df.  Lynch  claims  that  it 
should  not  be  over  one  cent  per  minute — sixty 
cents  an  hour.  This  undoubtedly  refers  to  hospi- 
tal work  where  the  gas  is  bought  in  large  cylinders 
or  manufactured  on  the  premises.  With  the  small 
portable  tanks  it  would  be  much  higher,  probably 
two  or  three  dollars  an  hour.  I used  far  more 
gas  in  this  case  than  was  actually  necessary,  be- 
cause of  overanxiety  to  spare  needless  pain. 

The  scopolamin-narcophin  method  of  the  Frei- 
burg Frauenklinik,  so  much  vaunted  by  the  lay 
press,  has  not  had  a general  acceptance  in  this 
country.  Some  have  found  it  advantageous  in 
selected  cases  and  under  ideal  conditions,  but  many 
whose  hospital  facilities  enabled  them  to  investi- 
gate it  thoroughly  have  completely  abandoned  it 


because  of  the  difficulties  and  dangers  inseparable 
from  such  an  overpowering  narcotization.  And  so 
the  profession  is  thrown  back  into  its  age-long 
search  for  some  sure,  safe  means  of  lightening  the 
pain  of  labor.  I believe  that  we  have  found  it 
in  nitrous  oxide-oxygen  analgesia. 
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A CASE  OF  ACUTE  GASTRIC  ULCER  OF  THE 
ANTERIOR  WALL  IN  A BOY  THIR- 
TEEN YEARS  OF  AGE. 

By  George  F.  Koehler,  M.  D. 

PORTLAND,  ORE. 

Ulcers  of  the  anterior  wall  of  the  stomach  are 
the  exception.  Ulcers  of  the  posterior  wall  and 
the  greater  curvature  in  the  region  of  the  pylorus 
are  the  rule.  Peptic  ulcers  in  children  are  dis- 
tinctly uncommon.  Therefore,  the  case  about  to 
he  reported  is  unique. 

Alfred  M.,  a school  boy  13  years  old,  was  first 
seen  at  the  Free  Dispensary  in  the  early  part  of 
January.  He  gave  the  following  history.  Two 
weeks  previously  while  at  play  he  fell  from  the 
roof  of  a shed.  He  paid  no  attention  to  the  acci- 
dent until  he  began  to  have  a constant  distress  in 
the  stomach  with  definite  pain  an  hour  after  meals 
in  the  left  side  of  the  abdomen.  The  pain,  while 
at  times  quite  acute,  was  relieved  somewhat  by 
the  taking  of  food  and  was  entirely  relieved  when 
the  patient  lay  prone  on  his  back. 

Physical  examination.  The  lungs  and  heart  were 
normal.  The  skin  and  mucous  membranes  were 
abnormally  pale.  On  palpation  an  area  of  tender- 
ness to  pressure  was  marked  one  and  one-half 
inches  above  the  umbilicus  and  to  the  left  of  the 
mid-line.  The  gastric  contents  after  a test  meal 
showed  free  hydrochloric  acid  65  and  a total  acidity 
100.  A specimen  of  feces  obtained  the  next  day 
showed  the  presence  of  occult  blood.  The  diagnosis 
of  ulcer  was  made  and  the  patient  put  to  bed.  He 
was  kept  steadily  in  bed  for  three  weeks,  being 
fed  on  the  Lenhartz  method.  The  feedings  of  milk 
were  given  at  regular  intervals  and  amounts  during 
the  day  and  night.  The  bowels  were  moved  each  day 
by  a glycerin  suppository.  He  seemingly  made  a per- 
fect recovery  and  when  he  left  his  bed  there  was 
no  tenderness  or  pressure  over  the  ulcer  site  and 
the  occult  blood  had  entirely  disappeared  from  the 
stools.  The  color  of  the  skin  was  quite  normal 
and  he  had  gained  in  weight. 

Two  weeks  after  leaving  the  hospital  he  returned 
complaining  of  pain  and  distress  after  eating.  Ex- 
amination at  this  time  revealed  the  fact  that  all 
the  former  symptoms  had  returned,  including  occult 
blood  findings  and  an  extreme  pallor  of  the  skin. 
The  boy  was  put  to  bed  and  the  same  treatment 
instituted  with  the  result  that  in  a few  days  he 
was  again  on  the  road  to  recovery.  He  continued 
to  improve  rapidly  and  left  the  hospital  after  a 
period  of  another  three  weeks’  treatment,  only  to 
return  again  in  very  much  the  same  condition.  All 
hope  of  medical  treatment  was  now  abandoned  and 
the  patient  was  referred  to  the  surgical  side.  He 
was  operated  on  by  Dr.  J.  D.  Sternberg,  and  the 
ulcer  excised.  The  patient  is  now  well,  having 
gained  in  weight  and  is  without  a symptom  of  di- 
gestive distress. 

Stevens  Building. 
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A CATARACT  CLINIC. 

By  H.  V.  Wiirdemann,  M.  D., 

Seattle,  Wash. 

At  one  of  the  regular  clinics  instituted  by  the 
King  County  Medical  Society  of  Seattle,  the  author 
gathered  together  a number  of  cataract  cases  for 
operation  on  November  17,  1914.  Believing  that 
an  exact  description  of  the  conditions  met  with  in 
the  operating  room  (owing  to  the  fact  that  the  cases 
were  all  of  unusual  types),  the  steps  of  the  opera- 
tions and  the  subsequent  histories  would  be  of  in- 
terest, they  are  herewith  reported : 

Case  1.  Cataract  from  Industrial  Electric  Current. 
H.  H.,  age  23,  male.  Had  always  been  a healthy 
man  of  six  feet  and  about  170  pounds.  Lineman 
for  electrical  corporation. 

Was  out  on  telephone  trouble  on  company’s  line 
and  found  another  company’s  high  tension  carrying 
CO, 000  volts — equivalent  to  5,000  H.  P. — going  over 
the  line  all  the  time,  crossing  the  telephone  wires. 
Was  on  the  telephone  pole  to  remedy  the  trouble, 
sitting  down  on  the  top  cross-arm,  the  current  arc- 
ing from  this  line  to  head,  returning  through  body 
by  the  hip  to  the  pole,  forming  an  instantaneous 
permanent  ground.  Fell  off  immediately,  breaking 
the  current,  hence  missing  complete  electrocution. 
Hung  by  legs  to  cross-bar,  being  on  the  pole  three 
minutes  and  in  the  hospital  with  all  burns  dressed 
within  twenty  minutes. 

The  short  circuit  formed  by  the  body  caused  all 
the  switches  to  be  blown  out  in  the  city  of  Bel- 
lingham. Was  unconscious  for  four  days  with  but 
few  logical  moments  during  that  time.  The  electric 
burn  of  the  head  was  about  one-fifth  of  the  hair 
area  of  the  scalp.  That  of  the  hip  was  about  four- 
teen inches  in  length  and  six  to  eight  inches  in 
width.  Both  of  these  burns  healed  slowly  after 
about  three  months.  Was  immediately  paralyzed 
in  the  lower  extremities  from  which  have  not  in 
the  least  recovered.  The  paralysis  is  evidently  of 
the  main  trunks  and  the  peripheral  nerves,  as  the 
muscular  and  patellar  reflexes  are  not  only  present 
but  greatly  exaggerated.  His  eyesight  started  to 
fail  early  in  October,  1913,  six  months  after  the 
accident.  Referred  by  Dr.  Hunt. 

Examination,  Feb.  26,  1914.  General  health  nor- 
mal. The  mentality  is  good.  His  body  is  some- 
what emaciated,  although  his  general  health  is  fair. 
There  is  some  loss  of  muscle  tone  of  the  legs  from 
disuse.  Complete  paralysis  of  lower  extremities. 
Vision,  right,  equal  to  fingers  at  two  inches;  left, 
equal  to  light  perception,  good  projection.  Visual 
fields  apparently  normal.  The  pupils  react  nor- 
mally but  only  on  mydriasis  can  the  typical  picture 
of  electric  cataract  be  seen. 

The  lenticular  changes  are  similar  to  other  cases 
leported  in  literature  and  in  my  book,  “Injuries  of 
the  Eye,”  1912,  pp.  38-40,  pp.  624-625.  The  greatest 
amount  of  opacity  was  in  the  cortex;  that  in  the 
left  eye  being  a large  central  blotch  evidently  due 
to  the  coalescence  of  a large  number  of  spots  in 
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the  capsule,  being  a subephithelial  albuminous  co- 
agulation, followed  by  degeneration  of  the  neighbor- 
ing layers  of  the  cortex  due  to  penetration  of  the 
capsule  of  the  lens  by  the  aqueous.  In  the  right 
eye  the  opacities  were  evidently  subcapsular  and 
had  not  yet  severely  involved  the  body  of  the  lens, 
although  oblique  illumination  showed  that  it  was 
milky  and  in  fact  so  opaque  that  the  visual  acuity 
had  been  reduced  to  that  above  noted.  The  sub- 
sequent history  showed  progress  similar  to  that  of 
the  left  eye. 

He  was  sent  to  the  Swedish  Hospital  the  day  of 
the  examination,  undergoing  preliminary  treatment; 
the  first  operation  that  of  discission  of  the  capsule 
in  the  left  eye  was  done  March  3. 

My  preliminary  treatment  for  operation  involving 
opening  of  the  eyeball  is  as  follows: 

Head.  Shampoo  with  green  soap  the  night  be- 
fore operation. 

Face.  Wash  thoroughly  with  green  soap  and  after 
washing  with  plain  water,  use  solution  of  1-10,000 
bichloride  the  night  before  operation. 

Nose.  Irrigate  with  warm  Seiler’s  solution  the 
night  before  the  operation  and  again  the  morning 
of  the  operation. 

Eye.  Wash  eyelid  and  eyebrow  carefully  with 
green  soap  and,  after  rinsing  with  hot  water,  use  a 
solution  of  1-10,000  bichloride.  Wash  the  eye  thor- 
oughly with  warm  boric  acid  solution  and  instill 
argyrol  50  per  cent.,  a bichloride  pad  1-10,000  to  be 
placed  over  the  eyes  and  bandaged  all  night.  Re- 
peat this  the  morning  of  the  operation. 

This  operation  was  followed  by  penetration  of  the 
aqueous  which  speedily  loosened  the  anterior  cap- 
sule, softened  the  cortex  and  on  the  19th  a com- 
plete discission  of  the  lens  was  made. 

The  third  discission  was  done  May  12,  resulted 
in  an  immediate  clear  pupil  and  for  which  eye, 
June  1st,  1914,  temporary  lenses,  +10,  O.  D.  and 
+ 14,  O.  D.,  were  given.  Since  this  time  the  patient 
has  been  able  to  use  this  eye  for  distance  and  read- 
ing; in  fact,  he  read  constantly  up  to  the  date  of 
this  clinic. 

June  9,  1914,  I commenced  the  first  discission  on 
the  right  eye,  this  being  of  the  capsule.  A free 
discission  of  the  cortex  was  done  August  14th, 
and  on  this  date,  Nov.  17,  owing  to  the  central 
opacity  of  the  capsule,  a discission  of  the  pos- 
terior capsule  was  made. 

The  operation  of  discission  may  be  done  in  vari- 
ous ways.  I prefer  to  use  two  needles,  one  a Knapp 
knife  needle,  with  which  the  eyeball  is  fixed  at  the 
limbus  in  clear  corneal  tissue.  The  other,  an  Ag- 
new  “stop”  needle,  is  entered  into  the  anterior 
chamber  from  beyond  the  limbus,  the  needle  pass- 
ing through  the  conjunctiva,  making  a subconjunc- 
tival operation  with  the  latter  needle.  The  pupil 
is  usually  cleared,  the  capsule  being  partly  torn 
through,  usually  by  a horizontal  and  then  in  a ver- 
tical cut,  making  a T-shaped  opening.  The  corners 
of  the  capsule  comprising  such  ultimately  curl 
up,  leaving  a central  pupil. 
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On  this  date  of  Nov.  17,  in  the  presence  of  the 
audience  composed  of  sixteen  oculists  of  the  Seattle 
and  several  general  practitioners,  the  operation  was 
done  as  above  described. 

A dressing  of  1 per  cent,  atropin,  25  per  cent, 
argyrol  and  1-5,000  sublimate  ointment  was  applied, 
a gauze  and  cotton  pad  affixed  by  adhesive  strips 
only  to  the  operated  eye.  The  first  dressing  was 
made  in  forty-eight  hours  and  patient  allowed  to 
leave  hospital  for  house  in  the  city.  Subsequent 
dressings  were  daily  made  during  the  week  and 
after  that  the  patient  put  in  a one-half  solution  at- 
ropin once  a day  and  a sublimate  salve  applied. 

Dec.  5,  patient  was  carried  to  office  and  had 
refraction  properly  estimated,  the  result  being  R. 
+ 11.00  3 + 2.25,  90°  =6/7.5 ; Left,  + 11.00  3 
+ 2.00,  90°  = 6/7.5;  add  + 3.50  = Snellen,  .20 
a 0.20.  High  corneal  astigmatism  must  have  been 
present  before,  as  here  the  operations  done  would 
not  have  any  appreciable  effect  upon  the  corneal 
cuvature.  Both  pupils  perfectly  clear,  no  cap- 
sule showing  within  the  undilated  pupils.  Pupils 
react  normally  to  light  and  accommodation,  and 
with  the  above  lenses  properly  adjusted  as  to  pu- 
pillary distance,  there  is  practically  orthophoria 
with  full  binocular  vision.  The  color  vision  like- 
wise seems  to  be  perfectly  normal.  It  is  my  cus- 
tom to  order  the  cataract  glasses  in  the  bifocal 
form,  if  possible  in  toric  lenses  and  with  rims 
in  order  that  the  edges  of  the  lens  may  be  ground 
down  as  thin  as  possible,  thus  lessening  the  weight. 
Dec.  20,  the  patient  returned  to  his  home  in  Bur- 
lington with  full  use  of  both  his  eyes,  but  other- 
wise a helpless  cripple. 

Incidentally  it  may  be  noted  that  the  Industrial 
Insurance  Commission  has  settled  with  this  case 
in  full  by  the  amount  of  $3,000,  from  which  the 
patient  receives  the  interest  at  6 per  cent,  i.  e.; 
$180  a year  which  is  to  say  at  the  least,  an  exceed- 
ingly small  amount  to  support  a cripple  whose 
prospects  of  earning  anything  to  mete  out  this 
meager  allowance  are  practically  nil. 

The  company  for  whom  the  man  worked  has 
paid  the  hospital  expenses  and  a very  small  fee 
to  the  attending  surgeon,  about  one-third  of  what 
might  be  expected  for  an  ordinary  private  case. 
Believing  that  this  rather  unusual  item  for  publi- 
cation is  pertinent  to  the  practice  of  medicine, 
we  not  only  go  into  the  medical  aspects  of  the 
case  but  likewise  into  the  economic  conditions. 

Case  2.  Mrs.  A.  L.  MacD.,  age  55.  Had  noticed 
the  sight  failing  in  the  right  eye  about  one  year 
before.  With  the  left  eye  she  can  yet  see  to  read 
with  presbyopic  glasses.  She  thought  she  had 
kidney  trouble  and  rheumatism.  She  came  to  me 
Oct.  8,  1914.  Right  eye  complete  matured  cataract 
of  the  senile  type.  Vision  of  right  eye  equal  to 
light  perception,  good  projection.  That  of  the  left 
eye  equal  to  6/xx;  presbyopia  plus  2 D.  Pupil 
resilient.  Lens  showing  a brownish  cast,  presag- 
ing a rather  hard  cataract  with  large  nucleus. 


This  seemed  to  be  a typical  case  for  the  ordinary 
practised  extraction  with  capsulotomy  and,  as  the 
pupil  had  dilated  well  under  cocainization,  it  was 
proposed  to  extract  the  lens  without  an  iridectomy. 
I am  very  partial  to  a large  incision,  at  least  three- 
fifths  of  the  cornea,  made  practically  in  the  limbus 
and  the  cut  being  finished  with  a large  conjunc- 
tival flap.  For  operations  involving  opening  of  the 
eye,  I do  not  use  a speculum  but  have  better  re- 
sult from  a skilled  assistant,  the  Fisher  lid  elevator 
for  the  upper  lid  and  the  thumb  of  the  assistant 
for  the  lower.  I commonly  fix  the  eye  with  the 
Prince  advancement  forceps  rather  than  the  ordi- 
nary fixation  forceps.  For  the  capsulotomy  I usu- 
ally endeavor  to  make  a transverse  cut  with  the 
von  Graefe  knife,  as  it  passes  through  the  eye, 
for  a wide  opening  in  the  capsule. 

In  this  case  it  was  found  that  the  lens  moved  as 
the  point  of  the  knife  passed  along  its  anterior 
surface.  Then  the  capsulotomy  with  a vertical  and 
horizontal  incision  was  attempted.  For  the  pres- 
sure necessary  for  extraction  the  end  of  the  Smith 
hook  was  used  below  and  counterpressure  or 
rather  a supporting  pressure  given  above  by  the 
Smith  spoon  to  the  posterior  edge  of  the  wound. 
The  lens  came  out  in  a normal  manner  with  no 
loss  of  vitreous  or  iris  prolapse,  but  examination 
of  the  specimen  showed  it  intact  in  its  capsule, 
there  having  been  no  result  from  the  attempted 
capsulotomy.  The  specimen  showed  a very  hard 
brownish  lens,  there  being  practically  no  cortex. 
The  toilet  of  the  anterior  chamber  was  made  with- 
out lavage  as  there  was  no  cortical  substance.  The 
iris  was  reposited.  The  lids  closed  for  a few  min- 
utes and  the  patient  then  asked  to  count  the  fingers 
which  she  was  able  to  do. 

The  dressing  was  argyrol,  bichloride  ointment, 
bandage  to  both  eyes,  removed  in  48  hours,  the 
unoperated  eye  being  then  left  free.  The  patient 
remained  on  her  back  for  24  hours.  On  second 
day  allowed  to  lie  on  one  or  the  other  sides.  On 
third  day  sat  up  for  an  hour  morning  and  evening 
in  bed.  On  fourth  day  and  fifth  day  sat  up  in  a 
chair.  On  sixth  and  seventh  days  walked  aboui 
the  room  and  on  the  eighth  day  left  the  hospital 
for  home. 

Temporary  glasses  ordered  in  about  two  weeks 
after  the  patient  had  left  the  hospital,  i.  e.,  about 
one  month  after  the  operation.  The  permanent 
glasses  are  usually  ordered  about  three  months 
after  the  operation.  The  patient  was  seen  at  the 
office  several  times  to  Dec.  15,  when  + 10  ^ + 
1.50.  180°  gave  6/viii. 

It  will  be  noted  that  practically  all  cases  of  cat- 
aract extraction  are  followed  by  an  astigmata  which 
is  usually  at  an  angle  of  180°  or  thereabouts.  1 
find  less  astigmata  following  the  operation  with  a 
conjunctival  flap  than  I do  with  incisions  which 
pass  directly  through  the  cornea.  In  my  practice, 
I have  usually  found  greater  amount  of  astigmata 
following  the  radial  incision. 
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EDITORIAL 

THE  STATE  ASSOCIATION  MEETING 
IN  TACOMA. 

After  waiting  a period  of  eleven  years  since  the 
last  meeting  at  Tacoma,  the  Washington  State 
Medical  Association  held  one  of  its  most  successful 
and  satisfactory  gatherings  in  that  city  last  month. 
The  attendance  was  the  largest  of  any  meeting  of 
recent  years,  and  an  unusual  spirit  of  harmony  and 
good  fellowship  prevailed  among  all.  Beside  a 
goodly  representation  from  all  sections  of  the  state, 
it  was  a pleasure  to  receive  visitors  from  Oregon 
and  other  states.  The  Tacoma  physicians  broke 
the  record  for  hospitality  and  variety  of  social  en- 
tertainments. Besides  something  of  pleasure  that 
was  introduced  each  day,  the  culmination  was  the 
all-day  excursion  to  their  great  mountain,  Tacoma. 
It  was  visited  by  some  two  hundred  people.  Every- 
one who  took  advantage  of  this  trip  pronounced 
it  the  red-letter  excursion  of  their  experience, 
it  the  red-letter  excursion  of  their  experience.  A 
feature  not  scheduled  by  the  committee  was  a for- 
est fire  on  the  mountain  that  threatened  to  hold 
the  visitors  over  night.  It  served,  however,  only 
as  an  added  interest  to  the  occasion. 

This  was  the  association’s  first  experience  with 
the  abbreviated  form  of  program,  which  places  a 
limit  of  three  papers  to  each  session.  It  met  with 
universal  commendation.  There  was  an  absence 
of  the  common  fretful  hurry  which  accompanies 
the  effort  to  crowd  into  one  session  more  papers 
than  it  is  possible  to  read  and  discuss  in  a given 
length  of  time.  The  papers  presented  were  con- 
cise and  to  the  point,  and  were  received  with  a 
reasonable  amount  of  discussion.  The  precedent 
thus  established  will  serve  as  a satisfactory  one  for 
future  meetings.  Another  pleasing  incident  was 
the  full  attendance  at  sessions  of  the  House  of 
Delegates.  Even  the  initial  meeting,  set  for  an 
early  hour  of  the  first  day,  was  well  attended.  The 
necessary  business  of  the  association  was  conducted 
with  a dispatch  and  satisfaction.  Viewed  from 
all  aspects,  this  Tacoma  meeting  will  be  remem- 
bered as  one  of  the  pleasantest  in  the  history  of 
the  association. 
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CONTINUATION  OF  THE  TRI-STATE 
MEETINGS. 

There  has  of  late  been  considerable  discussion 
concerning  the  tri-state  meetings  between  the  as- 
sociations of  Oregon,  Washington  and  Idaho,  ow- 
ing to  the  decision  of  the  two  former  to  hold  indi- 
vidual meetings  this  year  instead  of  abandoning 
them  in  favor  of  a common  meeting  with  Idaho, 
as  was  formerly  understood  to  be  the  plan  for  this 
year.  At  the  Tacoma  meeting  it  was  formally 
voted  to  unite  with  the  Idaho  association  at  its 
Lewiston  meeting  next  October,  notwithstanding 
the  Washington  meeting  held  at  this  time.  It  was 
the  sentiment  of  this  meeting  that  representatives 
of  the  three  associations  should  decide  upon  some 
future  course  of  action  at  the  Lewiston  meeting 
regarding  the  continuation  of  the  so-called  tri- 
state meetings.  It  would  seem  a mistake  to  aban- 
don such  gatherings  after  having  once  been  estab- 
lished, since  there  is  ordinarily  too  little  association 
and  communication  betw-een  the  professions  of 
adjacent  states,  and  much  will  be  gained  if  the 
members  of  all  the  associations  can  occasionally  be 
gotten  together  for  joint  meetings.  At  die  same 
time  the  feeling  seems  to  prevail  that  it  is  unwise 
to  entirely  abandon  the  individual  state  meetings 
during  the  year  of  the  united  meeting,  as  was  de- 
termined upon  when  the  tri-state  meetings  were 
originally  conceived.  At  the  time  of  the  first  of 
these  meetings  in  Seattle,  six  years  ago,  in  connec- 
tion with  the  A.-Y.-P.  Exposition,  so  many  were  in 
attendance  from  each  state  that  the  separate  meet- 
ings of  the  Houses  of  Delegates  were  carried  on 
successfully.  Three  years  later,  at  Portland,  the 
attendance  from  the  visiting  states  was  not  suffi- 
ciently representative  to  satisfactorily  conduct  the 
necessary  business  of  their  associations.  It  is  not 
probable  that  at  any  such  meeting  in  the  future 
a sufficient  number  from  visiting  states  will  be  in 
attendance  to  transact  their  business  in  an  efficient 
manner.  Therefore,  it  seems  that  a plan  should 
be  devised  by  which  a meeting  of  the  three  associa- 
tions could  be  held  at  stated  intervals,  while  the 
visiting  associations  at  some  time  during  the  sum- 
mer could  also  have  separate  meetings.  It  is  to  be 
hoped,  for  the  benefit  of  the  profession  of  the  three 
states,  that  some  such  plan  may  be  arranged  for 
at  the  Lewiston  meeting.  Already  quite  a number 
of  Oregon  and  Washington  physicians  have  ex- 
pressed their  intention  of  attending,  so  that  a 
profitable  meeting  is  anticipated. 
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HONORARY  MEMBERSHIP  IN  THE 
STATE  ASSOCIATION. 

In  the  year  1909  the  Washington  State  Medical 
Association  had  been  in  existence  for  twenty  years. 
At  the  annual  meeting  of  that  year  the  by-laws 
of  the  association  were  amended  with  a provision 
that  thereafter  all  members  who  had  paid  dues  for 
twenty  years  should  be  designated  honorary  mem- 
bers and  should  be  exempt  from  the  payment  of 
dues.  This  list  of  honorary  members  has  gradu- 
ally increased  each  year  until  it  is  now  of  consid- 
erable size,  and  the  treasury  of  the  association 
begins  to  feel  a consequent  depletion  of  its  reve- 
nues. The  privilege  of  this  exemption  has  been 
accepted  throughout  the  state,  except  in  the  King 
County  society,  where  in  1910  most  of  the  honorary 
members,  being  in  good  health  and  active  practice, 
requested  the  privilege  of  continuing  the  payment 
of  dues.  During  the  nineties  there  were  large 
accessions  to  the  medical  ranks  in  the  state,  so  that 
very  soon  there  will  be  a much  larger  increase  in 
the  number  of  honorary  members.  While  the 
annual  dues  of  $3.00  impose  no  great  burden  on  an 
individual  member,  the  total  from  the  increasing 
number  of  honorary  members  will  produce  a 
marked  shrinkage  in  the  treasury  of  the  Association. 
Therefore,  at  the  meeting  in  Tacoma  last  month 
the  by-laws  were  amended  so  as  to  abolish  the 
exemption  of  dues,  except  for  those  who  have  re- 
tired from  active  practice,  but  the  honorary  mem- 
bership will  be  continued  for  those  who  have  paid 
dues  for  a period  of  twenty  years.  They  will  re- 
ceive a suitable  certificate  as  indication  of  their 
honorary  position  which  they  occupy  in  relation 
to  the  association.  It  is  believed  this  action  will 
meet  with  general  approval,  in  order  that  the 
work  of  the  state  association  may  not  be  handi- 
capped for  lack  of  funds,  nor  the  necessity  arise 
for  increasing  the  annual  dues. 


SEPTEMBER  MEETING  OF  OREGON 
STATE  ASSOCIATION. 

The  annual  meeting  of  the  Oregon  State  Med- 
ical Association  will  be  held  in  Portland  Septem- 
ber 9-10.  Details  of  meeting  are  not  at  hand  for 
this  issue  but  will  be  published  next  month.  The 
Portland  profession  is  famous  for  the  success  and 
pleasure  of  its  medical  meetings  and  all  visitors  to 
this  can  anticipate  a profitable  and  memorable  gath- 
ering. This  date  should  be  reserved  by  all  who  can 
find  it  possible  to  attend.  It  is  hoped  that  a large 
number  may  arrange  to  be  present. 


MEDICAL  NOTES 


OREGON. 


The  July  Examination  of  the  Oregon  Board  of 
Medical  Examiners  was  held  in  Portland  on  the 


6th  to  8th  of  last  month.  Forty-nine  applicants  ap- 
peared, of  whom  thirty-one  were  successful.  Eleven 
applied  for  osteopathic  licenses  of  whom  nine  were 
successful.  There  were  four  women  among  the  ap- 
plicants, two  for  medical  and  two  for  osteopathic 
licenses.  There  was  one  successful  Japanese  ap- 
plicant, graduate  of  an  American  college. 

The  following  is  the  list,  with  their  addresses,  of 
those  who  received  licenses  to  practise: 


Anderson.  W.  R.,  Port- 
land. 

Besson,  L.  S.,  Portland. 

Blake,  D.  C.,  Flora. 

Blair,  H.  C.,  Portland. 

Berdson,  T.  L.,  Portland. 

Bloom,  C.  F.,  Portland. 

Briscoe,  L.  E.,  Ashland. 

Dale,  H.  L.,  Portland. 

Ditte,  Florence  W., 
Portland. 

Fellows,  F.  F.,  Mc- 
Minnville. 

Getzloff,  C.  P.,  College 
Place,  Wash. 

Jackson,  I.  C.,  Portland. 

Lupton,  I.  M.,  Portland. 

Manley,  C.  R.,  Bridal 
Veil. 

MacCracken.  C.  G.,  Phoe- 
nix. 

Margasen,  E.  G.,  Port, 
land. 


Matsue,  Takee,  Portland. 

Moore,  C.  S.,  Portland. 

Page,  P.  C.,  Portland. 

Palmer,  C.  H.,  Eugene. 

Palmer,  D.  L.,  Portland. 

Prime,  G.  E„  Portland. 

Rinehart,  J.  C.,  Portland. 

Schenk,  J.  H.,  Westfall. 

Steelhammer,  H.  W., 
Portland. 

Thompson,  R.  . S.,  Van- 
couver. Wn. 

Turnbull,  F.  C.,  Portland. 

Van  Dusan,  Arthur, 
Astoria. 

Van  Dyke,  Edith  A., 
Medford. 

Wiley,  D.  E.,  Portland. 

Ziegelman,  E.  F., 
Portland. 


Antivaccinationists  Still  Alive.  Mrs.  Cora  C.  Lit- 
tle, one  of  the  busiest  of  the  antivaccinationists 
during  the  recent  session  of  the  Legislature,  is  at 
it  again.  This  time  she  is  circulating  a petition  for 
an  initiative  measure  identical  with  the  one  which 
was  defeated  at  that  time  and  states  that  she  has 
obtained  almost  three  thousand  names  of  the  neces- 
sary twenty-five  thousand. 

Smallpox  Again.  Two  cases  of  small-pox  have 
appeared  in  Oregon  City  and  several  are  reported 
from  smaller  towns  in  the  same  vicinity.  The  peo- 
ple of  this  district  show  a marked  disinclination 
to  obey  quarantine  regulations  and  as  a result  the 
health  officer  is  experiencing  considerable  diffi- 
culty in  eradicating  the  disease. 

Honored  by  the  A.  M.  A.  Dr.  R.  C.  Coffey,  of 
Portland,  has  been  honored  by  a membership  in  the 
Council  of  Medical  Education  of  the  American 
Medical  Association. 

Doctors  Injured.  Drs.  Gillespie  and  Applewhite, 
of  Portland,  sustained  numerous  cuts  and  bruises 
and  Dr.  Gillespie  dislocated  one  of  his  fingers  during 
a motor  trip  to  Vancouver,  Washington. 

Dr.  D.  N.  Roburg,  who  was  recently  elected  State 
Health  Officer,  to  succeed  Dr.  C.  S.  White,  has  re- 
turned from  China  but  will  not  assume  his  new 
duties  until  fall. 

The  Oregon  Society  for  the  Prevention  of  Tuber- 
culosis has  been  organized,  with  Mr.  A.  L.  Mills, 
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of  Portland  as  President  and  Leslie  Butler,  of  Hood 
River,  Vice-President. 

Dr.  O.  A.  Welsh  has  been  appointed  Health  Of- 
ficer of  Clackamas  County  to  succeed  Dr.  J.  A. 
VanBrakle. 

Dr.  H.  D.  Sutton,  of  Roseburg,  was  slightly  singed 
when  his  new  eight-cylinder  Cadillac  was  destroyed 
by  fire. 

Dr.  T.  G.  Heine,  formerly  of  Butte,  Montana,  has 
located  at  Medford. 

Medical  Wedding.  Dr.  Adeline  Keeney,  who  for 
several  years  has  been  practising  at  The  Dalles,  was 
married  June  27  to  Rev.  W.  N.  Ferris.  Dr.  W.  E. 
Forsythe,  of  Enterprise,  and  Miss  Etta  Brodie 
were  married  in  Portland  June  18  and  have  left  for 
the  east. 


WASHINGTON. 

The  July  Meeting  of  the  Washington  State  Medi- 
cal Examining  Board  was  held  in  Seattle  last  month. 
There  were  sixty-eight  applicants,  of  whom  three 
did  not  appear.  Of  the  sixty-five  who  took  the 
examination,  sixteen  failed,  leaving  forty-nine  who 
received  licenses.  Eleven  of  the  successful  appli- 
cants were  women.  There  were  forty  who  received 
licenses  to  practise  medicine,  and  nine  to  practise 
osteopathy.  Four  Japanese  took  the  examination, 
of  whom  one  was  successful.  The  board  tried 
eleven  cases  of  unprofessional  conduct,  in  two  of 
which  the  charges  were  sustained,  A.  C.  A.  Gaul, 
of  Centralia,  and  Fred  Peacock,  of  Seattle,  losing 
their  licenses.  The  case  against  T.  J.  Pearsall,  of 
Tacoma,  was  continued  until  the  next  meeting  and 
the  following,  who  have  been  on  probation,  were 
released:  H.  F.  Alexander,  M.  D.  Kelly  and  J.  O'. 

Robinson. 

Following  is  the  list  of  those  receiving  licenses 


to  practise  medicine: 
Allison,  H.  T. 

McNerthney,  W.  B. 

Bell,  D.  H. 

Marsh,  V.  N. 

Bobals,  R.  T. 

Middleton,  W.  D. 

Brachvogel,  M.  W. 

Mustard,  H.  R. 

Brundjes,  D.  C. 

Myers,  J.  L. 

Butler,  D.  R. 

Pascoe,  C.  S. 

Carver,  F.  H. 

Pennie,  D.  F. 

Chambliss,  C.  M. 

Perry,  J.  R. 

Collison,  Adah  L. 

Reed,  R.  S. 

Crow,  V.  E. 

Sherman  Emmogene  P. 

Davies,  J.  S. 

Shimotakahara,  Koko 

Dight,  E.  K. 

Smith,  E.  H. 

Dimon,  John 

Smythe,  E.  L. 

Eidson,  Hazel  D. 

Trueblood,  D.  V. 

Getty,  C.  O. 

Tuttle,  T.  D. 

Gocher,  T.  E.  P. 

Waugh,  R.  L. 

Hehir,  Joseph. 

Whitaker,  J.  A. 

Hitchcock,  E.  D. 

Whitty,  J.  T. 

Jones,  W.  J. 

Winkel,  A.  H. 

Kelly,  J.  F. 

Wolcott,  D.  G. 

McChesney,  D.  H. 

Those  successful  in  obtaining  a license  in  osteo- 

pathy  were  as  follows: 
Agee,  Auretta  M. 

Hoyle,  H.  P. 

Copeland,  Francis 

McKay,  Eva  J. 

McCoy. 

Merrifield,  Lydia  S. 

Grant,  Leonora. 

Phillips,  Gertrude. 

Hockom,  Mabel  S. 

Watson,  T.  O'. 
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Mountain  View  Sanatorium.  Upon  recommenda- 
tion of  the  Pierce  County  Anti-Tuberculosis  League 
the  County  Commissioners  have  appointed  Dr.  R.  J. 
Cary,  of  Pittsburg,  Superintendent  of  the  Mountain 
View  Sanatorium,  to  succeed  Dr.  R.  C.  Kirkwood, 
resigned.  On  account  of  the  high  recommendations 
of  Dr.  Cary  the  salary  of  the  position  has  been 
increased  from  $1800  to  $2000  per  year. 

King  County  Hospital.  The  following  staff  has 
been  appointed  to  serve  for  the  next  three  months: 
Surgery,  Drs.  A.  Raymond,  F.  R.  Underwood,  H.  E. 
Allen.  Medicine,  Drs.  S.  V.  R.  Hooker,  J.  W. 
Crooks  and  F.  T.  Maxson.  Neurologist,  Dr.  A.  P. 
Calhoun.  Eye,  Dr.  Frederick  Bentley.  Ear,  Nose 
and  Throat,  Dr.  R.  C.  Plummer.  Pediatrics,  Dr.  J.  I. 
Durand. 

Injured  in  Automobile  Wreck.  Dr.  W.  T.  Why 

and  Dr.  F.  A.  Rosenthal,  of  Spokane,  were  seriously 
injured  in  an  auto  wreck  early  in  July.  Dr.  Why 
had  a dislocated  shoulder,  fracture  of  two  ribs  and 
other  minor  injuries,  while  Dr.  Rosenthal  sustained 
a fracture  of  the  scapula  in  addition  to  other  severe 
bruises.  Dr.  Why’s  recovery  was  no  doubt  hastened 
by  the  necessity  of  being  present  at  his  own  wed- 
ding at  which  time  he  married  Miss  Winifred  R. 
Windus,  of  Pullman. 

Doctor  Mistaken  for  Bandit.  Dr.  A.  W.  Greenius, 
of  Everett,  had  a thrilling  and  rather  unpleasant 
experience  when  his  auto  party  was  fired  upon  by 
the  marshal  of  Monroe.  The  latter  had  been  noti- 
fied that  some  robbers  were  bound  for  Monroe  in 
an  auto  and  he  mistook  the  doctor’s  party  for  the 
bandits.  The  doctor  in  turn  mistook  the  marshal 
for  a highwayman  and,  instead  of  stopping  when 
ordered,  put  on  full  speed,  with  the  result  that  in 
the  following  fusillade  Mrs.  Greenius  received  a 
slight  wound  in  the  thigh. 

The  Central  Washington  Deaconess  Hospital,  at 
Wenatchee,  was  officially  opened  July  15.  The 
hospital  occupies  the  former  home  of  John  A.  Gal- 
latly  which  has  been  in  process  of  remodeling  for 
the  past  three  months. 

Rabies  has  appeared  again  in  the  vicinity  of  Ev- 
erett, a microscopic  examination  having  proven 
positive  in  the  brain  of  a cow  and  a dog,  and  sev- 
eral farmers  have  lost  animals  with  symptoms  of 
the  disease. 

Vice-President  of  National  Society.  At  the  an 
nual  meeting  of  the  Sons  of  the  American  Revolu- 
tion, held  at  Portland,  Ore.,  last  month,  Dr.  S.  G. 
Holmes,  of  Seattle,  was  elected  vice-president  for 
the  ensuing  year. 

Though  Reported  Dead,  He  Yet  Speaketh.  A 

message  has  been  received  from  Dr.  Spiro  Sargen- 
tich,  whose  death  was  noted  in  these  columns  last 
month.  The  message  is  postmarked  Servia,  show 
ing  that  the  reports  of  his  death  have  been  exag- 
gerated and  he  states  that  he  is  well  and  happy. 

Dr.  E.  Weldon  Young,  of  Seattle,  has  been  elected 
President  of  the  Section  of  Surgery  and  Gynecol- 
ogy of  the  American  Institute  of  Homeopathy. 
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Dr.  F.  B.  West  has  been  appointed  Health  Officer 
of  Skagit  County  and  will  have  charge  of  the  new 
county  hospital  at  Mount  Vernon  which  is  nearing 
completion. 

Dr.  H.  F.  Thiel,  who  for  some  time  has  been 
intern  at  the  King  County  Hospital,  has  left  for 
a six  weeks  trip  to  Alaska  as  surgeon  of  the  cable 
ship  Burnside. 

Dr.  A.  B.  Eastham,  of  Vancouver,  and  party  were 
slightly  injured  and  bruised  when  the  steering 
gear  of  his  machine  failed  to  wTork,  throwing  the 
party  into  a ditch. 

Dr.  R.  W.  Smith,  who  for  the  past  two  years  has 
been  County  Health  Officer  of  Walla  Walla  County, 
has  been  re-appointed. 

Dr.  H.  A.  Compton,  of  Bellingham,  has  been  ap- 
pointed County  Health  Officer  of  Whatcom  County 
1:o  succeed  Dr.  O.  E.  Beeby. 

Dr.  J.  S.  Newcomb,  formerly  of  Everett,  has  lo- 
cated in  Marysville. 

Dr.  C.  C.  Kellam,  of  Port  Blakeley,  has  been  ap- 
pointed Deputy  Health  Officer  of  Kitsap  County  for 
Bainbridge  Island. 

Dr.  J.  W.  Sherfey,  who  for  several  years  has  prac- 
tised at  Washtucna,  has  located  in  Pomeroy. 

Dr.  I.  S.  Clark  has  been  appointed  County  Health 
Officer  of  Okanogan  County  and  the  Colville  Gen- 
eral Hospital  will  receive  the  county  work. 

Miss  Bethesda  I.  Beals,  for  several  years  the  ex- 
executive secretary  of  the  Washington  Association 
for  the  Prevention  and  Relief  of  Tuberculosis,  has 
married  Mr.  James  Buchanan,  of  Seattle. 


IDAHO. 

Rocky  Mountain  Fever.  Dr.  Liston  Paine,  of  the 
United  States  Public  Health  Service,  has  recently 
spent  some  time  in  the  vicinity  of  Twin  Falls, 
studying  conditions  bearing  on  Rocky  Mountain 
fever.  Over  three  hundred  cases  of  this  disease 
have  been  reported  to  the  State  Board  of  Health, 
a majority  of  which  are  from  this  section.  Dr. 
Paine  states  that  in  Montana,  where  he  has  been 
investigating  this  disease,  the  mortality  is  90  per 
cent. 
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WASHINGTON  STATE  MEDICAL  ASSOCIATION. 

MINUTES  OF  TWENTY-SIXTH  ANNUAL 
SESSION  OF  THE  WASHINGTON  STATE 
MEDICAL  ASSOCIATION,  TACOMA, 
WASH,  JULY  21-23,  1915. 

House  of  Delegates. 

FIRST  SESSION. 

The  first  meeting  of  the  House  of  Delegates  was 
called  to  order  by  the  president,  Dr.  C.  W.  Sharpies, 
at  the  Tacoma  Commercial  Club,  July  21,  at  9 A.  M. 
On  calling  the  roll  a quorum  was  found  present, 
the  following  delegates  answering  to  their  names: 
President,  C.  W.  Sharpies,  Seattle;  president- 
elect, J.  R.  Brown,  Tacoma;  past-president,  C.  J. 
Lynch,  North  Yakima;  first  vice-president,  H.  E. 


Allen,  Seattle;  second  vice-president,  C.  F.  Eiken- 
bary,  Spokane;  secretary-treasurer,  C.  H.  Thomp- 
son, Seattle.  Trustees,  J'.  R.  Yocom,  Tacoma;  R.  .T. 
O'Shea,  Seattle;  W.  N.  Hunt,  Burlington;  L.  M. 
Sims,  Kalama;  J.  M.  Semple,  Spokane;  C.  N.  Sutt- 
ner,  Walla  Walla;  F.  Epplen,  Spokane. 

Journal  trustee,  Wilson  Johnston,  Spokane. 

Delegate  to  A.  M.  A.,  E.  A.  Rich,  Tacoma. 

County  delegates:  Chehalis — A.  J.  McIntyre,  Ho- 

quiam.  King— Don  Palmer,  F.  J.  Fassett,  C.  A. 
Smith.  H.  A.  Greiner,  J.  H.  Snively,  H.  E.  Coe,  A.  E. 
Burns,  Seattle.  Pacific — A.  L.  McLennan,  Ray- 
mond. Pierce , , Tacoma.  Sno- 

homish— W.  F.  West,  Everett.  Spokane — P.  D.  Mc- 
Cornack,  J.  H.  O’Shea,  Spokane.  Thurston-Mason — 
J.  W.  Mowell,  Olympia.  Yakima — H.  H.  Skinner, 
North  Yakima. 

The  minutes  of  the  last  session  were  not  read 
but  Were  ordered  approved  as  published. 

Annual  Report  of  Secretary-Treasurer. 

Financial  Report  (Abstract). 

Exhibit  A— Association  Fund. 


Balance  to  credit  this  fund $ 228.21 

Revenue  from  membership  dues  for  fiscal 

year  1604.00 


Total  $1832.21 

Disbursements  during  fiscal  year 1594.00 


Balance  $ 238.21 

Exhibit  B — Derense  Fund. 

Balance  to  credit  this  fund $2330.00 

Revenue  from  subscriptions  during  fiscal 
year  3290.00 


Total  $5620.00 

Disbursements  during  fiscal  year 3026.80 


Balance  $2593.20 

Exhibit  C — Recapitulation. 

Balance  on  hand  at  beginning  of  fiscal  year,  $2558 . 21 
Receipts  from  dues  1604.00 


Total  $7452.21 

Disbursements  4620.80 


Balance  $2831.41 


Report  on  Legal  Defense. 

Total  number  of  cases  handled  to  date,  61.  No 
member  so  far  has  suffered  any  material  financial 
loss.  To  date  one  dollar  is  the  only  final  award 
against  us.  Theory  of  defense — Association  vs. 
Commercial.  Support  and  difficulty  in  obtaining 
subscriptions.  Personal  canvass  probably  neces- 
sary. Offers  by  commercial  companies.  Cases  al- 
ready reported,  16.  Present  report  of  cases  in  ab- 
stract (alleged) : 

17.  Failure  to  entirely  remove  splinter  from  hand. 

18.  Failure  to  properly  diagnose  and  treat  fracture 

through  acetabulum  and  dislocation  of  hip. 

19.  Improper  feeding  in  typhoid  fever. 
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20.  Misplaced  drainage  tube  following  operation 

on  appendix. 

21.  Death  from  anesthetic  prior  to  goitre  operation 

22.  Negligence  in  treating  fracture  of  femur. 

23.  Negligence  in  treating  fracture  of  forearm  and 

infection. 

24.  Negligence  in  causing  erysipelas. 

25.  Improper  removal  of  testicle. 

26.  Death  following  examination  of  bladder  and 

ureters. 

27.  Sponge  left  in  abdomen. 

28.  Negligence  in  causing  typhoid  infection. 

29.  Negligence  in  delivery  and  too  early  circum- 

cision. 

30.  Hernia  following  operation  for  perforation  of 

intestines. 

31.  Puerperal  septicemia. 

32.  Recto-vaginal  fistula. 

33.  Miscarriage. 

34.  Unnecessary  operation  for  appendicitis. 

35.  Employment  of  another  physician  in  child 

birth. 

36.  Mastitis. 

37.  Gauze  left  in  abdomen. 

38.  Non-united  fracture  of  clavicle  and  improper 

amputation  stump. 

39.  Improper  operation  on  appendix. 

40.  Improper  treatment  of  fracture  of  arm. 

41.  Negligence  in  treatment  of  severed  tendon. 

42.  Improper  treatment  of  compound  fracture  of 

arm. 

44.  Death  following  appendicitis  operation. 

45.  Death  from  alleged  improper  removal  of  ap- 

pendix. 

46.  Improper  treatment  of  compound  communuted 

fracture  of  right  leg. 

47.  Alleged  improper  Gilliam  operation  on  preg- 

nant woman. 

48.  Causing  inverted  uterus  at  child  birth. 

49.  Causing  infection  in  treatment  of  fracture  of 

radius  and  ulna. 

50.  Fracture  of  tibia  followed  by  infection  and 

stiffening  of  ankle  joint. 

51.  Failure  to  diagnose  osteomyelitis  of  femur. 

52.  Failure  to  properly  diagnose  osteomyelitis  of 

hip. 

53.  Improper  treatment  causing  partial  paralysis 

of  optic  nerve. 

54.  Failure  to  treat  fracture  of  clavicle. 

55.  Lane  plate  to  ulna  causing  infection  and  non- 

union. 

56.  Failure  to  properly  diagnose  and  treat  infan- 

tile paralysis. 

57.  Failure  to  apply  x-ray  to  fracture  of  femur. 

58.  Failure  to  apply  first-aid  treatment  and  too 

early  discharge  from  hospital. 

59.  Partial  paralysis  following  fracture  of  hu- 

merus. 

60.  Improper  operation  on  olecranon  process  of 

ulna. 

61.  Failure  to  repair  lacerated  perineum. 


Vol.  VII.  No.  8. 

New  Series. 

The  Appointment  of  an  Assistant  or  Associate 
Secretary.  Th§  executive  committee  found  that  the 
affairs  of  the  association  were  demanding  more 
time  than  the  secretary  could  afford  to  give  and 
that,  should  this  officer  serve  equally  all  parts  of 
the  state,  his  traveling  expenses  would  impose  a 
considerable  burden  upon  the  treasury.  They  there- 
fore appointed  Dr.  J.  H.  O’Shea,  of  Spokane,  as  as- 
sistant secretary-treasurer,  and  Mr.  Cannon,  of  Spo- 
kane, as  associate  counsel  for  Eastern  Washington. 
As  this  arrangement  resulted  in  material  saving  to 
the  association  and  in  general  satisfaction  to  the 
members  in  the  eastern  part  of  the  state,  it  is 
recommended  that  the  by-laws  be  amended  to  pro- 
vide for  an  assistant  or  associate  secretary,  who 
shall  reside  in  the  opposite  portion  of  the  state 
from  the  secretary-treasurer. 


Salary  of  Officers  and  Traveling  Expenses.  In 

order  to  conserve  the  funds  of  the  association,  it 
is  recommended  that  the  by-laws  be  so  amended 
that  no  officer  or  member  may  expect  any  remuner- 
ation for  any  service  rendered  the  association. 


Honorary  Members  or  Fellows.  We  have  now  75 
members  who  are  not  assesed  for  annual  dues.  An 
inspection  of  the  records  reveals  the  fact  that  we  ■ 
are  likely  to  have  a large  increase  in  the  number 
of  these  members  in  the  next  several  years.  As  it 
will  be  difficult  for  the  association  to  carry  sev- 
eral hundred  non-paying  members  it  is  recom- 
mended that  this  House  investigate  this  matter. 


Tri-State  Meeting  at  Lewiston,  Idaho.  The  rec- 
ords of  this  association  show  that  the  Idaho  State 
Medical  Association  is  entitled  to  hold  a tri-state 
meeting  this  year.  Our  members  are  urged  to  at- 
tend and  to  participate  in  this  meeting  as  other- 
wise a great  injustice  will  be  done  the  Idaho  men 
and  the  tri-state  agreement  must  be  abandoned. 


Cancer  and  Tuberculosis  Propaganda.  We  are 

urged  by  several  national  bodies  to  assist  them  in 
attempting  to  prevent  and  cure  these  diseases. 


Medical  Advertising  and  Press  Notices.  The  sec- 
retary has  collected  a large  number  of  these  no- 
tices, but  is  pleased  to  note  that  there  appears  to 
be  a material  reduction  in  the  number  of  such  no- 
tices by  our  members. 

(Signed)  C.  H.  THOMSON,  Sec.-Treas. 

The  report  of  the  secretary-treasurer  was  ac- 
cepted and  after  considerable  discussion  the  pro- 
posed amendments  were  ordered  laid  upon  the  table 
until  the  following  day. 

The  House  of  Delegates  then  adjourned  until  the 
following  day  at  1 P.  M. 


SECOND  SESSION. 

A quorum  being  present  the  house  was  called  to 
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order  by  the  president,  Dr.  C.  W.  Sharpies,  July 
22,  at  1 P.  M. 

The  following  resolution  was  offered  by  Dr.  Cap- 
ron  and  was  ordered  referred  to  the  committee  on 
medical  legislation  and  public  policy  for  further 
action. 

WHEREAS,  The  present  system  of  administering 
the  health  laws  of  the  state  is  not  satisfactory,  and 
believing  that  public  health  work  cannot  be  effect- 
ively accomplished  by  men  devoting  part  time  to  the 
practice  of  medicine  and  part  time  to  public  health 
work.  Therefore,  be  it 

RESOLVED,  That  we,  members  of  the  Washing- 
ton State  Medical  Association,  do  hereby  express  our 
appreciation  of  the  need  of  a law  in  this  state,  of  a 
character  recommended  by  the  U.  S.  Public  Health 
Service,  providing  for  full-time  health  officers,  and 
agree  to  lend  our  moral  support  towards  securing 
the  passage  of  such  a law  at  our  next  legislature. 

The  amendment  to  the  by-laws,  providing  for  an 
assistant  secretary-treasurer,  having  laid  upon  the 
table  for  one  day  was  put  to  a vote  and  was  unani- 
mously adopted. 

The  amendment  to  the  by-laws,  providing  that  no 
officer  or  member  may  expect  any  remuneration 
for  any  service  rendered  the  association,  having 
laid  upon  the  table  for  one  day  was  put  to  a vote 
and  unanimously  adopted. 

On  account  of  the  large  amount  of  work  thrown 
on  the  office  of  the  secretary-treasurer,  Dr.  Palmer 
moved  that  the  secretary  be  authorized  to  expend 
$50  per  month  for  clerical  assistance.  The  motion 
was  seconded  and  adopted. 

The  amendment  to  the  by-laws  providing  that  all 
members  of  the  association  pay  the  regular  annual 
dues,  and  that,  as  a mark  of  honor,  a member  who 
has  paid  dues  for  twenty  years  shall  be  enrolled 
as  a fellow  member  of  the  association  and  shall 
receive  an  appropriate  certificate,  was  amended  as 
follows:  Be  it  further  provided  mat  all  fellows 

not  in  active  practice  shall  be  exempt  from  the 
payment  of  dues.  The  amendment  to  the  by-laws 
was  then  adopted  as  amended. 

Motion  was  then  adopted  endorsing  the  tri-state 
meeting  at  Lewiston,  the  president  being  instructed 
to  appoint  a committee  to  confer  with  Oregon  and 
Idaho  in  regard  to  the  tri-state  agreement. 

Dr.  Yocom  then  moved  that  the  secretary  may 
issue  sight  drafts  on  delinquent  subscribers  to  the 
defense  fund.  The  motion  was  seconded  and 
adopted. 

Dr.  Snively  moved  that  a committee  of  five  be 
appointed  in  each  county  to  solicit  subscriptions 
to  the  defense  fund.  The  motion  was  adopted 
after  being  amended  to  provide  that  the  president 
appoint  one  member  in  each  county  to  solicit  sub- 
scriptions. 

Report  of  Delegates  to  A.  M.  A. 

The  delegates  from  the  State  of  Washington  to 
the  sixty-sixth  annual  meeting  of  the  American 
Medical  Association  at  San  Francisco  beg  to  re- 
port to  your  body  as  follows: 

Both  of  your  delegates  were  in  attendance  at  the 


various  sessions  and  were  instructed  to  report  back 
to  the  state  society  in  regard  to  the  several  matters 
set  forth  below. 

All  the  state  societies  are  to  be  the  recipients  of 
a general  appeal  for  state-wide  propagandas  among 
members  against  the  tendencies  toward  commercial- 
ism that  seems  to  be  growing  in  the  land.  Delegates 
were  urged  to  help  instigate  measures  to  re-establish 
humanitarian  standards  in  the  profession  which  are 
all  too  fast  being  supplanted  by  financial  considera- 
tions. 

Further,  state  societies  were  to  be  urged  by  their 
national  delegates  to  prepare  public  meetings  in 
suitable  places  throughout  the  states  for  the  spread 
of  information  concerning  the  subject  of  cancer. 
The  prdfession  well  knows  that  the  only  hope  of  the 
cancer  victim  is  in  the  earliest  possible  eradication 
of  the  cancer.  Therefore,  it  would  seem  fit  that  the 
profession  should  contribute  intelligently  to  the  gen- 
eral public  those  facts  that  would  tend  to  inform 
the  mass  of  the  public  as  to  the  etiology  and  early 
symptoms  of  cancer  and  make  possible  the  early 
diagnosis  and  an  early  treatment. 

Your  delegates  were  asked  to  assist  in  securing  a 
closer  co-operation  in  health  work  between  the  medi- 
cal societies  and  the  civic  bodies  of  cities.  Each 
city  has  a health  department  and  also  a medical  so- 
ciety. It  would  seem  that  co-operation  would  in- 
crease the  efficiency  of  a propaganda  of  health 
among  all  classes,  especially  the  adult  in  his  work 
and  the  child  inside  of  school  and  out. 

Further,  the  national  committee  of  Red  Cross 
work  made  a report  which  should  receive  this  state’s 
attention.  To  assist  in  securing  certain  desired  data 
necessary  for  the  greater  work  of  the  Red  Cross 
movement  among  artisans  and  laborers  in  hazardous 
employment  especially  in  communities  that  are  in- 
dustrial, we  are  asked  to  see  that  Washington  select 
Red  Cross  committees  in  every  integral  county  so- 
ciety to  affiliate  with  the  national  committee. 

The  changes  in  the  various  minor  sections  of  the 
American  Medical  Association  sessions,  as  recom- 
mended by  Dr.  Cabot’s  committee  of  section  revision, 
were  laid  upon  the  table  for  a year;  consequently 
the  sections  at  the  next  meeting  will  remain  as 
they  were  at  the  San  Francisco  meeting. 

Regarding  the  election  of  state  delegates,  the  Iowa 
plan  was  recommended.  For  many  years  Iowa  has 
held  a high  place  in  the  national  house  of  delegates 
and  has  more  or  less  shaped  the  policy  of  the.  Asso- 
ciation. This  is  due  largely  to  the  fact  that  that 
state’s  delegation  has  been  made  up  of  men  who 
would  make  it  their  business  to  attend  to  the  affairs 
of  the  Association  faithfully  and,  therefore,  were  re- 
turned year  after  year  until  each  man  became  an 
experienced  and  powerful  representative.  Your  dele- 
gates recommend  that  you  select  men  in  whom  you 
have  confidence  as  state  delegates  from  the  state  of 
Washington  and  return  them  to  the  national  body 
for  longer  periods  of  time  than  is  the  custom  at 
present. 

The  cities  entering  the  contest  for  the  next  meet- 
ing place  were  New  York,  Cincinnati  and  Detroit, 
the  latter  city  being  selected.  The  results  of  the 
election  of  officers  has  been  correctly  reported  in 
the  Journal  of  the  A.  M.  A. 

(Signed)  E.  A.  RICH. 

The  report  was  accepted  and  ordered  placed  on 
file. 

The  following  officers  were  then  duly  elected  for 
the  following  year: 

President-Elect,  Dr.  J.  M.  Semple,  Spokane;  First 
Vice-President,  Dr.  A.  E.  Burns,  Seattle;  Second 
Vice-President,  Dr.  C.  Stuart  Wilson,  Tacoma;  Sec- 
retary-Treasurer, Dr.  C.  H.  Thomson,  Seattle;  Asst. 
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Trustees  First  District — Dr.  W.  N.  Hunt,  Burling- 
ton; Dr.  L.  M.  Sims,  Kalama.  Trustees  Second  Dis- 
trict— Dr.  H.  H.  McCarthey,  Spokane;  Dr.  C.  J. 
Lynch,  North  Yakima.  Journal  Trustees — Dr.  Wil- 
son Johnston,  Spokane,  Dr.  E.  W.  Janes,  Tacoma; 
Dr.  P.  D.  McCornack,  Spokane.  Delegates  to  A.  M. 
A. — Dr.  Don  Palmer,  Seattle;  Dr.  C.  F.  Eikenbary, 
Spokane  (alternate).. 

The  annual  session  for  1916  having  been  placed 
in  Seattle,  motion  was  adopted  that  the  1917  ses- 
sion be  held  in  Spokane. 

Report  on  Tuberculosis. 

Dr.  Tuttle  says  that  the  reporting  of  tuberculosis 
cases  is  so  lax  that  it  is  valueless  for  statistics. 

Deaths  due  to  pulmonary  tuberculosis  are  890  as 
compared  with  982  the  year  before. 

Deaths  due  to  other  forms  are  312  as  compared 
to  318  the  year  before.  About  800  or  three-fourths 
died  at  the  most  productive  age,  between  20  and 
50.  The  heaviest  death  rate  occurred  between  20 
and  30,  both  pulmonary  and  other  forms. 

These  figures  show  that  tuberculosis  is  one  of  the 
most  terrible  of  scourges  in  our  present  civilized 
community,  leaving  in  its  trail  helpless  orphans  who 
never  get  the  chance  their  parents  intended  for 
them,  wrecked  homes  due  to  the  untimely  death  of 
one  or  both  parents.  You  can  not  enter  an  orphan 
asylum,  penal  institution  or  red  light  district  with- 
out finding  many  who  would  not  have  been  there 
if  tuberculosis  had  not  taken  from  them  the  foster- 
ing care  of  one  or  both  parents,  giving  a wrong 
turn  to  their  lives  and  to  the  generations  that 
follow. 

What  has  been  done  in  the  last  year  along  the 
line  of  prevention  and  cure  of  tuberculosis? 
Through  the  efforts  of  the  State  Association  for 
the  Study  and  Prevention  of  Tuberculosis,  nearly 
every  county  in  the  state  has  been  visited,  lectures 
given,  and  wherever  possible,  moving  pictures  shown 
once  a year.  Tuberculosis  Sunday  is  observed  and 
over  a thousand  sermons  preached  and  100,000  leaf- 
lets on  tuberculosis  distributed.  The  sale  of  Red 
Cross  seals  has  nearly  trebled  in  the  last  three 
years,  showing  the  interest  of  the  public  in  the 
eradication  of  tuberculosis.  People  from  nearly 
all  walks  of  life  have  most  enthusiastically  taken 
up  the  sale  of  the  seals.  The  school  children  have 
been  most  diligent  in  this  work.  The  educational 
value  of  their  selling  seals  is  greater  than  most  of 
us  imagine.  With  a child’s  natural  inquisitiveness, 
they  make  inquiries  and  thereby  become  acquainted 
with  the  nature  of  tuberculosis. 

The  most  important  effort  of  the  state  association 
this  year  is  the  employment  of  a state  nurse,  whose 
duty  it  will  be  to  go  throughout  the  state,  organize 
leagues,  find  tuberculosis  people  and  interest  the 
county  commissioners  in  employing  a visiting  nurse. 
When  we  realize  the  size  of  our  state,  and  know  how 
many  isolated  and  sparsely  settled  districts  we  have, 
we  can  conceive  of  the  importance  of  this  move. 
She  goes  early  this  fall  and  I hope  every  doctor  in 
the  state  will  give  her  his  staunchest  support. 

The  public  has  especially  taken  interest  in  bovine 
tuberculosis.  The  state  passed  a law  controlling 
tuberculous  cattle.  They  have  especially  taken  in- 
terest in  good  milk.  Pierce  County  has  an  excellent 
law  which,  if  enforced,  will  give  tuberculous  free 
milk. 

A great  impetus  and  inspiration  was  given  the 
tuberculosis  workers  in  Washington  through  the 
recent  meeting  of  the  National  Association  in  the 
state.  The  key  of  the  whole  situation  is  the  educa- 
tion of  the  public.  When  they  once  really  become 
awakened  they  will  through  legislation  and  other 
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Secretary-Treasurer,  Dr.  J.  H.  O’Shea,  Spokane, 
means  bring  about  the  prevention  of  infection  and 
the  ultimate  eradication  of  tuberculosis.  A great 
number  of  cases  of  tuberculosis  in  adult  life  is  only 
a lighting  up  of  an  old  process.  It  is  plain  that 
the  only  way  to  win  a victory  over  tuberculosis  is 
to  get  the  home,  the  schools  and  the  community 
interested  especially  in  prevention. 

(Signed)  C.  QUEVLI. 

On  motion  the  report  was  accepted  and  ordered 
placed  on  file. 

Motion  was  adopted  expressing  the  thanks  of  the 
Association  for  the  entertainment  offered  by  the 
Pierce  County  Medical  Society  and  the  courtesies 
extended  by  the  Tacoma  Commercial  Club. 

The  Ninth  House  of  Delegates  then  adjourned 
sine  die. 

C.  H.  THOMSON, 
Secretary-Treasurer. 


SCIENTIFIC  PROGRAM. 

July  21,  10  A.  M. 

President’s  Address. 

1.  Important  Points  in  Surgical  Diagnosis.  Dr. 
John  Hunt,  Seattle. 

2.  General  Observations  on  the  Treatment  of 
Emergency  Cases,  as  Found  in  the  Lumber  District 
of  Washington.  Dr.  H.  C.  Watkins,  Hoquiam. 

3.  Progress  of  Orthopedic  Surgery  in  the  Past 
Year,  with  Special  Reference  to  Open  Treatment  of 
Fractures.  Dr.  C.  F.  Eikenbary,  Spokane. 

Afternoon  Session,  2 o’clock. 

1.  Enterospasm.  Dr.  A.  A.  Matthews,  Spokane. 

2.  Emergency  Gastroenterostomies  in  General 
Practice.  Dr.  C.  N.  Suttner,  Walla  Walla. 

3.  Review  of  the  Present  Status  of  the  Treatment 
of  Cancer.  Dr.  S.  W.  Mowers,  Tacoma. 

n the  afternoon  there  will  be  an  automobile  trip 
about  town  for  the  visiting  ladies. 

In  the  evening  there  will  be  a reception  and  dance 
at  the  Town  and  Country  Club  at  8:30  o’clock. 


Thursday,  July  21. 

Morning  Session,  9:30  o’clock. 

1.  The  Present  Status  of  Salvarsan  and  Allied 
Products  in  the  Treatment  of  Syphilis,  from  the 
Standpoint  of  the  General  Practitioner.  Dr.  J.  R. 
Brown,  Tacoma. 

2.  Cerebellar  Localiaztion  with  Special  Reference 
to  Nystagmus  and  Vertigo  as  Localizing  Signs.  Dr. 
Frederick  Epplen,  Spokane. 

3.  Goiter  on  Puget  Sound  Compared  with  that  of 
America  at  Large.  Dr.  E.  O.  Jones,  Seattle. 

Afternoon  Session,  2 o’clock. 

1.  Lymphangioplasty  in  the  Treatment  of  some 
Leg  Ulcers.  Dr;  J.  T.  Mason,  Seattle. 

2.  Symposium  on  Rheumatism. 

(a)  Bacterial  Etiology.  Dr.  C.  S.  Wilson,  Tacoma. 

(b)  Gastrointestinal  Conditions  and  Rheumatism. 

Dr.  A.  P.  Lensman,  Seattle. 

(c)  Relation  of  the  Tonsils  to  Rheumatism.  Dr 

Wilson  Johnston,  Spokane. 
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(d)  Symptoms  and  Tissues  Affected.  Dr.  H.  E. 
Cleveland,  Burlington. 

(e)  Complication  and  Sequelae.  Dr.  W.  S.  Gris- 

wold, Seattle. 

(f)  As  a Factor  in  Surgical  Diagnosis.  Dr.  H.  E. 

Allen,  Seattle. 

(g)  Treatment.  Dr.  A.  M.  Smith,  Bellingham. 


BOOK  REVIEWS 

Edited  by  Kenelm  Winslow,  M.  D. 


Embracing  the  entire  range  of  Scientific  and 
Practical  Medicine  and  Allied  Sciences.  By  vari- 
ous writers.  Third  Edition,  Completely  Revised 
and  Rewritten.  Edited  by  Thomas  Lathrop  Sted- 
man,  A.  M.,  M.  D.  Complete  in  eight  imperial 
quarto  volumes.  Volume  V,  929  double  column 
pages,  illustrated  by  733  engravings  and  6 full- 
page  plates  in  black  and  colors.  Wm.  Wood  & 
Co.,  New  York. 

Here  we  have  the  latest  volume  of  this  colossal 
work  in  its  third  edition,  beginning  with  head 
wounds  and  ending  with  life  insurance  medicine. 
The  contributors  are,  for  the  greater  part,  the 
foremost  medical  men  in  the  country  in  their  spe- 
cialties— as  Bainbridge,  Baruch,  Blake,  Bowen, 
Brackett,  Curtis,  Dade,  Einhorn,  Jackson,  Koher, 
Lambert,  Moffitt,  Otis,  Painter,  Park,  Starr,  Sted- 
man,  Whitman,  Wiirdemann  and  many  others. 
Our  own  Wiirdemann  writes  an  elaborate  and  well 
considered  article  on  lachrymal  diseases,  which 
is  lavishly  illustrated  with  original  drawings  of 
cases  in  the  practice  of  the  author.  Seattle  should 
be  proud  to  contribute  thus  to  such  a monumental 
medical  work.  It  is  not  practicable  to  review  in  any 
detail  an  encyclopedic  book  of  this  kind  and  it  is 
too  well  known  by  the  profession  to  need  any  no- 
tice except  that  it  is  going  through  its  third  de- 
cennial revision  and  should  be  in  the  library  of 
every  medical  man  who  can  afford  it.  The  text  has 
been  brought  thoroughly  abreast  of  the  times  and 
there  is  much  new  material  besides.  As  we  have 
noted  before,  there  is  no  other  work  in  English 
which  covers  the  same  ground  and,  in  addition  to 
exhaustive  articles  on  special  subjects  to  be  found 
in  the  text-books,  there  are  countless  other  col- 
lateral scientific  matters,  and  topics  wholly  medi- 
cal, which  can  be  found  in  no  other  single  publi- 
cation. Winslow. 


A Text-Book  of  the  Practice  of  Medicine.  For 
Students  and  Practitioners.  By  Hobart  Amory 
Hare,  B.  Sc.,  M.  D.,  Professor  of  Therapeutics, 
Materia  Medica  and  Diagnosis  in  the  Jefferson 
Medical  College,  Philadelphia,  etc.  Third  edition, 
revised  and  enlarged.  Imperial  octavo,  969  pages, 
with  142  engravings  and  16  plates  in  colors  and 
monochrome.  Cloth,  $6.00,  net.  Lea  & Febiger, 
Publishers,  Philadelphia  and  New  York,  1915. 

This  work  is  too  well  known  to  need  extended 
comment.  In  this  edition  the  revision  has  been 
very  thorough  and  the  text  has  been  brought 
abreast  of  the  progress  of  the  times.  The  author 
does  not  make  mention  of  possible  infective  cause 
in  the  etiology  of  chronic  nephritis,  notwithstand- 


ing the  work  of  Rosenow  and  others.  In  describ- 
ing the  symptoms  of  some  diseases  there  seems  to 
be  no  attempt  at  painting  a consecutive,  clinical 
picture,  such  as  would  make  a deep  impression  on 
the  mind  but  the  symptoms  are  mentioned  dis- 
jointedly.  Thus,  when  one  remembers  the  classic 
symptoms  of  duodenal  ulcer,  so  vividly  described 
by  Moynihan,  or  the  typical  groups  of  gallbladder 
troubles  so  graphically  pictured  by  Graham,  one 
is  disappointed  to  find  such  inadequate  descriptions 
of  these  diseases  in  this  text-book.  It  would  seem 
wise  to  give  typical  descriptions,  so  far  as  possible, 
and  then  to  emphasize  the  many  exceptions — after 
impressing  the  usual  picture  which  the  student  must 
keep  in  mind.  The  opposite  method  is  often  adopted 
by  Hare  who  begins  by  saying  (truly)  that  it  is 
often  impossible  to  make  a diagnosis  in  gastric 
ulcer,  cancer,  gallstone  disease,  etc.  The  treat- 
ment sections  are  full  and  up-to-date,  as  would  be 
expected  of  one  of  the  foremost  therapeutists.  Hare 
notes  that  “phylacogens”  are  disapproved  of  the- 
oretically but  often  prove  beneficial  in  practice. 

Winslow. 


Pyelography  (Pyelo-Ureterography).  A Study  of 
the  Normal  and  Pathologic  Anatomy  of  the  Renal 
Pelvis  and  Ureter.  By  William  F.  Braasch,  M.  D., 
Mayo  Clinic,  Rochester,  Minn.  Octavo  volume  of 
323  pages,  containing  296  pyelograms;  cloth,  $5, 
net.  Philadelphia  and  London:  W.  B.  Saunders 
Company,  1915. 

The  author  gives  an  exhaustive  study  of  litera 
ture  on  renal  radiography  and  a history  of  pyelog- 
raphy from  its  very  incipiency.  Tuffier  is  given 
credit  for  having  first  attempted  ureteroradiography 
in  1897  and  the  history  is  carried  on  to  the  au- 
thor’s own  simplified  technic  of  the  present  day. 
This  is  as  follows:  A 10  per  cent,  freshly  filtered, 

warmed  colloidal  silver  (collargol)  solution  is  in- 
jected into  the  renal  pelvis  by  gravity  pressure, 
the  syringe  method  being  condemned  because  of 
danger  from  overdistention  and  resulting  injury  to 
the  kidney  tissue.  The  normal  pelvis  is  taken  as 
a basis  for  comparison  and,  as  illustrated  in  the 
pyelograms,  dispels  the  usual  conception,  no  two 
pelves  being  the  same  shape,  even  in  the  same  in- 
dividual. Some  of  the  finer  distinctions  are  difficult 
to  see  in  the  illustrations,  more  especially  those  in 
inflammatory  and  obstructive  hydronephrosis,  due 
nc  doubt  to  the  reproduction  on  a smaller  scale  than 
the  original  plates.  Renal  stones  are  easily  recog- 
nized and  distinguished  from  extraneous  shadows 
by  their  relation  to  the  shadowgram  of  the  pelvis 
and  ureter,  and  attention  is  called  to  the  fact  that 
a non-shadow-casting  calculus  may  become  opaque 
after  injection  of  the  collargol  solution  by  the  de- 
positing of  silver  on  its  surface.  Some  interesting 
congenital  anomalies,  such  as  duplications,  fused 
kidney  and  abnormally  large  or  small  organs  are 
shown.  The  book  gives  complete  information  on 
a method  of  diagnosis  which  hitherto  could  be  ob- 
tained only  from  isolated  articles  dealing  with  in- 
dividual points.  R.  W.  Jones. 
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Handbook  of  Pharmacology.  By  Charles  W.  Greene, 
A.  B.,  A.  M.,  Ph.  D.  Professor  of  Physiology  and 
Pharmacology,  University  of  Missouri,  etc.  Oc- 
tavo, 420  pp.  Illustrated  by  70  engravings  in 
black  and  colors.  Extra  muslin,  $3.50  net.  Wm. 
Wood  & Co.,  Publishers,  New  York. 

Professor  Greene’s  book  is  a decided  departure 
since  he  has  seen  fit  to  write  a treatise  for  prac- 
titioners and  students  devoted  wholly  to  the  action 
of  drugs.  He  defends  his  course  on  the  ground 
that,  as  pathology  is  always  taught  as  a separate 
course  and  has  a separate  literature,  although  but 
a disturbed  physiology,  so  by  analogy  there  is  no 
reason  why  one  should  not  teach  and  write  solely 
on  the  effect  of  drugs  on  the  normal  animal,  with- 
out encroaching  on  the  action  of  drugs  on  the 
diseased  body.  Greene  believes  that  the  action  of 
drugs  on  the  normal  animal  is  the  basis  for  thera- 
peutics and  should  be  taught  first,  and  that  the 
student  should  not  be  confused  by  a simultaneous 
consideration  of  materia  medica  and  therapeutics. 
The  author  is  thus  given  a freer  hand  and  scope 
to  present  his  subject.  This  is  done  in  a masterly 
manner  and  the  reader  is  greatly  aided  by  para- 
graphs, at  the  beginning  and  end  of  the  section  on 
each  drug,  the  first  supplying  an  outline  of  Its 
specific  actions,  and  the  last  giving  detailed  sum- 
mary of  its  effects.  The  modern  medical  student, 
with  his  extensive  preliminary  training,  is  proba- 
bly able  to  digest  the  scientific  discussions  of  the 
pro’s  and  con's  of  experimental  pharmacology,  and 
to  properly  appreciate  the  judicial  spirit  of  the 
author’s  deductions.  The  o’der  arbitrary  teaching 
of  pharmacology,  while  fitted  to  the  student’s  men- 
talities and  wants,  was  really  absurd  in  view  of 
the  fact  that  no  subject  is  more  susceptible  to 
rapid  change,  owing  to  the  constant,  revolutionary 
findings  of  scientific  research. 

One  objection  to  the  rational,  scientific  consid- 
eration of  pharmacology  (action  of  drugs),  to  the 
neglect  of  clinical  experience,  is  the  diffi- 
culty of  explaining  the  action  of  such  agents 
as  the  iodides,  camphor,  etc.,  on  purely  ex- 
perimental findings.  The  author  neatly  es- 
capes this  dilemma  by  avoiding  mention  of  them. 
The  consideration  of  the  inorganic  drugs  in  groups 
is  too  general  to  appeal  to  students.  The  book, 
based  on  the  results  of  recent  researches  in  physi- 
ology and  pharmacology,  is  written  in  a broad,  im- 
partial, scientific  spirit,  and  is  an  admirable  ex- 
ample of  the  work  of  the  newer  school  of  labora- 
tory men.  It  is  another  token  that  the  scientific, 
vital,  medullary  centers  of  the  country  are  no  longer 
situation  in  the  Eastern  periphery.  Missouri  is  to  be 
congratulated,  and  so  is  the  profession,  on  the  ac- 
quisition of  another  book  really  worth  while. 

Winslow. 


The  Principles  of  Bacteriology.  A Practical  Manual 
for  Students  and  Physicians.  By  A.  C.  Abbott, 
M.  D.,  Professor  of  Hygiene  and  Bacteriology  and 
Director  of  the  Laboratory  of  Hygiene,  University 
of  Pennsylvania.  12mo,  650  pp.,  with  113  illus- 
trations, 28  in  colors.  Cloth,  $2.75  net.  Lea  & 
Febiger,  Publishers.  Philadelphia  and  New  York. 
1915. 
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The  bacteriologic  work  of  one  engaged  in  the 
active  practice  of  medicine  differs  from  that  of 
those  engaged  in  bacteriologic  research,  instruc- 
tion or  the  work  of  the  laboratory.  For  this  reason 
it  is  well-nigh  impossible,  in  the  same  volume,  to 
record  and  arrange  bacteriologic  information  in 
such  a way  that  the  resultant  book  will  be  the  best 
guide  for  both  these  classes  of  workers.  This  book 
meets  the  requirements  of  those  in  active  practice 
better  than  any  other  on  the  subject  which  we  re- 
member having  seen.  The  simplest  methods,  con- 
sonant with  reliability,  are  given.  It  does  not  con- 
fuse with  a multiplicity  of  details;  the  text  is  con- 
cise, plainly  portrayed  and  well  written.  The 
illustrations  are  excellent.  We  repeat  that  for 
active  practice  it  is  the  best  work  we  have  seen. 
Those  limiting  their  work  to  bacteriology  alone 
might  consider  it  as  hardly  sufficiently  compre- 
hensive but  even  in  this  field  we  consider  it  has 
few  equals.  West. 


The  Treatment  of  Fractures:  With  Notes  Upon  a 

Few  Common  Dislocations.  By  Charles  L.  Scud- 
der,  M.  D.,  Surgeon  to  the  Massachusetts  General 
Hospital,  etc.  Eighth  Edition,  Revised  and  En- 
larged. Octavo  volume  of  734  pages,  with  1057 
original  illustrations.  Philadelphia  and  London: 
W.  B.  Saunders  Company,  1915.  Polish  Buck- 
ram, $6.00  net;  Half  Morocco,  $7.50  net. 

Eight  editions  of  this  work  in  fi  teen  years  is  a 
worthy  testimonial  to  its  intrinsic  vaiue.  The  pres- 
ent edition  contains  25  more  pages  and  67  more 
illustrations  than  the  last.  The  changes  in  text, 
as  summed  up  in  the  author’s  preface,  are  “new 
suggestions  of  treatment  which  have  stood  the  test 
of  experience.’’  Granting,  then,  that  it  is  the  most 
popular  work  in  this  country  in  its  subject,  it  may 
not  be  ungracious  or  unfair  to  point  out  some  of 
its  defects.  It  seems  strange  that  such  a widely 
accepted  book,  published  as  late  as  June  of  this 
year,  should  have  made  mention  only  in  the  preface 
of  so  excellent  a procedure  as  the  autogenous  bone- 
graft  and  have  failed  utterly  to  give  any  of  the 
technic  employed.  It  again  seems  strange  that  the 
author  should  have  given  Albee’s  technic  for  peg- 
ging the  fractured  neck  o"  the  femur  without  even 
mentioning  the  name  of  the  originator;  and  should 
have  illustrated  this  technic  with  a very  poor  cut 
from  Ashurst  which  has  absolutely  no  relation  what- 
ever to  the  technic  described.  The  chapter  on  the 
operative  treatment  of  fractures  could  have  been 
very  profitably  rewritten  and  brought  up  to  date. 
The  chapter  on  gunshot  fractures  contains  no 
assertion  based  on  data  supplied  later  than  1900, 
despite  the  fact  that  recent  papers  offer  much  new 
material  and  that  the  method  of  warfare  has  mate- 
rially changed  in  that  period  of  time.  In  this  chap- 
ter the  author  states  that  the  muzzle  velocity  of 
the  Mauser  rifle  is  238  feet  per  second;  he  needs 
to  add  a cypher  to  the  end.  At  the  same  time  it  is 
the  most  useful  book  published  on  treatment  of 
fractures  and  should  be  in  the  possession  of  all 
practitioners.  Sturgis. 


NORTHWEST  MEDICINE  ADVERTISER. 


PORTLAND  SURGICAL  HOSPITAL 

A New  and  Modern  Private  Hospital  of  Forty-Five  Beds  for  Surgical  Patients. 

SURGEONS: 

ROBERT  C.  COFFEY,  M.  D.  NELLIE  M.  ERICKSON,  Superintendent 

THOMAS  M.  JOYCE,  M.  D.  NINA  WILLIAMS,  Assistant 

611  LOVEJOY  ST.,  PORTLAND,  OREGON. 


PORTLAND  CONVALESCENT  HOSPITAL 

862,  864  MARSHALL  STREET,  PORTLAND,  OREGON 

A Private  Hospital  for  Medical  Cases.  Special  Facilities  for  Treating  Nutritional  and  Metabolic  Diseases. 

JULIA  M.  PARKER,  Owner  and  Matron.  JULIA  MATHEWS,  Superintendent. 

ATTENDING  PHYSICIANS:  Dr.  Noble  Wiley  Jones,  Dr.  Chas.  E.  Sears.  Dr.  Philo  E.  Jones. 
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A Manual  of  Personal  Hygiene:  Proper  Living 

upon  a Physiologic  Basis.  By  American  Authors. 
Edited  by  Walter  L.  Pyle,  M.  D.,  Philadelphia. 
Sixth  edition,  revised  and  enlarged.  12mo  of  543 
pp,  138  illustrations.  Philadelphia  and  London: 
W.  B.  Saunders  Company,  1915.  Cloth,  $1.50  net. 

A popular  work  in  this  subject  is  a most  praise- 
worthy undertaking  but  it  is  handicapped  by  lack 
of  continuity  when  written  by  many  writers  at  dif- 
ferent times.  The  present  volume  (6th  edition) 
contains  as  new  matter  a chapter  on  the  hygiene 
of  infancy  but  as  a whole  it  falls  sadly  behind  from 
lack  of  revision  in  spite  of  its  distinguished  authors. 
Thus,  under  preservation  of  the  teeth,  there  is  no 
mention  of  the  new  dental  prophylaxis  and  the  ne 
cessity  of  visiting  the  dentist  at  frequent  intervals 
for  this  purpose.  In  regard  to  Rigg’s  disease  no 
allusion  is  made  to  the  recent  discoveries  in  regard 
to  its  origin  and  cure.  In  the  article  on  the  tonsils 
the  paramount  importance  they  play  in  general  in- 
fections is  utterly  disregarded  and  the  necessity  for 
their  removal  is  but  lightly  touched  upon.  “In  ad- 
ults continually  recurring  infection  necessitates 
treatment  and  often  removal  of  the  tonsils.” 

The  section  on  ventilation  is  not  at  all  abreast 
of  the  times  and  the  essentials  of  ventilation  — a 
temperature  below  70°  F.  and  free  movement  of 
air — are  not  exploited  as  they  should  be,  but  the 
old  idea  of  excess  of  carbonic  dioxide,  etc.  Under 
purification  of  drinking  water  the  use  of  filtering, 
distilling  and  boiling  are  considered  but  no  notice 
is  taken  of  the  modern  method  of  adding  chloride 
of  lime  which  is  so  simple  and  effective.  Again 
in  the  chapter  on  milk,  certified  milk  is  said  to 
be  the  ideal  milk  and  the  dangers  of  raw  milk 
are  not  described.  Pasteurized  milk  is  said  to  be 
that  heated  from  140°  to  160°  F.  and,  in  another 
place,  155°  to  167°  F.  There  is  no  definite,  detailed 
account  of  the  necessity,  methods  and  reasons  for 
heating  milk,  which  is  such  a vital  matter,  but  in 
the  late  chapter  on  infant  hygiene  the  use  of  Free- 
man’s pasteurizer  is  advised.  Most  of  these  defects 
are  simply  due  to  the  use  of  the  older  writings  of 
leading  authorities.  The  result  is  unfair  to  the 
authors  and  the  public  but  popular  books  suffer 
only  too  often  from  this  carelessness  which  would 
not  be  tolerated  by  professional  buyers  of  technical 
books.  Winslow. 


International  Medical  Annual.  A Year-Book  of 
Treatment  and  Practitioners’  Index.  Twenty- 
three  Distinguished  Contributors.  Cloth,  760  pp 
$4.00.  Illustrated.  Thirty-third  Year.  William 
Wood  & Co.,  New  York,  1915. 

This  well-known  Annual  of  progress  in  medicine, 
surgery  and  the  specialties  is  printed  in  England, 
and  most  of  its  contributors  are  likewise  English, 
while  its  material  is  gleaned  from  the  whole  civ- 
ilized world.  Although  the  Annual  has  grown  to 
the  comfortable  proportions  of  a prosperous  prime, 
there  is  no  other  publication  which  contains  so 
much  information  of  this  sort  in  so  little  space. 
The  alphabetical  aiTangement  of  subjects  is  a 
unique  feature  of  great  convenience.  The  English 


outlook  is  also  good  lor  the  American  reader  in 
conducing  to  a broader  vision.  There  are  special 
articles  on  naval  and  military  surgery.  It  seems 
that  the  first  antiseptic  application  to  wounds  is 
made  with  two  per  cent,  iodine  in  alcohol,  by 
means  of  an  atomizer,  for  convenience  of  the  naval 
surgeon.  He  also  has  a hypodermic  syringe,  with 
needle  attached,  in  a sort  of  scabbard  under  his 
coat  lapel.  With  a solution  of  morphin  ready  in  thin, 
rubber-stoppered  bottle,  he  merely  has  to  stab  the 
needle  into  this  and  fill  the  syringe  for  one  dose, 
to  give  an  injection — in  the  dark  if  necessary. 
Many  of  the  German  privates  appear  to  carry  hy- 
podermic syringes  with  morphin  solution  and  have 
been  the  means  of  relieving  themselves  and  neigh- 
boring enemies,  wounded  on  the  field,  of  much 
frightful  and  avoidable  suffering  long  before  any 
surgeon  could  aid.  There  seems  to  be  a reaction 
from  the  early  enthusiasm  in  the  home  of  vaccines 
as  registered  in  the  opinion  of  many  English  au- 
thorities quoted.  Changes  in  the  new  British  Phar- 
macopeia are  noted.  Hexamine  is  the  new  word 
for  urotropine — a great  improvement  over  our  own 
official  name.  Winslow. 


Eye,  Ear,  Nose  and  Throat.  Practical  Medicine 
Series.  By  Casey  A.  Wood,  C.  M.,  M.  D.,  D.  C.  L. ; 
Albert  H.  Andrews,  M.  D.,  and  William  L.  Ballen- 
ger,  M.  D.  Series  1915.  Illustrated.  12  mo.  . 
Cloth,  394  pages.  The  Year  Book  Publishers, 
Chicago.  $1.50. 

In  this  issue  we  find  the  usual  complete  summary 
of  the  most  important  developments  for  the  year 
in  ophthalmology  and  oto-laryngology,  and  the  se- 
lections from  the  mass  of  literature  to  choose  from 
are  certainly  well  made.  Scarcely  anyone  can  have 
read  so  closely  as  not  to  find  in  this  book  something 
of  value  which  he  has  missed,  and  it  is  this  that 
makes  the  work  valuable.  In  quite  a complete  chap- 
ter on  the  ocular  muscles  the  unique  advancement 
operation  of  Roderic  O’Connor  is  given  in  full,  also 
an  article  by  Todd  on  his  tendon  tucking  operation. 
The  conclusions  of  E.  F.  Ingalls  ou  laryngeal  tuber- 
culosis are  given  in  condensed  form,  and  tuberculo- 
sis of  the  middle  ear  receives  some  attention.  The 
illustrations  are  numerous  and  good. 

Seel ye. 


Occupational  Affections  of  the  Skin.  By  R.  Prosser 
White,  M.  D.,  M.  R.  C.  S„  Lond.  Life  Vice- 
President,  Senior  Physician  and  Dermatologist, 
Royal  Albert  Infirmary,  Wigan,  etc.  165  pp. 
$2  net.  Paul  B.  Hoeber,  New  York. 

In  this  volume  the  author  has  collected  the  dis- 
eases of  the  skin  caused  by  and  associated  with 
the  trade  processes.  Particular  attention  is  paid  to 
various  forms  of  dematitis  caused  by  chemicals  and 
their  use  in  the  arts.  A chapter  deals  with  diseases 
acquired  from  animals  and  grains.  It  is  a book  full 
of  valuable  research  and  tabulation.  It  should  be 
in  every  dermatologist’s  library  but  will  not  be 
of  much  use  to  the  general  practitioner,  as  he 
would  only  refer  to  it  on  rare  occasions. 

Baldwin. 
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NEAR  THE  BORDER  LINE  OF 
QUACKERY* 

By  Caspar  W.  Sharples,  M.  D. 

SEATTLE,  WASH. 

Iii  our  profession  there  are  a few  strong  men, 
such  as  are  to  be  found  in  every  walk  of  life. 
Among  them  are,  first,  men  properly  endowed  by 
nature  with  investigative  minds  who,  when  they 
have  investigated,  can  properly  apply  what  they 
have  found  and  whose  words,  if  followed,  will  not 
lead  us  into  error.  Such  men  are  well  balanced 
and  do  not  publish  till  assured  of  correctness. 
Their  desire  for  fame,  for  credit,  for  precedence 
does  not  overcome  their  desire  to  be  right.  There 
is  nothing  that  gives  such  a man  so  much  pleasure 
as  his  own  inner  conscience.  The  lure  of  gold 
has  no  influence  upon  his  investigation.  If  he 
be  a teacher  in  a college,  he  performs  that  duty 
in  the  way  every  teacher  should.  To  him  real 
credit  is  due  from  us  all. 

Another  class  of  men,  perhaps  of  equal  ability, 
investigate,  reason  out  and  accomplish  in  the  long 
run  just  as  much.  But  if  they  discover  what  is 
or  might  be  something,  they  rush  to  print,  fearing 
that  fame  would  not  come  to  their  names  if  time 

•President’s  Address,  Read  before  the  Twenty-sixth  Annual 
Meeting  of  Washington  State  Medical  Association,  Tacoma, 
Wash.,  July  21-23,  1915. 


enough  should  elapse  to  demonstrate  the  correct- 
ness of  it  all.  Then,  again,  they  are  liable  to 
employ  lay  publications. 

Again,  there  is  another  class  of  our  profession 
■who,  awaiting  the  appearance  of  something  new, 
proceed  to  lecture,  talk  and  practise  it  before  any- 
thing has  been  settled,  and  purely  for  selfish  rea- 
sons. If  opportunity  be  given  for  public  talks  and 
addresses,  they  skillfully  weave  this  into  the  sub- 
ject matter. 

Both  these  latter  classes  become  teachers  at  col- 
leges. Professor  is  a word  that,  to  all  walks  of 
life  bears  an  ominous  distinction.  If  professors, 
they  are  very  prone  to  use  the  professorship  pri- 
marily for  the  purpose  of  increasing  their  practice. 
In  other  words,  the  lure  of  gold  makes  a profes- 
sorship quite  a valuable  acquisition.  Who  of  us 
could  not  afford  to  try  teaching  a few  hours  a 
week  for  the  indirect  returns  of  an  increase  in 
practice  ? 

But  these  really  constitute  a small  part  of  our 
profession.  From  these  few  tree  trunks  are  many 
branches  going  into  every  hamlet,  cross  roads  and 
camp.  And  what  are  most  of  us?  Just  follow- 
ers; we  imitate.  We  may  read,  reason  out,  digest 
and  decide  for  ourselves  what  appears  to  be  good 
and  just  and,  if  we  are  honest,  we  decide  if  we  can 
do  what  is  right.  Such  form  the  large  body  of 
good  medical  men  of  our  world.  It  is  not  origi- 
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nality  that  makes  such ; it  is  knowledge,  ability  to 
apply,  and  conscience. 

Another  large  class  of  followers  are  imitators, 
who  imitate  without  reason,  except  that  Dr.  Jones 
has  done  so.  The  one  latest  discovery  in  a medical 
way  that  has  come  before  the  public  and  our  profes- 
sion is  “606’’  and  its  allied  products.  It  is  too  re- 
cent to  need  anything  more  than  the  mention  of  its 
inception  and  growth,  except,  perhaps,  to  say  that, 
after  the  publication  of  its  birth  in  secular  papers, 
men  of  all  classes  at  once  turned  their  attention  to 
it  and  demanded  it.  Ehrlich  was  flooded  with 
applications  from  physicians  before  they  had  an 
opportunity  to  know  of  its  nature.  As  soon  as  it 
was  obtained  it  was  administered  by  everyone  to 
all  comers. 

It  wyas  just  a species  of  quackery  in  many,  being 
advertised  by  some  in  our  daily  papers.  No  one 
can  honestly  say  that  it  was  purely  with  the  in- 
tention of  benefiting  patients  that  we  exhibited 
such  anxiety  to  administer  this  remedy.  With 
many  it  was  for  the  purpose  of  gaining  prestige 
in  our  profession,  of  getting  money  and  for  the 
appearance  of  being  up  to  date. 

Lane  plates  bones  in  a remarkably  skillful  man- 
ner and  with  great  success.  His  methods  are 
partly  known  in  all  sections  of  the  world.  The 
records  presented  to  us  by  Dr.  Mowell,  of  the 
Industrial  Insurance  Commission  of  this  state, 
reveal  a story,  far  different  from  Lane’s,  of  the  re- 
sults of  the  method,  for  reasons  that  need  not  be 
mentioned  further  than  to  apply  the  word  “unpre- 
paredness” in  all  its  meanings.  We  have  tried  to 
be  followers  but  are  not  prepared  to  follow,  with 
the  result  that,  in  our  desire  to  do,  to  appear  to 
do  or  to  have  the  reputation  of  doing  modern 
surgery,  we  have  increased  the  days  of  disability, 
the  percentage  of  increase  of  permanent  disability, 
the  morbidity,  and,  in  some  rare  instances,  have 
caused  death.  Perhaps  this  is  not  a species  of 
quackery.  If  nothing  more  should  be  said,  it  can 
be  stated  in  all  charity  that  our  sense  of  moral 
responsibility  is  not  sufficiently  strong  to  act  on 
the  inhibitory  centres,  controlling  the  impulses  of 
enthusiasm. 

Another  follower  who  is  an  agent  of  harm  is 
found  in  one  class  of  specialists.  The  man  who 
has  become  a specialist  in  some  branch  of  our  pro- 
fession as  the  result  of  years  of  general  practice, 
devoting  some  of  his  time  to  this  particular  branch, 
in  the  meanwhile  learning  people  and  the  manifes- 
tations of  disease  in  them,  may  truly  become  a 
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specialist.  But  he  who  has  graduated  from  college 
and  in  a few  months  announces  himself,  perhaps 
without  hospital  experience,  as  a specialist  in  some 
branch,  willing  to  operate  or  do  whatever  may  be 
at  hand,  surely  has  some  sort  of  mental  colo- 
boma. 

Two  or  three  years  after  finishing  a hospital 
service  of  eight  months  in  the  Philadelphia  Infirm- 
ary for  Nervous  Diseases,  it  appeared  as  though 
I too  might  need  to  become  a specialist  and,  in 
talking  to  Dr.  Osier  about  it,  he  said  that,  with 
more  general  experience,  I might  follow  nervous 
diseases,  and  make  it  go.  I thought  a good  deal 
of  the  remark  and  have  many  times  since.  I did 
not  try  it.  I would  have  been  ashamed  to  have 
had  him  know  that  I had  launched  myself  as  a 
specialist  on  neurology,  for  I knew  he  knew  how 
much  I did  not  know. 

Whose  function  is  it  to  endeavor  to  correct  the 
impressions  of  students,  new  graduates  and  the 
public?  I once  tried  to  get  a response  to  a toast 
from  a prominent  medical  educator  of  the  coast, 
to  a somewhat  similar  question  but  found  that  he 
sidestepped.  I never  asked  why.  The  American 
Medical  Association  has  done  much  to  abolish 
poorly  equipped  colleges,  improve  their  teaching 
ability  and  let  the  country  at  large  know  what 
it  is  doing  and  why.  So  it  should  be  one  of  the 
functions  of  our  teachers  in  medical  colleges  to 
teach  students  that  they  should  follow  the  lead 
of  great  men  only  after  having  been  properly  pre- 
pared, and  should  avoid  the  many  pitfalls  of  enthu- 
siasm, popular  demand  and  the  lure  of  fame  and 
wealth.  All  are  warned  before,  during  or  after 
the  medical  course  against  common  quackery,  but 
they  are  not  taught  there  is  a quackery  that  is  just 
as  bad,  in  doing  things  just  to  do  them  or  in  doing 
things  that  one  is  not  fitted  for. 

Perhaps,  also,  we  should  be  taught  that  some 
people  can  read  us  at  sight.  The  more  intelligent 
people  usually  know  by  a man’s  behavior  in  regard 
to  medical  matters  what  kind  of  a man  he  is.  It 
is  the  respect  and  admiration  of  that  class  which 
one  needs.  That  part  of  the  community  that  goes 
from  you  to  any  and  all  fads  for  treating  disease- 
cut  a good  slice,  perhaps,  out  of  the  worldly  in- 
come, but  play  a very  small  part  in  the  respect  a 
man  has  for  himself  when  he  comes  to  consider 
the  class  of  patients  he  has. 

We  are  taught  directly  or  indirectly  that  news- 
paper notoriety  is  not  a valuable  asset  in  getting 
a good  class  of  practice,  yet  some  of  us  have  an 
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idea  that  we  have  been  born  as  an  exception  to  such 
dangers  and  quite  often  manage  to  get  our  names 
in  the  paper  for  something.  We  do  not  realize 
that  papers  too  often  do  not  pride  themseles  on 
truthfulness  so  much  as  being  newsy.  Each  one 
may  fail  to  realize  that  the  frequent  appearance 
of  his  name  makes  him  laughed  at  by  his  com- 
panions, that  ultimately  he  becomes  a joke  to 
others. 

Some  very  famous  men  have  tried  it.  Not  many 
years  ago  a good  deal  of  respect  was,  perhaps  in 
inconsequential  quarters,  taken  from  distinguished 
surgeons  and  investigators  by  the  appearance  of 
their  photographs  and  a burst  of  some  one’s  liter- 
ary effort  in  what  is,  compared  with  good  jour- 
nalism, a quack  magazine.  If  we  must  so  appear, 
let  us  try  to  get  only  in  the  best  of  literature.  If 
we  can  confine  our  names  to  our  own  medical 
journals,  they  will  not  appear  in  any  too  good  a 
place. 

It  may  be  interesting  to  many  of  you  to  know 
that  our  efficient  secretary  has  in  his  office  a book, 
in  which  all  press  notices  of  the  members  of  our 
society  are  kept.  If  you  would  some  day  like  some 
very  interesting  and  amusing  reading,  I would 
suggest  that  he  be  asked  to  publish  these  notices  in 
pamphlet  form  for  general  distribution.  It  is  said 
that  a man  is  known  by  his  associates. 

“The  Quack  Novel  in  Democracy”  is  the  sub- 
ject of  Owen  Wister’s  paper  in  the  June  Atlantic 
Monthly.  The  reasons  for  the  popularity  of  the 
one  are  the  same  as  of  the  other.  He  first  points 
out  that  America  has  contributed  two  religious 
inventions  to  the  world,  Mormonism  and  Christian 
Science,  and  that  no  one  department  of  our  govern- 
ment is  so  well  organized  as  they,  except  the  spoils 
system.  Not  an  inapt  comparison,  for  on  one  side 
he  puts  quack  religions  and  on  the  other  quack 
politics.  He  also  puts  along  side  of  one  another 
quack  medicines  and  quack  novels. 

It  is  impression  on  wrhat  we  have  to  deal  with 
that  counts.  Such  a large  part  of  our  American 
population  is  capable  of  being  carried  away  by 
what  appears  good  and  sounds  well  without  look- 
ing into  the  real  pith  of  the  subject.  See  howT 
Bryan,  an  almost  unknown,  talked  himself  into 
the  Democratic  nomination  for  President!  It  is 
a sad  commentary,  too,  on  our  people  to  say  that 
the  only  reason  he  did  not  become  President  was 
because  there  were  not  enough  Democrats.  Re- 
cent events  show  of  how  little  value  may  be  a 
captivating  speech. 


And,  so,  I wish  to  say  a word  about  the  younger 
brother  of  a patent  or  quack  medicine,  the  so- 
called  semi-proprietary  medicine.  A good  many 
years  ago  there  was  used  extensively,  in  this  sec- 
tion, and  I suppose  elsewhere  in  the  United  States, 
a preparation  called  Liquid  Peptonoids.  I even 
know  of  someone  using  it  comparatively  recently 
per  rectum,  in  the  after  treatment  of  laparotomies, 
and  no  doubt  it  is  used  in  more  esthetic  ways.  I 
saw  in  the  Medical  News , of  December  21,  1895, 
an  article  by  Dr.  A.  L.  Benedict,  of  Buffalo,  New 
York,  stating  that  he  had  asked  the  manufacturing 
company  for  its  contents  and  had  not  been  an- 
swered. He  then  undertook  to  find  out  for  him- 
self, with  the  result  that  it  contained  a very  poor 
grade  of  sherry  wine  and  caramel. 

It  seemed  to  me  that  someone  knew  us  to  be 
rather  susceptible  and  I developed  a great  preju- 
dice against  that  class  of  medicine  and  the  men 
who  visited  our  offices  to  lead  us  by  the  noses, 
through  their  words,  to  be  their  unpaid  assistants 
in  the  sale  of  their  nostrums.  One  day  I asked 
a smooth  salesman  lecturer,  or  whatever  you  may 
call  him,  how  much  his  company  spent  on  adver- 
tising. If  I remember  properly,  they  sold  about 
one  million  dollars’  worth  of  their  products  and 
spent  about  $350,000  in  advertising,  most  of  which 
was  spent  on  us,  to  have  us  sell  their  stuff.  They 
sent  us  blood  counts,  photomicrographs,  paper 
knives,  cuts  of  famous  medical  men,  pseudo- 
scientific discussions  on  various  matters,  all  ending 
with  their  compound’s  remarkable  achievements. 
They  knew,  first,  that  we  were  susceptible  to  what 
we  were  told  and,  second,  that  there  seemed  to  be 
some  assurance  that  a thing  was  truthful,  if  it 
were  printed.  As  we  grow  older  we  do  not  always 
believe  what  we  may  read,  even  in  our  medical 
journals. 

A man  walks  into  our  office,  seems  very  glad  to 
see  us,  and  in  some  manner  introduces  the  subject 
for  which  he  has  been  paid  to  instruct  us  upon. 
According  to  his  ability  to  get  our  attention  and 
to  make  us  believe  in  his  firm’s  product,  is  he  val- 
uable. Who  is  this  man  ? He  may  be  a regularly 
graduated  medical  man,  who  for  some  reason  has 
not  succeeded  in  medicine.  Some  tell  us  they  took 
it  up  on  account  of  poor  health,  some  that  their  eye- 
sight failed.  Some,  of  course,  have  had  misfor- 
tune. For  such  we  should  have  a kindly  feeling. 
Perhaps  he  had  a family  wTho  could  not  be  allowed 
to  starve  while  he  waited  for  an  income  from  his 
profession.  Perhaps  he  was  just  a failure,  pos- 
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sessed  of  plenty  of  brains  but  no  ability  to  apply  his 
knowledge ; in  other  words,  smart  enough,  but 
devoid  of  common  sense.  He  could  learn  the  office 
lecture  and  tell  it  easily  and  smart  enough  to  take 
up  the  conversation,  if  we  were  smart  enough  to 
ask  questions.  Perhaps  he  had  none  of  these  quali- 
fications but  just  graduated  by  some  vagary  of  fate 
and  was  in  every  way  unfitted  to  practise.  Per- 
haps he  came  from  some  one  of  the  unprepared 
colleges  that  abounded  a few  years  ago.  Perhaps 
he  was  not  a medical  man  at  all.  Often  these 
firms  show  the  lack  of  respect  they  have  for  our 
profession  by  sending  out  a cheap  clerk  to  recite 
the  lecture.  In  rare  instances  he  may  be  a part 
owner  of  the  manufacturing  concern. 

What  are  these  people?  They  are  just  adver- 
tisers. They  are  walking,  babbling,  bamboozling 
bill-boards.  They  may  also  combine  this  with 
another  occupation,  i.  e.,  to  sell  to  the  druggist  or 
drug  jobber.  This  function  is  often  kept  in  the 
background. 

What  is  their  real  function?  They  are  sent  out 
to  create  a demand.  If  a man  has  some  particu- 
lar food  to  sell,  he  advertises  it  in  the  newspapers 
and  may  send  a number  of  people  to  various  stores 
to  ask  for  it.  He  pays  for  that  method  of  creating 
a demand.  Everyone  connected  with  it  is  sup- 
posed to  get  paid.  In  the  case  of  the  drug  man 
and  the  doctor  a different  method  is  pursued.  The 
doctor  is  advised  as  to  the  qualities  of  the  adver- 
tised preparation  and,  if  he  will  be  so  kind  as  to 
see  that  his  patients  partake  of  this  at  his  hand,  the 
firm  will  be  under  many  obligations.  They  don’t 
pay  us  anything  to  write  prescriptions  for  these 
things.  They  just  expect  us  to  fall  in  line  and 
prescribe  anything  to  create  their  demand.  The 
joke  of  it  all  is  that  it  is  accomplished  easily. 
Sometimes  druggists  receive  prescriptions  before 
the  agent  leaves  the  building  and  often  before  he 
can  get  it  in  stock. 

They  come  to  us  because  they  need  us  to  sell 
their  goods  for  them.  Of  course  we  cannot  ac- 
cept compensation  for  our  salesmanship.  So  we 
work  for  nothing  and  the  drug  man  reaps  the 
harvest.  How  does  he  reward  us?  Take  the  case 
of  sal  hepatica.  It  came  to  us  the  same  as  the 
others.  Soon  it  became  so  popular  with  physicians 
that  the  makers  took  to  advertising  in  other  ways 
and  now,  if  one  needs  that  kind  of  treatment,  the 
doctor  is  no  longer  the  middle  man  in  the  transac- 
tion but  he  is  ignored.  In  other  words  sal  hepat- 
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ica  et  al  worked  us  to  help  him  and  became  famous, 
and  then  told  us  where  we  could  get  off. 

There  should  always  be  a cordial  frankness  be- 
tween patient  and  doctor.  It  has  always  been  my 
belief  that,  if  a patient  wanted  to  know  what  he 
was  getting,  we  should  tell  him.  It  will  be  hard  to 
keep  up  that  frankness,  if  we  constantly  prescribe 
these  things  that  are  first  introduced  to  us  and 
then  advertised  just  as  boots  and  shoes,  and  at  the 
same  time  expect  to  hold  their  respect.  How  many 
of  us,  were  we  asked  to  prescribe  for  President 
Wilson,  would  put  antiphlogestin  on  him? 

How  are  we  asked  to  prescribe  their  things? 
In  original  packages  often  and  on  these  packages 
are  the  names  blown  into  the  bottles,  either  of  the 
manufacturers  or  of  the  manufacturer  and  the 
preparation.  And  so,  the  world  over  many  of  these 
things  are  prescribed.  Thus  we  are  asked  to  sell 
them  and  at  the  same  time  advertise  them.  A 
flagrant  example  is  Guide’s  peptomamganate  of 
iron.  The  name  sounds  big  but  perhaps  you  don’t 
know  just  what  it  is.  I am  sure  I don’t.  Then, 
again,  these  combinations  are  prepared  to  be  sold 
so  that  large  doses  should  be  taken.  Many  call  for 
tablespoonful  doses.  There  are  two  apparent  rea- 
sons ; one  to  secure  a high  dilution  to  enable  the 
vehicle  to  make  the  preparation  palatable,  and  the 
second,  purely  mercenary,  to  sell  more  of  it  or,  to 
put  it  another  way,  to  sell  less  essence  in  propor- 
tion to  the  quantity.  If,  in  the  instances  where 
the  formula  is  given,  it  be  examined  the  doses  of 
the  individual  drugs  will  be  found  small;  so  small 
that  if  we  wish  to  give  a full  therapeutic  dose  of 
any  one  ingredient  of  the  compound,  we  would 
have  to  multiply  it  by  a larger  multiple  than  two. 
It  is  not  fair  to  our  patients  to  cause  them  to  pay 
one  dollar  for  medicine  that  you  would  prescribe 
to  be  filled  by  the  druggist  that  would  cost  a half, 
just  because  for  any  one  of  the  good  reasons  for 
not  doing  so  you  wish  to  do  it. 

In  case  of  combinations  we  are  asked  to  pre- 
scribe under  some  firm  or  trade  name  for  a par- 
ticular preparation.  The  house  of  Stearns  asks 
use  to  write  “kasagra”  in  place  of  aromatic  cascara, 
fearing  that  the  druggist  might  be  able  to  prepare 
an  aromatic  cascara  that  would  be  just  as  good  and 
the  doctor  and  the  patient  would  find  it  out.  Of 
the  other  well  known  houses,  Schefflin,  Wyeth, 
Parke  Davis  would  feel  much  gratified  if  you 
would  specify  their  preparations.  Sometimes  even 
Squibb’s  man  asks  you  to  specify  Squibb  and  so 
with  Merck.  There  is  no  reason  why  you  should 
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not,  if  you  wish  to,  but  it  would  be  just  as  easy 
to  recommend  a druggist  one  is  confident  uses  the 
best  drugs  in  place  of  placarding  each  prescription 
with  these  names. 

What  does  an  intelligent  patient  think  of  this 
method  of  prescribing?  Of  course  we  have  a feel- 
ing that  he  may  not  know  the  kind  of  medicine 
that  he  is  getting.  This  little  story  illustrates  my 
point.  A patient  and  friend  was  going  away  for 
a few  months  and  asked  to  whom  he  should  go  in 
case  of  illness.  When  he  returned  he  said  that 
he  had  consulted  him,  and  thought  I had  sent  him 
to  a poor  man,  for,  he  said,  after  consulting  the 
doctor,  he  went  to  a cupboard  and  handed  him 
some  bottles,  saying  that  a man  had  left  him  these 
samples  yesterday,  he  believed  they  were  good 
things  and  would  give  them  to  him.  My  patient 
said  he  did  not  care  to  be  rude  but  promptly  put 
the  bottles  in  a waste  basket  when  he  reached  his 
hotel.  There  is  this  apparent  difference  between 
extreme  frankness  on  the  part  of  this  physician 
and  the  lack  of  it  on  the  part  of  most  of  us  who 
prescribe  these  things.  It  may  be  said  that  the 
patient  needed  nothing  in  the  case  I mentioned. 
It  is  not  the  work  of  the  best  educated,  careful 
practitioners  to  constantly  peddle  these  things  and, 
on  that  class  of  patients  who  do  not  run  off  to  the 
various  fads  in  the  treatment  of  disease,  this  mark 
of  faddism  on  the  part  of  the  attending  physician 
does  not  make  a good  impression. 

Many  combinations  are  put  out  by  houses  that 
we  in  the  West,  at  least,  know  nothing  of.  A man 
slammed  my  door  a few  days  ago  who  had  left  on 
the  desk  samples  manufactured  by  the  Cvstogen 
Manufacturing  Company.  Some  house  in  Cali- 
fornia had  a lot  of  stuff,  the  Dios  Mfg.  Co., 
and  hosts  of  others  knock  on  our  doors  for  our 
confidence  and  aid  but  what  do  we  know  of  them  ? 
It  may  be  said,  if  we  prescribe  compound  licorice 
powder  to  be  dispensed  by  a druggist,  we  don’t 
know  whether  he  will  sell  our  patients  the  first 
grade,  a comparatively  small  dose  of  which  will 
accomplish  the  desired  result,  or  if  he  will  dispense 
the  dust  that  is  gathered  up  after  the  real  pre- 
scription is  finished.  We  have  to  know  first-class, 
reliable  druggists  and  try  to  abide  by  them.  We 
should  avoid  all  these  mushroom  concerns  that 
spring  up  bidding  for  our  assistance. 

Patients  come  to  us  for  the  best  that  we  have 
to  give  them.  It  is  only  just  that  they  should 
receive  that  at  our  hands.  We  should  protect 
them.  They  are  not  supposed  to  be  well  versed 


in  drugs.  When  we  set  them  the  example  of 
giving  various  semi-patent  medicines,  we  are  ex- 
pecting too  much  if  we  feel  they  are  going  wrong, 
using  Viavi  tablets  and  others  of  that  ilk. 
It  resolves  itself  into  the  law  of  supply  and  de- 
mand. A large  part  of  the  world  demands  di- 
rectly and  indirectly  the  fetich  of  humbuggery. 
Medical  men  are  human,  too,  and  create  the  de- 
mand by  susceptibility.  There  is  usually  a bait 
for  all  kinds  of  fish. 

For  many  years  the  medical  journals  took  thou- 
sands of  dollars  from  these  drug  concerns  for  ad- 
vertising. Happily  the  wave  of  moral  reform 
struck  these,  too,  and  now  you  see  no  medical 
journal  of  a high  class  trying  to  influence  the 
profession  through  its  advertising  columns  to  pre- 
scribe these  things.  It  would  be  as  fair  and  just 
for  the  professor  of  therapeutics  in  a medical  col- 
lege to  prostitute  his  position  to  recommend  hema- 
tone,  as  for  the  Journal  of  the  American  Medical 
Association  to  do  so. 

Owen  Wister  says  that  a quack  novel  is  a thing 
that  looks  like  a book  and  which  is  compounded, 
advertised  and  marketed  in  precisely  the  same 
fashion  as  castoria,  wine  of  Cardui,  alcohol,  Viavi 
tablets,  etc.  As  the  patent  medicine  is  made  of 
perfectly  well-known  drugs,  so  the  quack  novel 
contains  perfectly  familiar  elements. 

All  these  preparations,  containing  well-known 
drugs,  are  not  semi-proprietary.  In  the  mail  a 
day  or  so  ago  came  a catalogue  of  142  pages 
from  the  Chicago  Pharmacal  Company,  of  which 
I never  heard  before.  The  inside  cover  page  tells 
of  hematone,  the  back  inside  cover  page  tells  of 
zematol  and  the  inside  pages  are  largely  made 
up  of  numbered  formulae  with,  in  some  cases 
the  therapeutic  indications.  How  many  of 
those  there  are  I cannot  tell. 

To  prescribe  these  things  is  just  bluff  and 
nothing  else.  However,  I take  it  that  many  of 
us  cannot  tell  the  ingredients  of  a compound  ca- 
thartic pill.  A man  practising  in  a logging  camp, 
away  from  any  drug  store,  probably  will  do  better 
giving  from  one  or  another  formulae  than  to  at- 
tempt to  carry  a stock  of  drugs  and  compound 
for  himself.  For  a city  practitioner  there  can  be 
no  such  good  excuse.  When  our  medical  journals 
ceased  to  print  advertisements  of  these  prepara- 
tions, there  was  at  least  an  implied  acknowledg- 
ment that  they  did  not  think  they  had  been  stand- 
ing medically  for  what  was  best. 

There  is,  too,  a proper  thing  for  us  everyday 
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practitioners  to  do.  It  is  necessary  to  know  what 
we  wish  to  administer  and  write  prescriptions  for 
that,  instead  of  letting  some  drug  man  or  cheap 
clerk  tell  us  what  to  do.  If  we  stop  creating  the 
demand  the  manufacturers  will  stop  also  and  soon 
we  will  no  longer  be  tempted  in  this  way. 

Another  procedure  is  to  refuse  to  let  the  adver- 
tising agent  into  your  private  room.  For  a long 
time  I have  asked  every  man  who  appeared  with 
a bag,  if  he  had  drugs  or  books.  If  drugs,  he  was 
told  that  I could  not  see  him.  I expect  I owe  some 
an  apology,  but  some  men  do  not  seem  to  realize 
that  “no”  is  “no”  in  a town  so  far  away  from  the 
Atlantic  coast  and  middle  West  as  Seattle.  Again, 
these  men  consume  quite  a good  deal  of  one’s  time, 
that  he  may  at  least  wish  to  use  in  another  way. 


ORIGINAL  CONTRIBUTIONS 

THE  HOW  AND  WHY  OF  VACCINA- 
TION AGAINST  SMALLPOX. 

By  John  Nivison  Force,  M.  D.,  Gr.  P.  H. 

BERKELEY,  CAL. 

Assistant  Professor  of  Epidemiology,  University  of 
California. 

When  smallpox  broke  out  two  years  ago  in  one 
of  our  California  cities,  there  were  1,700  children 
in  the  public  schools  whose  parents  had  previously 
signed  statements  that  they  were  conscientiously 
opposed  to  the  practice  of  vaccination.  When  the 
epidemic  was  over,  however,  and  the  unvaccinated 
children  were  allowed  to  return  to  school  there 
were  only  200  of  the  1,700  that  had  not  been 
vaccinated.  The  parents  of  these  200  children 
were  sincere  in  their  belief  that  vaccination  is 
harmful  and  are,  therefore,  entitled  to  the  consid- 
eration which  sincerity  merits.  The  portion  of  the 
remaining  1,500  children,  whose  parents  commit- 
ted perjury  through  laziness  and  indifference,  is 
entitled  to  our  sincere  condolence  for  their  unfor- 
tunate choice  of  parents.  “I  believe  in  vaccina- 
tion,” said  one  mother,  “but  when  school  opened 
we  were  moving  into  a new  house  and  I did  not 
want  the  children  fussing  around  with  sore  arms, 
so  I signed  one  of  those  conscience  cards.”  There 
is  no  greater  burden  to  the  public  health  official 
than  these  modern  Laodiceans  who  are  neither  hot 
nor  cold,  but  lukewarm  on  every  important  sub- 
ject because  they  are  too  lazy  to  think. 

However,  all  the  parents  of  these  1,500  chil- 
dren were  not  lazy  or  indifferent.  Some  of  them 
were  honest  doubters,  open-minded,  waiting  only 
to  be  convinced.  These  honest  doubts  have  arisen 
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partly  through  misinformation  on  the  subject  of 
vaccination  and  partly  through  experiences  in  their 
own  lives  or  those  of  friends,  which  have  been 
made  possible  through  carelessness  in  vaccination 
and  after  treatment.  In  order  to  meet  these  honest 
doubts,  there  is  urgent  need  that  we  doctors  should 
be  able  to  furnish  satisfactory  answers  to  two  ques- 
tions : 

1.  Why  does  vaccination  sometimes  give  im- 
munity against  smallpox  and  at  other  times  ap- 
parently fail? 

2.  Why  do  people  get  such  sore  arms  and  have 
such  terrible  scars  after  vaccination? 

Some  conception  of  the  principles  of  immunity  is 
necessary  before  we  can  answer  these  questions.  In 
certain  portions  of  this  country  there  exists  a rather 
primitive  method  of  feeding  meat  juice  to  young 
babies.  A piece  of  meat  is  tied  to  a string  and 
given  to  the  baby  to  suck.  If,  by  chance,  the  meat 
is  swallowed  it  may  easily  be  recovered  by  hauling 
away  on  the  string.  The  mother  has  learned  that 
the  young  stomach  has  not  yet  acquired  the  ability 
to  digest  the  fibre  of  meat.  She  is  establishing 
a gradual  tolerance  to  meat  without  the  risk  of  an 
attack  of  indigestion. 

All  of  digestion  does  not  occur  in  the  stomach 
and  intestines,  for  the  blood  may  acquire  the  ability 
to  digest  foreign  substances  which  enter  its  stream. 
If  the  foreign  substances  happen  to  be  disease 
germs,  the  digestion  of  their  outer  coverings  may 
set  free  certain  poisons  in  the  blood  in  very  much 
the  same  way  that  quinine  is  released  when  the  cap- 
sule is  dissolved  in  the  stomach.  The  headache, 
chill,  fever,  and  pains  in  many  of  the  germ  diseases 
are  due  to  these  poisons  which  have  been  set  free 
from  the  bodies  of  the  germs. 

If  the  blood  could  always  digest  the  disease 
germs  as  soon  as  they  enter  the  circulation,  we 
might  never  feel  the  effects  of  the  poisons.  Un- 
fortunately the  blood  ordinarily  does  not  produce 
the  digestive  substances  necessary  to  destroy  any 
particular  variety  of  germ  until  it  has  multiplied 
or  incubated  within  the  body  and  is  present  in 
large  numbers. 

The  behavior  of  the  blood  is  quite  different  if 
the  necessary  digestive  substances  are  present  when 
certain  disease  germs  make  a second  visit  to  a per- 
son who  has  already  had  the  disease.  The  in- 
vading germs  are  recognized  as  old  enemies  and 
promptly  destroyed.  Perhaps  it  has  been  a long 
time  since  the  first  attack  of  the  disease  and  there 
are  no  more  digestive  substances  remaining  in  the 
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blood  to  combat  that  particular  variety  of  germ. 
If,  however,  the  power  of  quickly  making  new  di- 
gestive substances  be  present,  the  multiplication  of 
the  germs  will  be  arrested  sooner  than  in  the  first 
attack.  If  the  power  of  making  new  digestive  sub- 
stances be  entirely  gone,  the  second  attack  of  the 
disease  wall  be  like  the  first,  or,  in  other  words,  we 
say  that  the  first  attack  did  not  confer  immunity. 
For  example,  a common  cold  confers  no  immu- 
nity against  a repetition  of  the  attack,  while,  on 
the  other  hand,  it  is  unusual  to  hear  of  typhoid 
fever  occurring  twice  in  the  same  person. 

How  do  these  principles  of  immunity  apply 
to  vaccination  against  smallpox?  If  a small  flake 
of  epidermis  be  removed  and  a drop  of  vaccine 
virus  placed  on  the  exposed  true  skin  beneath, 
the  vaccine  germs  will  begin  to  grow  on  the  skin 
beneath  the  small  scab  which  replaces  the  removed 
epidermis.  After  a few  days  a small  blister  or 
vesicle  filled  with  the  growing  vaccine  germs  will 
form  around  the  scab  and  by  the  ninth  day  the 
vesicle  has  grown  until  it  measures  about  one-half 
inch  across.  For  several  days  before  this  the  blood 
has  been  preparing  digestive  substances  against  the 
vaccine  germs  and  on  the  ninth  or  tenth  day  has 
enough  of  these  substances  to  attack  and  destroy  the 
growing  colony.  We  know  that  the  vaccine  col- 
ony has  been  destroyed  because  we  can  no  longer 
produce  vaccinia  with  the  vesicle  contents  if  in- 
oculated into  another  person  after  this  time.  The 
products  of  this  digestion  act  as  poisons  and,  since 
they  are  carried  all  over  the  body  by  the  blood, 
we  feel  their  effects  in  the  form  of  fever  and 
headache  which  may  occur  whether  the  arm  be- 
comes sore  or  not.  The  headache  and  fever  dis- 
appear rapidly  on  the  tenth  or  eleventh  day, 
while  the  vesicle  dries  down  to  a crust  which 
finally  drops  off,  leaving  a scar  about  three- 
eighths  of  an  inch  in  diameter. 

We  say  that  there  has  been  a successful  vac- 
cination which  is  only  another  way  of  saying  that 
the  person  has  learned  to  digest  vaccinia  germs 
in  his  blood,  just  as  once  he  had  to  learn  to 
digest  meat  in  his  stomach.  The  longer  that  we 
put  off  learning  how  to  digest  vaccinia  germs  the 
harder  it  will  be  to  learn.  Every  vaccinator  knows 
that  the  best  time  to  vaccinate  a child  is  during 
the  first  year  of  life.  The  young  child  is  then 
learning  to  digest  new  foods  by  stomach  and  its 
general  tolerance  of  new  substances  extends  to 
the  blood  as  well.  There  is  very  little  disturb- 
ance arising  from  vaccination  at  this  time. 


The  immunity  acquired  by  vaccination  against 
smallpox  may  not  last  for  life ; it  may  not  even 
last  for  the  seven  years  so  often  considered  a safe 
period.  It  lasts  only  as  long  as  the  antibodies  or 
digestive  substances  against  smallpox  are  present 
in  the  blood.  Rub  a drop  of  vaccine  virus  into 
a scratch  on  your  skin.  If  you  are  well  supplied 
with  antibodies,  the  scratch  will  be  surrounded 
by  a red  area  which  will  rapidly  fade  away  as 
soon  as  the  vaccine  germs  are  destroyed.  Com- 
pare the  size  of  the  red  area  with  that  on  a con- 
trol scratch  in  which  no  vaccine  virus  has  been 
placed.  The  reaction  appears  during  the  first 
twenty-four  hours,  may  not  attain  a maximum  for 
forty-eight  hours  after  the  vaccination  and  then 
rapidly  fades.  Since  vaccine  germs  are  only 
smallpox  germs  modified  by  growing  on  calves 
or  rabbits,  this  reaction  of  immunity  is  the  same 
if  smallpox  material  be  used  for  the  test. 

Lest  some  question  the  importance  of  smallpox 
to  us  in  this  day  and  generation,  let  me  say  that 
of  the  last  freshman  class  of  over  1,700  students 
at  the  University  of  California  6 per  cent,  gave 
a history  of  smallpox  and  16  per  cent,  had  never 
been  vaccinated  successfully.  This  shows  that 
smallpox  is  not  confined  to  the  ignorant  and  dirty 
portions  of  society.  We  often  hear  that  smallpox 
is  growing  less  because  of  improved  sanitation, 
yet  there  were  906  cases  reported  to  the  Califor- 
nia State  Board  of  Health  during  the  year  ending 
June  30,  1914.  Of  this  number,  554,  or  60  per 
cent.,  had  never  been  vaccinated,  265,  or  30  pet 
cent.,  had  doubtful  vaccination  histories,  60,  or 
7 per  cent.,  had  been  vaccinated  over  seven 
years  before  the  attack,  and  27,  or  3 per  cent., 
had  been  vaccinated  at  some  time  within  the  pre- 
vious seven  years.  This  shows  that  there  is  no 
particular  charm  in  the  number  seven  as  a meas- 
ure of  the  years  of  immunity.  On  the  other 
hand,  I have  seen  the  reaction  of  immunity  in  a 
person  vaccinated  over  twenty  years  before  the 
application  of  the  test. 

We  should  not  recognize  vaccination  failures. 
A fresh  virus,  which  has  been  kept  on  ice  in  the 
vaccine  establishment,  has  been  shipped  in  a ther- 
mos bottle  when  necessary  to  transport  it,  and 
has  again  been  stored  in  the  ice  box  until  needed, 
should  give  100  per  cent,  of  successful  vaccina- 
tions in  persons  never  previously  vaccinated. 
Many  students  enter  the  university  with  certifi- 
cates of  immunity  based  on  several  unsuccessful 
attempts  to  produce  vaccinia.  In  the  absence  of 
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1.  equipment  lor  antnor s method  of  vaccination. 

2.  The  chisel  used  for  scarification  has  a carbon  steel  point 
and  will  not  lose  its  edge  when  flamed. 

3.  The  scarification  is  made  by  a quick  rotation  of  the  edge 
of  the  chisel  against  tightly  drawn  skin.  A small  circle  of 
epidermis,  2 mm.  in  diameter,  is  thus  removed. 

4.  Practically  all  the  evil  results  of  vaccination  can  be 
traced  to  this  type  of  cross  scarification.  It  is  forbidden  by 
law  in  several  European  countries  and  should  be  in  this  country. 

5.  The  vaccine  virus  is  rubbed  in  with  the  flat  of  the  scari- 
fying chisel.  It  can  then  be  covered  without  waiting  for  the 
virus  to  dry 


6.  Improper  vaccination  dressing.  The  shield  invariably 
lets  as  a cupping  glass. 

7.  Dressing  of  gauze  and  four  adhesive  tapes,  one  of  which 
is  stamped  with  the  date  for  return. 

8.  Vaccinia,  sixth  day,  no  previous  take.  Typical  large 
vesicles  with  small  areolae. 

9.  Vaccinia,  eleventh  day,  no  previous  take. 

10.  Vaccinia,  completed  scar. 

11.  Vaccinoid,  sixth  day.  Old  scar,  twenty  years  of  age. 
Compare  with  sixth  day  vaccinia. 

12.  The  ordinary  type  of  vaccination  scar. 
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a scar  these  students  are  given  the  immunity  test 
and  it  is  surprising  how  many  fail  to  show  im- 
munity and  give  a primary  vaccinia.  One  is 
tempted  to  believe  that  many  physicians  are  not 
familiar  with  the  various  though  singularly  con- 
stant manifestations  of  normal  vaccinia. 

We  produced  vaccinia  vesicles  last  year  on  197 
persons  out  of  200  who  gave  a history  of  one  or 
more  vaccinations  but  showed  no  scar.  The  re- 
maining three  of  the  200  gave  the  reaction  of 
immunity,  two  declaring  that  they  once  had  scars 
which  had  since  faded,  and  the  other  giving  a his- 
tory of  seven  attempts  to  vaccinate  successfully. 
This  shows  that  it  is  possible  to  vaccinate  a num- 
ber of  times  with  inert  virus  and  finally  render 
the  person  immune  without  producing  a scar ; 
and  it  is  also  possible  for  the  immunity  to  outlive 
the  scar.  Such  cases  should  show  the  reaction 
of  immunity.  I have  never  seen  natural  immu- 
nity to  vaccinia.  Failure  to  produce  a successful 
vaccination  in  a previously  unvaccinated  person 
who  has  not  had  smallpox  means  only  one  thing 
- — inert  virus. 

Observations  over  several  years  on  person?  who 
have  been  vaccinated  just  before  entering  the  uni- 
versity as  well  as  the  experience  of  some  2,000 
carefully  recorded  vaccinations  have  led  to  the 
formation  of  the  following  rules  which  I take 
the  liberty  of  calling: 

VACCINATION  DONATS. 

1.  Don’t  vaccinate  with  a tube  of  virus  or- 
dered by  telephone  from  the  nearest  drug  store, 
unless  you  know  that  the  druggist  keeps  his  stock 
of  biologic  products  on  ice  and  is  careful  to  re- 
new them  within  the  expiration  dates  stamped  on 
the  packages. 

2.  Don’t  cross  scarify  the  arm.  The  vaccine 

colony  has  to  grow  outside  the  scab.  A large 

scab  tends  to  produce  a slough  and  a deep  pit 
in  the  arm.  It  is  forbidden  by  law  in  Germany. 
Use  a needle  making  two  single  scratches  about 
three  quarters  of  an  inch  long  and  one  inch  apart, 
or  better  still  use  a small  chisel  with  a rotary 
motion,  removing  three  small  circles  of  epidermis 
about  one-eighth  inch  in  diameter  each. 

3.  Don’t  remove  too  much  epidermis.  Large 
scabs  favor  tetanus.  Many  doctors  think  that  the 
amount  of  vaccine  used  has  something  to  do  with 
the  protection.  This  is  incorrect.  A very  small 
colony  of  vaccine  germs  planted  on  the  skin  will 


multiply  until  the  growth  is  checked  by  the  anti- 
bodies. A single  cubic  centimeter  of  vaccine  virus 
is  enough  for  250  vaccinations. 

4.  Don’t  vaccinate  on  the  leg.  The  small 
scars  do  not  disfigure  the  arm;  the  leg  is  exposed 
to  injury,  bears  the  weight  of  the  body  and  in 
babies  is  difficult  to  keep  clean. 

5.  Don’t  use  shields  or  bunion  plasters  to 
cover  the  vaccination.  The  shield  causes  the  arm 
to  swell  and  aggravates  the  soreness.  Bunion 
plasters  and  wads  of  cotton  are  just  as  harmful. 
The  best  dressing  is  a plain  square  of  gauze  held 
in  place  by  four  strips  of  adhesive  tape.  Write  the 
date  for  return  on  one  of  the  tape  strips. 

6.  Don’t  tell  the  patient  that  the  headache  and 
slight  fever  following  the  vaccination  are  due  to 
varioloid.  Varioloid  may  follow  vaccination  in 
point  of  time,  but  only  when  the  immunity  has 
expired  which  usually  means  from  ten  to  twenty 
years. 

7.  Don’t  put  salves  on  the  vaccinated  area. 
On  the  ninth  day  a gauze  bandage  may  be  placed 
around  the  arm  and  kept  moist  with  50  per  cent, 
alcohol  in  order  to  relieve  the  soreness.  After  the 
tenth  day  use  a simple  dusting  powder  until  the 
scab  separates.  Apply  tincture  of  iodine  to  the 
fresh  scar. 

8.  Don’t  issue  a certificate  that  you  have  used 
due  diligence  and  cannot  secure  a successful  vac- 
cination. If  you  think  that  the  person  ought  to 
be  immune,  look  for  the  immunity  reaction  with- 
in twenty-four  hours  after  the  vaccination.  If 
you  think  the  person  is  not  immune  use  fresh 
virus.  Something  has  to  happen. 

9.  Don’t  forget  that  the  reaction  of  immunity 
is  a sign  of  successful  vaccination.  Evidence  of 
immunity  is  all  that  we  are  striving  for  and  a 
sore  arm  is  not  necessary  to  prove  it. 

10.  Don’t  forget  that  inert  virus  may  contain 
the  necessary  proteins  to  give  the  reaction  of  im- 
munity. If  you  doubt  the  virus  try  it  on  a pre- 
viously unvaccinated  person. 

11.  Don’t  forget  that  vaccine  virus  is  thor- 
oughly tested  before  it  leaves  the  vaccine  estab- 
lishment. If  it  fails  in  previously  unvaccinated 
persons,  do  not  blame  the  manufacturer  until  you 
have  investigated  the  conditions  surrounding  the 
virus  after  it  left  the  establishment  where  it  was 
produced. 
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ENTEROSPASM  CAUSING  INTESTINAL 
OBSTRUCTION,  WITH  REPORT 
OF  CASE  A 

By  A.  Aldridge  Matthews,  M.  D., 

SPOKANE,  WASH. 

This  is  a condition  of  interest  on  account  of  its 
great  rarity  and  the  uncertainty  of  making  a posi- 
tive diagnosis  without  exploring  the  abdomen.  I 
have  nothing  original  to  add  to  what  is  already 
known  but  have  abstracted  the  recent  literature 
on  the  subject  which  is  at  my  command,  and  from 
this  have  drawn  my  conclusions.  Hence  I feel 
justified  in  reporting  this  case  that  has  recently 
come  under  my  observation. 

M.  S.,  school  child,  female,  age  9 years.  Fam- 
ily history  negative.  Mother  claims  child  had 
measles,  whooping-cough,  scarlet  and  typhoid 
fever.  On  Saturday  child  complained  of  consid- 
erable headache  and  was  rather  indisposed,  but 
condition  was  not  thought  to  be  of  any  conse- 
quence. The  following  Monday  she  began  to 
vomit;  bowels  moved  at  4 p.  m.  that  day.  Was 
seen  by  family  physician,  who  ordered  broken 
doses  of  calomel  to  be  followed  by  salts;  this  was 
done  without  benefit.  On  Tuesday  the  mother 
gave  an  enema  but  could  get  no  result ; child  was 
having  paroxysmal  cramps  that  would  come  fre- 
quently, causing  her  to  moan  and  draw  up  her 
knees.  She  was  seen  again  by  her  family  physician 
on  Wednesday  morning,  who  advised  consultation. 

I saw  the  child  on  Wednesday  evening  and  found 
the  following  conditions:  Leucocyte  count  10,- 

000,  pulse  118,  respiration  24,  temperature  97°. 
The  expression  indicated  exhaustion.  The  only 
physical  findings  of  any  consequence  was  that  the 
abdomen  was  retracted  rather  than  distended ; 
there  was  a point  of  slight  tenderness  just  below 
the  navel,  a little  to  the  right.  The  pain  was 
cramp-like  in  character  and  was  referred  to  the 
center  of  the  abdomen.  She  would  draw  up  her 
legs  and  squirm  about  while  the  pain  lasted.  I 
could  not  detect  gurgling  or  rumbling  in  the  ab- 
domen by  auscultation.  The  child  was  trans- 
ferred to  the  hospital  and  an  enema  given  at  once, 
a little  gas  being  expelled.  I made  a tentative 
diagnosis  of  intestinal  obstruction  (partial)  due 
to  some  unknown  cause,  and  was  prepared  to  do  a 
laparotomy,  but  after  the  passing  of  the  gas  I 
determined  to  wait  until  morning,  and  the  fol- 
lowing orders  were  given  and  carried  out: 

Atropin  sulphate,  gr.  1-200,  hypodermically 
every  two  hours  for  three  doses;  then  every  four 
hours;  high  enema  at  once  and  repeat  the  same  if 
not  effectual  in  six  hours.  Water  by  mouth:  note 
if  child  has  pain  ; if  she  vomits,  the  character  and 
how  often.  No  water  after  b a.  m.  if  bowels  do 
not  move  but,  if  they  do,  allow  the  child  all  the 

♦Read  before  the  Twenty-sixth  Annual  Meeting  of  Washington 
State  Medical  Association,  Tacoma,  Wash.,  July  21-23,  1915. 
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water  she  wants ; hot  fomentations  to  abdomen. 

The  next  morning  I found  the  child  in  about 
the  same  condition  as  the  night  before.  Respira- 
tion and  pulse  were  the  same  but  temperature  had 
gone  up  to  99.8°.  As  nothing  had  been  gained 
by  the  night’s  waiting,  the  fear  of  some  obstruct- 
ive condition  existing  that  might  be  remedied 
surgically,  I deemed  it  proper  to  explore  the  ab- 
domen. At  8 a.  m.  I made  a mid-line  incision 
just  below  the  navel  and  found  about  four  inches 
of  the  ileum  contracted  to  the  size  of  my  little 
finger.  The  oral  part  of  the  bowel  was  distended 
to  the  diameter  of  an  inch  and  a half,  the  collapsed 
part  beginning  as  abruptly  as  though  a ligature 
tied  it  at  that  point.  The  affected  bowel  extended 
to  wfithin  an  inch  of  the  cecum;  from  that  on  it 
was  empty  but  normal.  Moderate  pressure  forced 
the  gas  into  the  collapsed  bowel,  distending  it  to 
a slight  degree  along  its  entire  length,  intestines 
were  replaced,  abdomen  sewed  up,  atropin  con- 
tinued hypodermically,  also  giving  small  doses 
of  strychnin  and  heroin.  The  child’s  condition 
gradually  weakened  and  she  died  about  5 that 
afternoon.  No  autopsy  was  made. 

Heidenhain4  was  the  first,  in  1897,  to  direct  at- 
tention to  enterospasm,  reporting  three  from  per- 
sonal observation  and  others  from  foreign  litera- 
ture. In  1899  Schloffer  reported  a case  of  spastic 
intestinal  obstruction  in  hysteria.  In  1903  Pan- 
kow  reported  a postoperative  spastic  ileus  from 
Kronig’s  Clinic.  Murphy7,  in  1896,  reported  one 
case  due  to  lead  poisoning.  Robert  Rhinne8  states 
that  Boas  admits  the  rare  occurrence  of  a primary 
enterospasm.  Nothnagel,  on  the  other  hand,  does 
not  admit  it  (that  is,  the  tetanic  contractile  form) 
as  a spastic  entity  but  as  an  intestinal  neurosis. 

Intestinal  obstruction  may  be  due  to  a mechan- 
ical closure  of  the  lumen  of  the  gut,  or  a paralysis 
of  peristalsis  may  occur,  for  instance,  in  perito- 
nitis and  produce  the  same  clinical  symptoms. 
Recently  it  has  been  demonstrated  that  increased 
action  of  the  intestinal  musculature  may  cause  te- 
tanic spasm  along  the  entire  bowel  or  a circum- 
scribed area  may  give  rise  to  the  same  symptoms. 

When  the  symptoms  are  not  acute,  that  is,  when 
the  obstruction  is  not  complete,  there  may,  especial- 
ly in  hysteria,  be  present  a chronic  obstipation  due 
to  spasm,  which  is  designated  “obstipatio  spas- 
modica.”  In  hysteria  one  may  often  palpate  the 
sigmoid  flexure  which  presents  itself  as  a con- 
tracted cord.  Such  patients  frequently  complain 
of  pain  in  the  appendical  region,  when  positive 
signs  of  appendicitis  do  not  exist.  One  should  be 
warned  about  removing  the  appendix,  as  the  re- 
moval of  this  organ  does  not  remedy  the  symptoms. 


September,  1915. 


ENTEROSPASM MATTH  EWS 


283 


The  surgeon  is  especially  interested  in  entero- 
spasm.  The  positive  proof  that,  in  a case  of  intes- 
tinal obstruction,  a mechanical  ileus  does  not  exist 
is  brought  out  only  by  exclusion,  either  by  an  op- 
eration or  an  autopsy.  In  the  latter  the  spasm  may 
no  longer  be  demonstrable.  For  this  reason  it  has 
not  been  possible  to  always  demonstrate  the  spasm 
as  cause  of  an  acute  ileus.  Thus  far  twenty-one 
cases  have  been  demonstrated  at  operation  or  at 
autopsy,  so  that  there  exists  no  doubt  as  to  the 
existence  of  such  a clinical  entity. 

At  operation  upon  these  cases  we  find  a typical 
picture.  After  opening  the  peritoneum  a circum- 
scribed spasm  of  a portion  of  the  bowel  is  ob- 
served, contracted  probably  to  the  thickness  of  a 
finger.  The  borders  or  marginal  areas  of  the  con- 
tracted portion  of  the  bowel,  according  to  the 
time  of  the  operation,  are  normal  or  filled  with 
gas  above.  The  contracted  areas  are  always  sharp- 
ly demarcated  both  orally  and  aborally.  While 
in  some  instances  the  spasm  disappears  complete- 
ly during  manipulation,  it  remains  unchanged  in 
others. 

In  Wemmer’s16  review  of  the  literature  on 
spasmodic  ileus,  he  mentions  three  cases  by  Schlof- 
fer,  one  each  by  Koerte,  Nordmann,  Lindner  and 
Murphy.  He  also  says  that  a spastic  occlusion  of 
the  bowel  may  be  caused  by  foreign  bodies,  as  the 
spontaneous  evacuation  of  gallstones,  shown  by 
Koerte  and  Israel,  where  in  one  case  a portion 
of  the  sigmoid  flexure  had  contracted  so  firmly 
around  a gallstone  as  to  cause  an  acute  intestinal 
obstruction.  As  the  stone  was  much  smaller  than 
the  lumen  of  the  bowel,  simple  mechanical  obstruc- 
tion was  excluded.  Heidenhain  reported  a case 
where  an  ascaris  caused  spastic  ileus. 

Barth  reported  a similar  case  in  1908,  a tape- 
worm being  the  cause.  He  had  done  a colporrha- 
phy,  and  five  days  later  spasmodic  ileus  occurred 
which  was  proved  by  laparotomy.  The  patient 
died,  the  only  probable  cause  for  the  enterospasm 
being  the  presence  of  a tapeworm.  Kuester  dem- 
onstrated in  another  case  that  intestinal  worms 
were  the  direct  cause  of  a spasmodic  ileus  by 
pushing  the  ascaris  from  one  part  of  the  bowel 
to  another ; wherever  the  worms  were  pushed, 
there  followed  a spastic  contraction  of  the  gut 
and  the  spasm  disappeared  from  the  former  loca- 
tion. 

Cases  have  been  reported  also  where  no  cause 
could  be  discovered,  v.  Brunn  reported  such  a 
case,  and  Kuester  also  reported  an  inexplicable 


case  of  enterospasm  in  the  form  of  a local  ring, 
which,  however,  disappeared  permanently  after 
operation.  Neupert  also  noted  a case  in  a young 
male  without  hysterical  or  other  nervous  symp- 
toms, where  the  origin  of  the  spasm  remained  ob- 
scure. 

At  the  Surgical  Congress,  in  1908,  Bunge  re- 
ported two  cases  following  gynecologic  operations. 
Heidenhain  reports  one  after  extirpation  of  can- 
cerous uterus  by  laparotomy.  Barth  observed  one 
after  radical  operation  for  an  irreducible  hernia. 
Koerte  reports  two  following  gastroenterostomy 
for  ulcer  of  the  stomach  and  a third  after  opera- 
tion for  ruptured  tubal  pregnancy.  Marquard  ob- 
served one  following  nephrotomy  for  suppuration 
of  the  renal  pelvis.  Pankow  also  reported  a spastic 
ileus  following  extirpation  of  a myomatous  uterus 
by  laparotomy.  In  all  these  cases  above  mentioned 
the  operation  confirmed  absolutely  the  presence 
of  spastic  ileus. 

Conclusions  from  the  study  of  the  material  at 
hand  show  the  following  etiologic  factors  come 
into  consideration. 

1.  Spastic  condition,  caused  by  external  agents 
acting  on  the  bowel.  These  may  be  induced  by 
dull  injuries  to  the  abdomen  (abdominal  contu- 
sions), overexertion  of  the  abdominal  musculature, 
and  by  injury  to  the  gut  during  operations  (post- 
operative spastic  ileus).  The  bowel  contracts  on 
a mechanical  irritation  of  the  serosa,  as  is  noted 
at  operations  on  strangulated  hernias.  This  fact 
is  taken  advantage  of  in  ascertaining  the  viability 
of  the  affected  bowel. 

In  this  explanation  of  postoperative  ileus  we 
have  to  consider  first  of  all  mechanical  irritation 
of  the  gut  during  operation  and  an  irritation  or 
injury  to  intestinal  nerves  in  the  retroperitoneal 
tissue.  If  this  were  a common  cause,  spastic  ileus 
would  occur  much  more  frequently  when  we  con- 
sider the  thousands  of  laparotomies  done.  There- 
fore, we  have  to  content  ourselves  at  present  with 
the  assumption  that  it  is  due  to  a reflex  influence. 

Payr  presumes  that  one  or  the  other  of  the  post- 
operative intestinal  obstructions  may  rest  on  em- 
bolic changes  in  the  omentum  or  mesenteric  ves- 
sels. He  made  experiments  on  animals,  producing 
artificial  embolism  in  an  omental  or  mesenteric 
vein,  and  saw  that  the  stomach  or  the  bowel 
showed  promptly  a maximal  contraction  that 
sometimes  continued  for  a considerable  period. 

2.  Causes  arising  from  within  the  bowel.  This 
irritation  may  be  due  to  foreign  bodies  within  the 
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lumen  of  the  gut  (gallstones,  worms),  further  by 
irritation  of  the  bowel  content  on  the  nerves  of 
the  mucosa  in  ulceration  of  the  bowel,  and  finally 
by  irritation  of  the  intestinal  mucosa  by  abnormal 
displacement  (Zersetzung)  of  the  bowel  itself. 

3.  Through  nervous  causes  (hysteria,  neuras- 
thenia) . 

As  regards  etiology  very  little  is  known  at  pres- 
ent. Since  the  enterospasm  can  occur  only  by 
simultaneous  contraction  of  the  longitudinal  and 
circular  musculature  of  the  bowel,  one  must  as- 
sume that  for  some  reason  the  stimulant  and  in- 
hibitive  impulses  which  control  normal  peristalsis 
are  interfered  with,  either  by  a loss  of  the  inhibi- 
tive  power  or  by  excess  of  the  acceleratory. 

In  hysteric  and  neurasthenic  cases  we  must  as- 
sume that  the  nervous  cause  of  the  basal  affliction 
is  also  the  cause  of  the  functional  disturbance  of 
the  intestinal  activity  through  its  innervation  pro- 
cesses. Nothing  definite  is  known,  however. 

4.  Spastic  conditions  of  unknowm  etiology. 
To  this  class  my  case  belongs.  In  a certain  num- 
ber of  these  embolic  causes  must  be  thought  of. 

In  the  future,  spontaneous  cases  of  spasmodic 
ileus  occurring  in  apparently  healthy  individuals 
may  be  traced  to  some  disease  or  involvement  of 
the  sympathetic  system.  That  the  sympathetic 
nerve  centers  may  be  involved  is  shown  by  Mur- 
phy’s case  of  lead  colic. 

Diagnosis.  How  can  we  differentiate  between 
spastic  and  mechanical  ileus?  This  is  of  special 
importance  for  the  reason  that  the  treatment  in 
enterospasm  is  medicinal,  such  as  enemas,  opium, 
atropin,  gastric  lavage  and  hot  fomentations,  while 
we  know  that  in  mechanical  ileus  these  should  be 
strictly  avoided,  as  they  relieve  the  subjective 
symptoms  for  a while  but  blur  the  clinical  pic- 
ture and  may  cause  the  postponement  of  the  only 
remedial  measure,  operation. 

In  the  presence  of  a nervous  disease,  especially 
hysteria,  the  diagnosis  of  spasmodic  ileus  may  be 
made  with  fair  accuracy.  When  the  general  con- 
dition is  good  and  not  in  accord  with  the  severe 
symptoms,  one  will  be  more  likely  to  suspect  spas- 
modic ileus  as  a purely  nervous  affection.  Should 
the  nervous  symptoms  not  manifest  themselves,  it 
would  be  difficult  to  differentiate  spasmodic  from 
obturation  ileus,  invagination,  volvulus  or  a slight 
kinking.  Differential  diagnosis  would  be  impos- 
sible when  no  signs  of  any  nervous  disease  are 
present  and  when  the  severe  complications  of  long 
continued  intestinal  obstruction  exist. 
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I consider  it  more  important  to  err  on  the  side 
of  doing  one  laparotomy  too  many  than  fail  to  do 
one  and  find  at  autopsy  that  it  might  have  been 
successful  had  it  been  resorted  to.  The  operation 
usually  does  no  harm.  One  must  not  forget  that 
a hysteric  may  become  affected  by  ileus  of  some 
other  type,  in  which  nothing  but  an  operation  will 
prove  effective. 

In  the  majority  of  instances  the  clinical  picture 
of  spastic  ileus  is  not  so  stormy  as  that  of  mechan- 
ical ileus.  The  pain  is  just  as  severe  but  the  symp- 
toms of  occlusion  are  not  so  marked  from  the  first. 
A disappearance  and  recurrence  of  the  spasm  give 
rise  to  intermittent  symptoms  of  ileus.  When  such 
a condition  is  present,  one  must  of  course  be  re- 
minded that  the  intestinal  obstruction  is  probably 
functional.  If,  however,  regression  of  obstruc- 
tion does  not  occur  in  a short  time,  there  naturally 
follows  a distention  of  the  portion  of  the  bowel 
above  the  spasm  and  there  appear  all  the  signs  of 
complete  obstruction  which  cannot  be  differen- 
tiated from  an  intestinal  occlusion  of  any  other 
genesis,  and  which  may  terminate  fatally.  The 
suspicion  of  spastic  ileus  is  emphasized  when  it 
occurs  in  persons  with  hysterical  stigmata. 

The  treatment  of  acute  enterospasm  should  con- 
sist of  repeated  doses  of  morphin  and  atropin, 
along  with  enemas  and  gastric  lavage.  If  the  con- 
dition does  not  improve  and  the  symptoms  become 
marked,  although  the  constitutional  condition  may 
be  good,  I think  it  advisable  to  resort  to  lapar- 
otomy. Prognosis  is  most  favorable  in  the  nervous 
form  of  spastic  ileus.  Operation  is  done  for  the 
purpose  of  excluding  mechanical  ileus  and  removal 
of  gas  or  feces  in  some  cases. 

Operations  in  cases  of  hysteric  ileus  has  little 
or  no  effect,  just  as  in  cases  of  hysteric  epityphilitis, 
One  would  think  that  the  psychologic  effect  would 
be  of  value  but  this  is  not  the  case.  On  the  other 
hand,  ileus  attacks  recur  frequently  and  there  are 
reported  in  literature  cases  where  three  and  four 
laparotomies  were  done  without  benefit  and  with 
negative  findings  at  operation. 

Purgatives  are  contraindicated  in  this  form  of 
obstruction,  just  as  much  as  in  obstruction  due  to 
other  causes,  as  they  increase  the  already  excessive 
intestinal  contractions  and  aggravate  the  disease. 
This  gradually  increased  involvement  occurs  so 
regularly  in  chronic  ileus,  that  the  careful  admin- 
istration of  purgatives  has  been  recommended  for 
diagnostic  purposes,  a measure,  which,  however, 
I consider  not  advisable. 
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What  will  the  surgeon  do  when  on  laparotomy 
he  finds  an  enterospasm  with  intestinal  occlusion? 
Sometimes  the  abdomen  may  be  closed,  as  the 
spasm  has  been  observed  in  several  cases,  to  dis- 
appear upon  manipulation.  Prevention  of  recur- 
rence may  then  be  effected  by  the  measures  out- 
lined above  and  these  remedies  may  then  be  em- 
ployed with  perfect  tranquility,  since  mechanical 
ileus  has  been  excluded  by  operation.  In  advanced 
cases,  however,  especially  when  severe  clinical 
symptoms  point  to  marked  distention  of  the  bowel 
above  the  spasm,  nothing  else  is  left  to  do  but  to 
establish  a fecal  or  intestinal  fistula  above  it.  By 
this  measure  quite  severe  cases  have  been  saved. 
A resection  of  the  collapsed  bowel  should  also  be 
considered  under  favorable  conditions. 
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EMERGENCY  GASTROENTEROSTO- 
MIES IN  GENERAL  PRACTICE* 

By  C.  N.  Suttner,  M.  D. 

WALLA  WALLA,  WASH. 

Certain  grave  gastric  conditions  of  the  upper 
abdomen  require  urgent  surgical  attention.  These 
are,  first,  ulcer  perforation,  either  gastric  or  duo- 
denal; second,  ulcer  hemorrhage  of  stomach  or 
duodenum.  Here  emphatically  correct  diagnosis 
and  prompt  action  are  life  saving.  While  no 
diagnostic  aids  such  as  roentgenography,  etc.,  are 
usually  available,  yet  the  clinical  picture  is  usually 
sufficiently  graphic  to  determine  correct  interpre- 
tation, if  seen  early  and  not  blotted  out  by  the 
injudicious  use  of  morphin. 

Gastric  hemorrhage  when  recurrent  and  pro- 
fuse is  of  imminent  danger.  Yet  it  is  difficult  to 
say  with  exactitude  when  to  operate  in  ulcer 
hemorhage.  The  clinical  picture  is  of  large  quan- 
tities of  bright  red  blood,  miserable  pulse,  cold  ex- 
tremities, pallid,  anxious  countenance,  the  epigas- 
tric region  painful  and  rigid  and,  regardless  of  sa- 
line transfusion,  but  slight  reaction.  On  the  con- 
trary, more  bloody  vomitus  and  perhaps  tarry  evac- 
uations confront  the  surgeon  with  the  alternative 
either  of  watchful  waiting,  akin  to  moral  cow- 
ardice, or  performing  a vivisection. 

All  authorities  agree  as  to  the  high  postopera- 
tive mortality  in  these  cases,  the  difficulty  of  lo- 
cating the  ulcer  and,  after  locating  same,  the  in- 
accessibility of  the  ulcer.  In  four  cases  of  gastric 
hemorrhage,  with  which  I interferred  surgically, 
three  recovered,  one  died. 

While  but  four  cases  are  of  little  significance 
to  establish  mortality  statistics  thereby,  yet  the 
management  pursued  might  have  some  bearing  as 
to  the  result. 

Case  1.  Mr.  H,  age  45.  Gastric  hemorrhages 
intermittently  during  four  years.  Suddenly,  after 
a moderate  alcoholic  debauch,  was  seized  by  vio- 
lent hematemesis.  A rapid  succession  of  the  symp- 
toms of  hemorrhage,  with  the  evidence  of  speedy 
dissolution,  suggested  arteriovenous  transfusion,  his 
brother  being  donor.  An  immediate  improvement 
enticed  me  to  venture  more. 

Upon  opening  the  abdomen  an  ulcer  of  medium 
size  situated  in  anterior  gastric  wall  near  pylorus 
was  found.  This  ulcer  was  chronic.  It  was  ex- 
cised and  sutured  so  as  not  to  narrow  the  pylorus. 
No  gastroenterostomy  was  performed  for  the  rea- 
son that,  first,  the  ulcer  could  be  totally  excised ; 
second,  the  bleeding  was  in  this  chronic  ulcer  area; 
third,  the  decided  brevity  of  operation  versus  the 
problematic  sacrifice  of  time  in  doing  a gastroje- 

*Read  before  the  Twenty-sixth  Annual  Meeting  of  Washington 
State  Medical  Association,  Tacoma,  Wash.,  July  21-23,  1915. 
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junostomy.  He  made  a splendid  recovery.  Hema- 
temesis  in  this  case  was  of  more  persuasive  force 
to  submit  to  operation  than  the  findings  of  a score 
of  clinicians. 

As  fatal  hemorrhages  in  chronic  gastric  ulcer 
occur  in  4 out  of  65  cases,  it  is  questionable 
whether  we  really  accomplished  anything.  Further- 
more, this  bleeding  was  not  from  a splenic  vessel 
which  gives  55  per  cent,  of  the  fatal  cases. 

The  second  case  of  gastric  hemorrhage,  that 
of  Mr.  E.,  age  39,  O.-W,  R.  R.  engineer,  my 
fatal  case,  is  hereby  a matter  of  record.  Severe 
hemorrhages  lasting  intermittently  for  a period 
of  three  weeks. 

He  was  operated  on  for  chronic  gastric  ulcer  of 
the  pre-pyloric  and  obstructive  type,  severe  hema- 
temesis  being  the  reason.  Eight  hours  after  opera- 
tion the  vomitus  of  arterial  blood  set  in  and  in- 
creased in  such  violence  that  he  was  reopened,  su- 
tures of  gastrojejunostomy  removed  and  no  evi- 
dence of  bleeder  located.  Inspection  of  ulcer  re- 
vealed the  bleeder  which  was  ligated  by  passing 
suture  into  gastric  wall  about  the  ulcer,  then  in- 
vagination by  Lembert  suture.  Murphy’s  button 
was  employed  at  gastrojejunostomy  opening  to  ex- 
pedite matters  but  patient  succumbed  eighteen 
hours  thereafter. 

Case  3.  Gastric  hemorrhage,  Mr.  P.,  age  46. 
Gave  the  usual  ulcer  history  extending  over  a 
period  of  seven  years.  In  this  case  hematemesis 
evidenced  its  arterial  origin  and  demonstrated  the 
inevitable  result  if  left  to  itself. 

A chronic  ulcer  of  the  prepyloric  type  was  ex- 
cised. Gastrorrhagia  came  from  a branch  of  the 
pyloric  artery.  The  diamond-shaped  excision- 
opening was  sutured  in  straight  line  from  lesser 
to  greater  curvature  to  prevent  narrowing  of  the 
pyloric  lumen.  The  man  made  an  excellent  re- 
covery. 

Case  4.  Duodenal  hemorrhage.  Had  the  usual 
variable  treatments  for  gallstones,  appendicitis  and 
dyspepsia,  covering  a period  of  eight  years.  One 
man  would  diagnose  appendicitis  owing  to  perio- 
dicity, the  other  gallstones  because  of  icterus,  etc. 

On  the  night  of  Oct.  8,  1907,  he  was  seized 
with  excruciating  pain  over  gallbladder,  radiating 
downward  on  right  side,  cold,  clammy  perspira- 
tion, increased  shock  followed  by  copious  tarry 
stools  of  a musty  odor,  which  became  shortly  a 
bright  red.  Taken  to  hospital  and  arterio-venous 
tranfusion  given,  his  wife  acting  as  donor. 

On  opening  abdomen  an  ulcer  of  duodenum 
was  found  two  inches  from  pyloric  muscle,  upon 
anterior  surface  of  duodenum.  Its  blood  supply 
was  ligated,  invaginated  and  Lembertized.  There- 
after a gastroenterostomy  was  performed.  He  still 
lives  to  tell  the  tale. 

While  these  few  cases  of  hemorrhage  came  as 
emergency  cases,  their  history  of  ulcer  was  suffi- 
ciently definite,  had  a correct  interpretation  been 
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made.  While  driven  to  an  operation  which  was 
warrantable  at  any  time  and  would  have  been 
attended  by  less  risk  if  done  at  the  proper  time, 
yet  some  people  yield  only  to  argumentum  ad 
hominem.  Ulcer  perforations,  hemorrhages  and 
obstruction  as  complications  rather  than  a knowl- 
edge of  the  living  pathology  of  stomach  diseases 
is  the  rule  in  general  practice. 

Those  who,  in  busy  practice,  endeavor  to  pro- 
ceed carefully  and  scientifically  are  quickly  dis- 
carded, either  as  Ignoramuses  or  endeavoring  to 
fleece  the  lambs.  Hence  in  small  country  towns 
we  have  the  pathologic  end-results  of  gastric  dis- 
ease and  cannot,  except  in  rare  instances  where  or- 
ganized staffs  exist,  succeed  to  obtain  early  diag- 
noses. 

The  proportion  of  recoveries  in  hemorrhages  has 
a direct  relation  of  recoveries  to  the  earlier  time  of 
operation,  just  as  in  perforation.  Only  it  is  more 
difficult  to  determine  the  status  of  a case  in  hemor- 
rhage than  in  perforation. 

Cases  of  gastric  ulcer  complicating  typhoid  or 
typhoid  gastric  ulcer  are  rare.  Osier  mentions 
three  cases  of  typhoid  gastric  ulcer  diagnosticated 
as  such.  To  these  I wish  to  add  another  perhaps 
authentic  case. 

Mr.  Cecil  Tribou  was  taken  with  typhoid  fever 
about  June  3,  1914.  A Widal,  made  by  Dr.  O. 
J.  West,  on  the  tenth  day  confirmed  the  diagnosis, 
on  the  seventeenth  day  of  the  disease  he  was  seized 
with  all  the  evidence  of  perforation.  Dr.  F.  M. 
Campbell  made  the  usual  examination.  To  con- 
firm his  findings  I had  Dr.  Walter  Ely  make  a 
roentgenogram.  This  located  the  ulcer  diverti- 
culum near  the  pylorus  in  the  lesser  curvature, 
protruding  like  a digit. 

Upon  immediate  operation  it  was  found  that 
only  a greatly  attenuated  serous  membrane  pre- 
vented perforation.  Suturing  and  Lembertizing 
narrowed  the  pyloric  lumen,  hence  gastrojejunos- 
tomy wras  performed.  He  made  a splendid  recov- 
ery though  his  typhoid  period  lasted  six  weeks,  the 
maximum  temperature  for  one  wTeek  being  105°. 

The  complete  clinical  record  of  this  case,  so 
carefully  kept  by  Miss  McNett,  his  trained  nurse, 
was  unfortunately  lost  in  the  fire  which  destroyed 
St.  Mary’s  Hospital.  This  boy  had  no  ulcer  or 
stomach  history  whatever  prior  to  his  typhoid 
seizure. 

Now  and  then  a mistake  in  diagnosis  occurs, 
even  in  our  well  organized  and  specialized  staffs. 
Such  is  illustrated  in  the  case  of  Mr.  J.  A. 
Kelly. 

Mr.  Kelly,  64  years  old,  two  years  ago  living 
near  Sioux  Falls,  S.  D.,  went  East  to  consult  cer- 
tain eminent  men  in  the  profession.  Though  he 
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gave  an  indigestion  period  covering  twenty  years, 
he  was  observed  for  but  one  week  of  watchful 
waiting,  during  which  time  only  one  roentgeno- 
gram of  his  stomach  was  taken.  He  had,  of  course, 
a test  breakfast  which  was  duly  pumped  out  and 
tested.  His  feces,  I believe,  were  also  examined. 

He  was  sent  home  with  the  calm  assurance  that 
it  was  nerves,  nervous  dyspepsia,  just  a plain  every- 
day neurasthenic.  He  was  advised  to  seek  a more 
salubrious  climate  than  that  of  South  Dakota  and, 
as  a matter  of  course,  selected  Walla  Walla.  Hav- 
ing lived  for  six  months  in  our  midst,  he  was 
seized  one  afternoon  with  an  ever-increasing 
stomach-ache  which  ended  with  a sudden  agonizing 
stab,  as  he  described  it.  Within  thirty  minutes 
after  this  attack  he  was  on  his  wray  to  St.  Mary’s 
Hospital  and  within  an  hour  he  was  operated  on. 

In  addition  to  the  usual  symptoms  of  gastric 
perforation,  I would  mention  the  accentuation  of 
“splint  belly.”  Both  recti  muscles  were  so  in- 
tensely rigid  it  required  a longer  incision  than  is 
customary.  Upon  delivering  the  stomach  the  per- 
foration was  found  anterior  to  and  one-half  inch 
from  pylorus  which  had  the  dimension  of  a lead 
pencil.  It  was  excised,  sutured  and  Lembertized. 
Thereafter  gastrojejunostomy  was  performed.  His 
postoperative  history  was  uneventful.  Instead  of 
normal  salt,  he  was  given  sugar  solution,  not  so 
much  for  reasons  of  feeding  but  for  the  fact  that 
the  catheter  specimen  of  urine  showed  albumin 
which,  owing  to  a prostatic  hypertrophy,  might 
be  aggravated  by  the  absorption  of  too  much 
sodium  chloride.  During  his  convalescence  more 
attention  had  to  be  given  bladder  lavage  than  the 
primary  trouble. 

Mr.  K.  has  had  no  recurrence  of  his  nervous 
dyspepsia.  His  son,  who  is  a physician  at  Sioux 
Falls,  S.  D.,  found  his  father  in  better  health  than 
he  had  been  for  a long  time.  Nineteen  months 
has  elapsed  since  the  perforation  occurred. 

I cite  the  above  case,  not  vaingloriously  nor  with 
a carping  critical  spirit.  But  I wish  to  emphasize 
that,  while  we  endeavor  to  obtain  exact  scientific 
data,  the  methods  of  which  are  often  but  too 
stereotyped  and  perfunctory,  we  ought  to  give 
more  attention  to  the  patient’s  side  of  the  history — • 
the  psychology  I would  say — than  the  absolutely 
dogmatic  and  infallible  interpretation  of  pathologic 
and  mechanical  findings. 

During  the  harvest  of  1913  I was  called  at 
1 P.  M.  two  miles  north  of  Low'den.  There  in 
a tent  I found  Mr.  H.  C.  Parker,  with  all  the 
symptoms  of  gastric  perforation.  The  seizure 
occurred  an  hour  after  his  noon  meal.  He  had 
worked  hard  all  morning  in  the  harvest  field. 
He  was  given  morphia  for  relief  in  order  to  take 
him  to  Walla  Walla  in  my  auto.  As  I could 
not  thereby  limit  his  suffering  I loaded  him  on  the 


back  seat  and  hauled  him  a distance  of  fourteen 
miles  to  St.  Mary’s  Hospital. 

Operation  revealed  a large  perforation  in  an- 
terior surface  of  the  stomach  of  pre-pyloric  type. 
It  was  sufficiently  large  to  permit  the  escape  of 
the  greater  part  of  his  noon  meal  which  consisted 
largely  of  ham  and  eggs,  biscuits  and  coffee. 

In  this  operation  I was  assisted  by  Dr.  H.  R. 
Keylor,  of  Walla  Walla.  Some  three  years  prior 
Mr.  P.  had  been  operated  on  for  appendicitis. 
At  site  of  old  incision  a postoperative  hernia  ex- 
isted, in  which  were  adherent  cecum  and  lower 
part  of  ascending  colon.  After  excision  of  ulcer, 
which  was  in  lesser  curvature  near  pylorus  and 
gastrojejunostomy  finished,  this  postoperative 
hernia  was  likewise  corrected. 

Drainage  was  established  from  lesser  curvature, 
stab  drainage  with  tube  from  right  renal  and  left 
inguinal  fossae.  I believe  this  drainage  was  re- 
sponsible for  the  happy  result.  Patient  left  hos- 
pital in  three  weeks  and  resumed  work  in  four 
weeks. 

Quite  frequently  gastric  perforation  occurs  in 
persons  who  have  been  previously  operated  on  for 
appendicitis.  In  the  past  surgeons  often  held  that 
the  unhappy  person  thus  operated  on  was  the  vic- 
tim of  an  error  in  diagnosis  and  the  incident  an 
error  in  locum  operandi.  Such  is  not  the  case, 
however.  There  is  a distinct  etiologic  relation 
between  acute  gastric  or  duodenal  ulcer  and  ap- 
pendicitis. Whether  or  not  the  digestion  and  nu- 
tritional disturbances  in  chronic  ulcer,  gastric  or 
duodenal,  cause  appendiceal  trouble,  or  whether 
this  infection  (ulcer)  is  of  ascending  metastical 
infectivity,  I wish  to  discuss  later  in  a paper.  Ros- 
toski,  of  Dresden,  as  well  as  Dieulafoy,  has  long 
held  the  primary  lesion  of  gastric  ulcer  to  be  ap- 
pendiceal in  nature,  metastasis  being  the  medium. 

In  conclusion,  it  may  be  stated  that  clamps  have 
been  abandoned  since  the  fatal  case  of  postoperative 
gastric  hemorrhage.  Since  then  the  patients  suffer 
less  pain,  have  less  shock  and  speedier  recoveries. 
By  suspending  your  operative  margins  with  strong 
silk  or  linen  sutures  like  guy  ropes,  greater  acces- 
sibility and  full  vision  of  possible  bleeders  is  ob- 
tained. 


BETZ  COMPANY  EXPANDS. 

Considerable  interest  has  been  aroused  in  pro- 
fessional and  trade  circles  by  the  rumor  of  changes 
in  the  personnel  of  the  Frank  S.  Betz  Co.,  of  Ham- 
mond, Indiana.  A coterie  of  business  men,  includ- 
ing many  high  in  the  financial  and  business  world, 
have  purchased  a large  interest  in  the  company; 
and  extensive  plans  are  being  formulated  for  the 
general  extension  of  the  business  in  every  branch. 
The  growth  of  the  company  is  an  illustration  of  the 
remarkable  success  that  can  be  achieved  by  a man 
of  untiring  energy  and  devotion  to  his  work. 
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INTRATRACHEAL  INSUFFLATION.* 
By  E.  S.  Jennings,  M.  D. 

SPOKANE,  WASH. 

Auer  and  Melzer  proved  that,  even  after  res- 
piration had  been  abolished  by  the  administration 
of  curare  the  ventilation  of  the  alveoli  of  the 
lungs  could  be  successfully  carried  out,  by  intro- 
ducing air  at  a given  positive  pressure,  through  a 
catheter  one-half  the  size  of  the  glottis,  directly 
to  the  bifurcation  of  the  trachea.  Their  animal 
experimentation  on  the  insufflation  of  air  led  to 
the  addition  of  ether  for  anesthesia. 

“Intratracheal  insufflation”  is  the  method  of 
anesthesia  introduced  and  so  named  by  Auer  and 
Melzer  in  1909.  The  method  consists  in  intro- 
ducing a catheter  through  the  mouth,  pharynx, 
larynx  and  trachea  down  to  the  bifurcation  of  the 
trachea,  and  through  this  catheter  passing,  under 
positive  pressure,  a mixture  of  ether  and  air. 

The  first  insufflation  apparatus  was  a very  crude 
affair.  It  consisted  simply  of  a foot  bellows,  some 
tubing,  a double-necked  Wolff  bottle,  a connec- 
tion, a manometer  and  an  introduction  catheter. 
The  first  practical  apparatus  for  intratracheal  in- 
sufflation in  the  human  wras  devised  by  Elsberg. 
Since  then,  Mueller1,  Shipway2,  Robinson3,  Jane- 
way4 and  numerous  others  have  devised  insuffla- 
tion machines  but  they  all  have  the  basic  principles 
of  the  original  Elsberg  and  are  simply  modifica- 
tions. 

The  machine  we  use  is  one  devised  by  Dr. 
Pere  Fiaschi,  of  Sydney,  Australia.  His  ideas 
were  brought  here  and  this  machine  constructed 
by  Dr.  J.  M.  Neff.  Dr.  Fiaschi  has  done  as  much 
as,  if  not  more  than,  any  other  surgeon  in  intra- 
tracheal and  intrathoracic  research.  We  regret 
that  the  great  bulk  of  his  work  has  been  published 
in  Australia  and  is  inaccessible  to  us. 

The  apparatus  used  by  us  (Fig.  1),  consists  of: 
( 1 ) A motor  which  is  detachable.  This  particu- 
lar motor  shown  in  the  cut  is  a direct  current 
motor,  but  can  be  quickly  and  easily  replaced  by 
an  alternating  motor  as  the  occasion  demands. 
We  have  both.  (2)  A Vernon  rotary  compressor 
which  is  speeded  up  to  700  revolutions  and  drives 
the  air  through  tubing  (3)  into  condenser  (4). 
This  condenser  is  simply  a hollow7  cylinder  with 
an  “L”  brass  tubing  inserted  in  its  middle.  The 
internal  limb  of  the  “L”  points  dowmw'ard  inside 
the  cylinder  and,  when  the  air  enters  the  condenser 

*Read  before  Spokane  County  Medical  Society,  Spokane, 
Wash.,  Dec.  10,  1914. 
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under  pressure,  the  air  expands  and  any  oil,  water, 
etc.,  drops  to  the  bottom.  (5)  Switch  which  con- 
trols the  current  to  the  motor  from  the  plug  in  the 
wall.  (6)  Cord  carrying  the  current  from  the 
plug  to  the  motor.  (7)  Rubber  tubing  carrying 
air  from  condenser  to  filter.  (8)  The  filter, 
which  is  a large  brass  tube  filled  with  cotton. 
Here  all  dust  particles,  etc.,  are  filtered  out.  (9) 
Hollow  brass  tubing,  closed  at  both  ends,  having 
numerous  openings  for  air  exits,  and  supported 
on  each  end  by  an  upright.  (10)  Control  or 
blow7-off  valve  by  wrhich  the  manometric  pressure 
may  be  regulated.  (11)  Inlet  to  ether  tank  in 
which  is  a two-way  valve  to  regulate  the  amount 
of  air  flowing  over  ether.  (12)  Ether  tank  which 
is  a three-necked  Wolff  bottle  graduated  in  ounces 


to  gauge  the  amount  of  ether  used.  (13)  Outlet 
from  ether-tank  which  carries  the  ether-air  mix- 
ture. (14)  Valve  set  in  tubing  (9)  to  control  the 
amount  of  pure  air  going  to  the  patient.  (15) 
Rubber  tubing  leading  to  the  manometer.  (16) 
Manometer,  which  is  a “U”  glass  tube  partially 
filled  writh  mercury,  fixed  to  a wooden  back,  and 
graduated  on  the  side  in  mm.  When  the  machine 
is  running  the  mercury  in  the  glass  tubing  is  un- 
der direct  pressure  through  the  tubing  (15)  and 
registers  the  pressure  in  mm.  The  manometric 
pressure  is  under  perfect  control  by  the  blow-off 
or  control  valve  (10).  By  closing  this  valve  more 
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air  is  driven  across  and  the  pressure  consequently 
raised.  The  pressure  reading  on  the  manometer 
does  not  represent  the  pressure  in  the  lung,  but 
represents  the  pressure  in  the  tubing.  The  ac- 
tual lung  pressure  is  controlled  by  numerous  fac- 
tors, but  with  the  machine  running  at  an  average 
speed  of  700  revolutions,  with  a catheter  of  proper 
size,  which  is  one-half  the  size  of  the  glottis,  and 
with  a machine  pressure  of  14  mm.,  the  lung 
pressure  should  be  about  1.5  mm.  (17)  Safety 
valve  which  is  attached  by  a pin  (A),  seated  on 
the  opening  (B),  and  surmounted  by  the  sliding 
weight  (C).  Before  starting  the  machine  the 
weight  (C)  is  always  set  so  that,  when  the  mano- 
metric  pressure  goes  to  20  mm.,  the  valve  is  raised 
and  the  surplus  mixture  escapes.  Every  machine 
must  be  equipped  with  this  valve  to  obviate  such 
accidents  as  overdistention  of  the  lung,  emphy- 
sema, pneumothorax,  etc.  (18)  Outlet  to  pa- 
tient. (19)  Rubber  tubing  leading  from  machine 
to  patient.  (20)  Tapering  metal  tube  for  inser- 
tion into  tracheal  catheter. 

The  catheter  used  should  be  one-half  the  size  of 
the  glottis.  In  the  adult  this  means  a No.  20  to 
25  F.  A soft  rubber  catheter  may  be  used,  but 
the  type  most  generally  used  is  a stiff,  silk-woven, 
urethral  catheter. 

There  are  two  methods  of  intubation,  viz:  the 
indirect  method  in  which  the  Cotton  introducer  is 
used,  and  the  direct  method  in  which  the  laryn- 
goscope of  Jackson  is  used.  Both  methods  have 
their  strong  advocates  and  both  are  practicable. 
Before  introducing  the  tube  by  either  method,  the 
patient  must  first  be  put  to  sleep  by  the  open 
method.  There  must  be  complete  relaxation  to 
prevent  movements  of  the  pharynx  and  laryngeal 
spasm,  while  intubating. 

In  regard  to  the  indirect  method,  Cotton5  says, 
“Arrange  the  head  so  that  it  is  slightly  extended ; 
this  procedure  puts  the  larynx  and  trachea  on  the 
stretch  and  the  lumen  is  maintained  by  the  rigidity 
of  the  cartilages  of  the  larynx  while  the  esophagus 
is  pushed  back,  the  pressure  tending  to  keep  the 
latter  opening  closed.  Pull  the  tongue  moderately 
forward,  introduce  the  finger,  passing  it  over  the 
tip  of  the  epiglottis;  insert  the  introducer  with  the 
catheter  projecting  one-third  of  an  inch,  over  the 
back  of  the  finger,  hugging  tightly  the  posterior 
surface  of  the  epiglottis,  keeping  always  in  the 
median  line,  till  the  handle  of  the  instrument  is 
at  right  angles  to  the  body  (not  at  right  angles 
to  the  mouth  if  the  head  is  more  than  slightly  ex- 


tended); then  feed  the  catheter  and  it  will  slide 
directly  into  the  trachea. 

However,  there  is  one  mistake  in  attempting 
to  introduce  the  tube  that  nearly  every  beginnei 
makes,  i.  e.,  depressing  the  handle  of  the  instru- 
ment too  far  or,  in  other  words,  carrying  it  be- 
yond a right  angle  to  the  body.  This  mistake 
directs  the  catheter  against  the  anterior  wall  of 
the  larynx  at  the  base  of  the  epiglottis  between  the 
thyroid  cartilage  and  the  hyoid  bone. 

Pressure  here  readily  develops  a pocket,  into 
which  the  tip  of  the  catheter  slides  and  this  pre- 
vents its  further  progress.  Personally  we  have 
never  seen  any  injury  to  the  larynx  by  the  tube 
and  believe  it  is  unnecessary.  To  be  sure,  when 
learning  how,  we  have  occasionally  slightly  in- 
jured a urethra  in  passing  a sound,  but  that  is 
overcome  by  practice.  We  believe  the  same  will 


be  found  to  be  true  of  catheterization  of  the 
trachea.” 

The  indirect  method  is  very  simple  when 
handled  properly.  The  one  great  objection  is 
that  the  size  of  the  tube  must  be  guessed  at.  The 
only  way  to  tell  the  proper  size  is  to  see  it  in 
the  glottis.  This  is  done  by  the  direct  method. 

The  direct  method  is  accomplished  by  means  of 
the  Jackson  laryngoscope.  Figure  2 is  an  illus- 
tration of  the  apparatus  we  use  in  intubating  by 
the  direct  method.  (1)  Jackson  laryngoscope  which 
contains  a small  electric  lamp  in  its  tongue,  illumi- 
nating the  larynx  and  giving  a complete  view  of 
the  vocal  cords,  (2)  Cord  connection,  (3)  Short- 
circuiting  plug,  (4)  Controlling  rheostat,  (5) 
Socket  for  rheostat,  (6)  Battery  box  containing 
eight  dry  batteries. 

Jackson6,  the  inventor  of  this  laryngoscope,  em- 
phasizes six  main  points  in  the  description  of  the 
direct  method. 
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( 1 ) The  patient  should  be  fully  under  the  anes- 
thetic by  the  open  method  so  as  to  get  full  relaxa- 
tion of  the  muscles  of  the  neck. 

(2)  The  patient’s  head  must  be  in  full  ex- 
tension with  the  vertex  firmly  pushed  down  to- 
ward the  feet,  in  order  to  throw  the  neck  upward 
and  bring  the  occiput  down  as  close  as  possible 
beneath  the  cervical  vertebra. 

(3)  No  gag  should  be  used,  because  the  pa- 
tient should  be  sufficiently . anesthetized  not  to 
need  one,  wide  gagging  defeating  the  exposure  of 
the  larynx  by  jamming  down  the  mandible. 

(4)  The  epiglottis  must  be  identified  before  it  is 
passed. 

(5)  The  speculum  must  pass  sufficiently  far  be- 
low the  tip  of  the  epiglottis  so  that  the  latter  will 
not  slip. 

(6)  Too  deep  insertion  must  be  avoided,  as  in 
this  case  the  speculum  goes  posterior  to  the  cricoid 
which  is  lifted,  exposing  the  mouth  of  the  esopha- 
gus which  is  bewildering  until  sufficient  educa- 
tion of  the  eye  enables  the  operator  to  recognize 
the  land  marks. 

Personally,  we  use  the  direct  method  and  in 
the  sixteen  cases  we  have  had  we  have  experienced 
no  real  difficulty.  Two  points  to  be  carefully 
watched  in  introducing  the  laryngoscope  are:  (1) 
Not  to  get  the  upper  lip  caught  between  the  in- 
strument and  the  teeth.  (2)  Not  to  use  too  much 
leverage  and  break  off  the  incisor  teeth.  These 
accidents  can  be  easily  avoided  by  careful  technic. 

Patients  under  anesthesia  by  the  intratracheal 
insufflation  method  have  a good  pink  color  and  a 
strong,  bounding  pulse.  Respiration  is  easy  and 
superficial.  The  respiratory  act  should  not  be  en- 
tirely abolished.  Its  abolition  is  a danger  signal. 
However,  anesthesia  has  been  kept  up  for  hours 
after  respiration  had  been  completely  abolished  and 
the  patient  resuscitated  in  a very  short  time  by  the 
insufflation  of  pure  air. 

In  this,  as  in  every  anesthetic,  errors  and  acci- 
dents may  occur.  After  doing  an  intubation  and 
having  used  every  precaution,  when  the  current  is 
turned  on,  the  catheter  may  be  found  to  be  in  the 
esophagus.  This  is  detected  by  the  repeated  belch- 
ing and  distention  in  the  abdomen.  We  invari- 
ably expose  the  upper  abdomen  and  keep  it  under 
observation  for  a short  time,  even  if  we  are  morally 
certain  that  the  tube  is  in  the  trachea.  If  the  tube 
should  be  in  the  esophagus,  by  disconnecting  the 
machine  from  the  catheter  and  leaving  the  catheter 
in  place,  gentle  pressure  over  the  stomach  will  im- 
mediately relieve  the  distention. 
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When  constant  pressure  has  been  kept  up 
around  the  large  veins  leading  to  the  heart,  the 
venous  flow  is  impeded  to  a greater  or  lesser  ex- 
tent. It  has  been  proven  that  this  actually  can 
produce  a type  of  mechanical  shock.  To  obviate 
this  and  also  to  allow  the  lung,  by  complete  col- 
lapse, to  empty  itself  of  retained  COa,  the  air  cur- 
rent should  be  interrupted  at  least  six  times  a 
minute.  This  can  be  done  either  by  stopping  the 
machine  or  by  lifting  the  safety  valve. 

The  depth  of  insertion  of  the  catheter  is  another 
point  that  must  be  carefully  watched.  Janeway1 
reports  a case  in  which  the  anesthetist  pushed  the 
tube  so  far  down  the  trachea  that  it  entered  one 
of  the  bronchi.  The  walls  of  the  bronchus  hugged 
the  tube  so  closely  that  there  was  no  return  cur- 
rent and  all  the  air  was  blown  into  one  lung. 
There  was  a consequent  rupture  of  the  lung,  a 
fatal  pneumothorax  and  emphysema  resulting. 

The  proper  way  to  gauge  the  depth  of  insertion 
is  to  insert  the  tube  until  an  obstruction  is  encoun- 
tered and  then  withdraw  the  tube  2 to  3 cm. 
This  will  bring  the  tip  of  the  tube  about  one  inch 
above  the  bifurcation  of  the  trachea.  It  is  an 
anatomic  fact  that  the  bifurcation  is  29  to  30  cm. 
from  the  incisor  teeth.  Therefore,  every  introduc- 
tion catheter  should  he  plainly  marked  27  cm. 
from  its  tip.  This  will  give  an  index  to  the  depth 
of  insertion.  Even  with  the  catheter  in  a bronchus, 
with  no  return  flow,  the  high  pressure  resulting, 
as  shown  by  the  manometric  reading,  would  indi- 
cate trouble  and  cause  the  catheter  to  be  with- 
drawn. 

The  indications  for  the  use  of  this  type  of 
anesthetic  are  many.  It  was  first  introduced  and 
used  on  account  of  its  advantages  in  experimental 
intrathoracic  surgery.  Since  its  introduction  it  has 
been  used  to  advantage  in  the  human  in  a great 
many  different  kinds  of  cases. 

Mueller1  reports  a series  of  thirty  cases,  in- 
cluding cranial  operations,  laminectomy,  carcinoma 
of  the  lip,  tongue  and  mouth,  sarcoma  of  the  tonsil 
and  one  case  for  successful  removal  of  the  upper 
jaw  for  sarcoma  in  a baby  22  months  old. 

Peck7,  on  the  second  surgical  division  at  the 
Roosevelt,  employed  intratracheal  insufflation  216 
times  in  one  year.  This  series  includes  head,  neck, 
mouth,  spine  and  thoracic  cases.  He  also  says  that 
this  method  was  used  in  68  abdominal  cases,  includ- 
ing many  desperate  and  difficult  cases  in  which  the 
quiet  and  even  anesthesia,  with  absence  of  anesthe- 
tic shock  and  depression,  has  been  a great  comfort 
to  the  operator  and  an  added  element  of  safety  to 
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the  patient.  It  was  also  employed  on  the  kidney 
and  ureter  in  13  cases  and  has  been  much  less 
troublesome  than  the  routine  method.  Gerster 
says  that  this  method  has  been  used  in  hundreds  of 
cases  at  Mt.  Sinai  Hospital,  New  York. 

Kraskal’s8  series  includes  84  cases  summarized 
as  follows:  Kidney  and  ureter  8,  head  12,  neck 

9,  chest  8,  spine  1,  abdomen  40,  miscellaneous  6. 

Peck'  has  found  the  intratracheal  insufflation 
type  of  anesthetic  absolutely  safe,  and  has  seen  no 
harmful  consequences  in  his  series  of  216  cases. 
He  sums  up  the  advantages  of  this  anesthetic  under 
five  heads : 

( 1 ) Even  and  sufficient  oxygenation  and  ven- 
tilation of  the  lungs  with  no  possibility  of  obstruc- 
tion of  the  upper  air  passages. 

(2)  Prevention  of  the  inhalation  of  blood,  mu- 
cus, vomitus  or  other  foreign  substance  into  the 
larynx  or  trachea  by  the  return  current  of  air 
around  the  tube.  It  has  made  the  greatest  differ- 
ence both  in  the  ease  of  the  operation  and  in  the 
absence  of  postoperative  pneumonia  or  bronchitis. 
The  blood  and  mucus  may  be  sponged  from  the 
pharynx  at  leisure,  with  the  assurance  that  the  re- 
turn of  air  around  the  tube  will  absolutely  prevent 
any  from  entering  the  larynx. 

(3)  Positive  pressure  to  any  desired  degree, 
when  one  or  both  pleural  cavities  are  open  by  acci- 
dent or  design  during  the  operation,  thus  elimi- 
nating the  danger  of  pneumothorax. 

(4)  Absolute  relief  of  all  strain  upon  the  re- 
spiratory  apparatus  and  consequent  relief  of  much 
strain  and  harmful  effect  of  the  anesthetic  on  the 
cardiovascular  and  the  central  nervous  systems. 

(5)  Less  operative  shock,  especially  in  long  and 
difficult  cases,  than  when  other  methods  of  anes- 
thesia are  employed.  The  anesthesia  is  light.  It 
is  practically  impossible  to  overanesthetize  by  this 
method. 

Elsberg9,  the  first  man  to  perfect  a machine  for 
practical  use  in  the  human,  says:  ‘‘Cough  and 

expectoration  do  not  occur  after  anesthesia  by  in- 
tratracheal insufflation,  unless  the  patient  had  a 
pulmonary  lesion  before  the  operation,  or  an  oper- 
ation was  performed  upon  the  lungs.  No  pulmon- 
ary complications,  of  even  the  mildest  kind,  have 
been  observed  in  over  500  anesthesias.  As  soon 
as  the  patients  are  awake,  they  speak  freely,  are 
not  hoarse,  and  do  not  complain  of  pain  or  discom- 
fort in  the  throat.  The  larynx  and  trachea  have 
a remarkable  tolerance  for  the  tube  which  can  re- 
main in  place  for  hours  without  danger. 


Postoperative  vomiting  is  certainly  quite  un- 
usual after  intratracheal  insufflation.  This  is  prob- 
ably due  to  the  fact  that  no  ether  vapor  can  be 
swallowed.  The  patients  seem  to  be  less  apt  to 
show  symptoms  of  shock  than  those  anesthetized 
for  long  operations  by  ether  inhalation.  They  are 
never  too  deeply  under  the  anesthetic.  In  no  in- 
stance has  dilatation  of  the  pupils  as  an  evidence 
of  too  deep  anesthesia  been  observed. 

Occasionally,  with  patients  upon  whom  an  ab- 
dominal operation  is  to  be  performed,  complete 
relaxation  of  the  abdominal  muscles  is  not  ob- 
tained. These  patients  will  also  be  found  to  be  re- 
fractory to  ether  anesthesia  by  inhalation. 

His  indications  for  the  employment  of  intra- 
tracheal insufflation  are : 

(1)  In  thoracic  surgery  (whenever  the  thoracic 
cavity  has  to  be  invaded,  to  prevent  the  collapse 
of  the  lungs). 

(2)  In  operations  on  the  head  and  neck,  where 
the  anesthetizer  can  be  out  of  the  way  or  where 
the  giving  of  the  anesthetic  is  ordinarily  difficult, 
as  in  bilateral,  suboccipital  craniotomy  or  lamin- 
ectomy, where  the  patient  has  to  lie  flat  on  the 
abdomen. 

(3)  It  is  almost  indispensable  in  those  opera- 
tions in  the  mouth  where  the  pharynx  and  larynx 
must  be  kept  free  of  fluid  or  blood.  The  stream 
of  air  and  ether  which  is  continually  escaping 
from  the  larynx  and  mouth  blows  out  any  blood 
that  may  run  down  the  throat,  so  that  the  oper- 
ator need  have  no  fear  of  any  passing  into  the 
trachea.  In  such  operations  as  complete  removal 
of  the  tongue,  removal  of  the  upper  or  lower  jaw, 
excision  of  malignant  disease  of  the  tonsil,  the  in- 
tranasal or  intrabuccal  approach  to  the  hypophysis, 
etc.,  packing  the  pharynx  is  unnecessary.  These 
operations  are  made  much  easier  when  the  pa- 
tient is  anesthetized  by  the  intratracheal  method. 
The  tube  is  kept  in  one  corner  of  the  mouth  and 
is  never  in  the  way  of  the  operator.  In  the  op- 
eration of  laryngectomy,  intratracheal  anesthesia 
is  advisable. 

(4)  Operations  around  the  trachea,  especially 
removal  of  the  thyroid  gland,  can  be  made  much 
easier  when  the  patient  is  anthesthetized  by  the 
intratracheal  method.  The  interference  with  the 
smoothness  of  the  anesthetic  when  the  trachea  is 
pressed  or  pulled  upon  is  avoided,  and  there  is 
no  danger  of  collapse  of  the  trachea. 

(5)  In  operations  in  which  there  is  danger  of 
vomiting  and  aspiration  of  vomited  material.  Thus 
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in  operations  for  intestinal  obstruction,  done  under 
intratracheal  anesthesia,  the  danger  of  the  patients 
“drowning”  in  their  own  vomitus  is  avoided. 

(6)  In  prolonged  operations,  and  with  cachectic 
individuals.  Shock  seems  particularly  rare  in  pa- 
tients anesthetized  by  this  method. 

Our  first  experience  with  this  anesthetic  was  in 
twenty-three  cases  on  the  animal  as  follows:  Two 
cases  of  lung  resection,  and  nine  applications  of 
the  gradual  occlusion  clamp  to  the  thoracic  aorta 
by  Dr.  Jas.  M.  Neff;  six  cases  of  lung  resection 
by  Dr.  M.  M.  Patton ; and  one  splenectomy,  two 
gastroenterostomies  and  three  intestinal  resections 
by  myself. 

In  these  cases  the  dogs  were  first  put  to  sleep 
by  the  open  method,  the  catheter  inserted  to  meet 
an  obstruction,  slightly  withdrawn,  and  the  ma- 
chine connected  up.  The  anesthetic  needed  very 
little  farther  attention,  except  to  take  the  dogs’ 
pulse  at  stated  intervals  and  to  make  the  records. 

In  the  thoracic  work,  just  as  the  pleural  cavity 
was  about  to  be  closed,  the  pressure  was  raised 
by  constricting  the  trachea,  the  lung  ballooned 
flush  with  the  incision,  and  the  incision  rapidly  and 
tightly  closed,  thus  obviating  pneumothorax. 

These  anesthetics  were  very  smooth  and  quiet. 
At  the  end  of  each  anesthetic  the  dogs  were 
“blown-out”  with  air  and  almost  invariably  were 
able  to  stagger  around  when  coming  off  the  table. 
These  dog  experiments  will  be  reported  later  in 
individual  papers. 

Our  series  on  the  human  consists  of  16  cases 
as  follows:  Carcinoma  of  tongue  1,  carcinoma  of 

soft  palate  and  antrum  1,  perineorraphy,  curette, 
and  laporatomv  2,  simple  curette  1,  hysterectomy 
1,  curette  and  suspension  of  uterus  1,  appendectomy 
3,  removal  of  tubes  1,  open  operation  on  bones  of 
lower  extremity  and  application  of  cast  2,  resec- 
tion of  two  ribs  and  drainage  of  pleural  empyema 
1,  arthroplasty  on  hip  1,  bilateral  suboccipital  de- 
compression 1. 

The  average  length  of  these  operations  was 
fifty-nine  minutes.  The  amount  of  ether  used  per 
hour  on  an  average  machine  pressure,  ranging  be- 
tween twelve  and  eighteen  mm.,  was  eight  and 
one-fourth  ounces.  The  insertion  of  the  catheter 
from  the  incisor  teeth  was  27  cm.  in  all  but  two 
cases.  In  these  two  it  was  25  cm.  and  26  cm. 
respectively.  The  type  of  catheter  used  was  a silk- 
woven  catheter  with  the  opening  at  the  side.  The 
size  of  the  catheter  differed  with  the  size  of  the 
glottis  and  ranged  from  20  to  24  French.  In 
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some  of  our  cases  we  used  preliminary  drugs.  We 
have  come  to  the  conclusion  both  from  case  re- 
ports and  experience  that  a preliminary  injection 
of  morphin  should  be  given,  especially  in  abdomi- 
nal cases,  as  this  greatly  relieves  the  rigidity.  In 
only  one  case  was  there  any  troublesome  rigidity. 
In  the  rest  there  was  perfect  relaxation. 

4 he  pulse  in  all  except  two  cases  was  good, 
strong  and  bounding  throughout  the  operation.  In 
these  two  cases,  when  the  patients  were  put  in  the 
Trendelenburg  position,  after  having  been  under 
the  anesthetic  for  some  time,  the  radial,  facial  and 
temporal  pulse  became  almost  impreceptible,  al- 
though the  color  and  breathing  were  good.  Very 
soon  after  the  patients  were  put  in  the  horizontal 
position  the  pulse  became  good  again.  It  was  in- 
variably the  case  in  all  our  patients,  that  they 
came  off  the  table  with  as  good  as,  or  a better 
pulse  than  they  had  going  on. 

The  respiration  was  partially  abolished  in  all 
but  one  case.  This  operation  only  lasted  twenty 
minutes.  The  character  of  respiration  was  very 
superficial,  quiet  and  easy. 

This  is  an  ideal  anesthetic  for  operations  in  the 
mouth.  In  both  of  our  mouth  cases,  Dr.  Neff 
operating,  one  carcinoma  of  the  tongue  with  ex- 
tirpation of  one-half  of  the  tongue  through  the 
floor  of  the  mouth,  and  the  other  carcinoma  of  the 
soft  palate  extending  into  the  antrum,  with  ex- 
cision of  a portion  of  the  soft  palate  and  curette 
of  the  antrum,  the  anesthetic  was  smooth ; there 
was  no  interference  in  the  field  of  operation  by 
the  anesthetist ; the  throat  could  be  easily  swabbed 
of  blood  and  mucus  with  no  danger  of  aspiration 
of  ether,  as  the  return  current  around  the  tube 
constantly  kept  the  glottis  clear;  there  was  no 
coughing,  vomiting  or  gagging,  such  as  is  so  com- 
mon in  these  mouth  cases ; and  the  patients  were 
in  excellent  shape  all  of  the  time. 

In  the  abdominal  and  bone  cases,  Drs.  Belden, 
Patton  and  Eikenbarry  operating,  taken  as  a 
whole,  the  anesthetic  was  very  satisfactory. 

In  case  No.  15,  arthroplasty  of  the  hip,  Dr.  J. 
M.  Neff  operating,  near  the  end  of  the  operation 
when  'he  ether  in  the  tank  was  down  to  one 
ounce,  I noticed  a white  milky  precipitate  in  the 
ether  which  had  the  odor  of  “burned  matches.”  I 
immediately  turned  on  pure  air.  Twelve  hours 
after  the  operation  the  patient  complained  of  sore 
throat,  hoarseness  and  sore  mouth.  He  could  not 
t 'k  above  a whisper  for  several  days  and  die:? 
were  numerous  small  ulcers  in  the  roof  of  his 
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mouth.  One  week  after  the  operation  his  mouth 
an2  throat  were  normal.  We  attribute  his  mouth 
and  throat  condition  to  some  imperfection  in  the 
e.her. 

In  case  No.  14,  resection  of  ribs  and  drainage 
of  the  pleural  cavity,  Dr.  Belden  operating,  the 
patient  took  a perfect  anesthetic  up  to  the  t . .e 
of  opening  the  pleural  cavity.  In  resect  ng  the 
ribs  d.e  pleura  was  not  opened  and  bulged  into 
wound.  At  this  time  the  patient  was  in  excellent 
condition,  color  good,  and  pulse  better  than  when 
she  w’ent  on  the  table.  The  instant  the  pleura 
was  incised  and  the  pus  welled  out,  the  patient 
stopped  breathing,  became  intensely  cyanosed,  pulse, 
both  radial  and  carotid,  became  imperceptible,  and 
pus  poured  out  of  her  mouth  and  nose.  Pure  air  was 
turned  on  at  a pressure  of  25  mm.  The  cyanosis 
cleared  up,  the  pulse  became  fair  again,  and  the 
patient  left  the  table  in  very  good  shape. 

In  case  No.  16,  bilateral  suboccipital  decom- 
pression, Drs.  Lambert  and  Ahlquist  operating, 
due  to  the  facts  that  it  was  rather  difficult  to 
properly  arrange  the  patient  in  the  triangular  rest 
and  that  the  operation  was  a difficult  and  tedious 
one,  the  patient  was  on  the  table  three  hours  and 
ten  minutes.  Ether  insufflation  was  carried  out 
over  a period  of  two  hours  and  fifty-five  minutes, 
and  air  was  insufflated  at  the  end  of  the  operation 
for  fifteen  minutes.  During  the  operation  the  pa- 
tient’s radial  pulse  became  imperceptible  and  the 
blood  tension  could  not  be  taken.  Her  color  was 
good  throughout.  Her  breathing  was  very  shallow 
at  times  but  there  was  no  dilatation  of  the  pupil. 
She  was  in  fair  shape  at  the  end  of  the  operation 
and  later  showed  no  ill  effects  from  the  prolonged 
anesthesia  or  retention  of  the  catheter  in  the 
trachea. 

In  all  our  cases,  near  the  end  of  the  operations, 
pure  air  was  insufflated,  the  ether  was  driven  out 
of  the  lungs  and  the  patients  left  the  table  practi- 
cally awTake. 

A close  record  of  these  cases  has  been  kept  by 
the  anesthetizer.  Below  is  one  of  our  anesthetic 
charts : 
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CARCINOMA  OF  THE  STOMACH  AT  26  YEARS 
OF  AGE. 

By  Emilian  0.  Houda,  M.  D. 

TACOMA,  WASH. 

The  early  age  of  the  patient  prompted  me  in  mak- 
ing this  detailed  report. 

Mrs.  L.  T.  G.,  age  26  years,  on  April  18,  1915, 
came  to  my  office  for  consultation  about  a stomach 
trouble  of  five  years’  duration.  School  teacher  pre- 
vious to  marriage  one  year  ago.  Mother  of  a healthy 
baby  three  weeks  old.  Weighs  this  time  about 
105  lbs.,  best  previous  weight  140  lbs.  Loss  of 
weight  during  the  past  eighteen  months  about  30 
lbs.,  the  greater  part  of  which  took  place  in  the  last 
six  months. 

During  the  first  four  and  one-half  years  stomach 
attacks  were  very  typical,  pains  coming  on  after 
every  meal.  Time  of  appearance  one-half  to  one 
and  one-half  hours  after  eating,  lasting  from  one- 
half  to  one  hour,  relieved  by  epigastric  pressure  and 
vomiting.  No  medication  that  she  has  received 
relieved  her.  During  gestation  period  vomiting  of 
the  pernicious  type  added  to  the  ulcer  condition. 
During  this  period  the  vomiting  was  thought  purely 
reflex,  of  pregnancy.  The  loss  of  weight  was  attrib- 
uted to  the  vomiting  of  pregnancy  which,  no  doubt, 
contributed. 

At  the  beginning  of  stomach  disturbances,  five 
years  ago,  the  vomitus  consisted  of  food  only  which 
was  very  acid,  later  becoming  bile-stained  and  re- 
cently of  a brownish  color,  with  occasional  small 
blood  clots.  At  no  time  has  there  been  a profuse 
hematemesis  or  melema.  At  no  time  previous  to 
coming  to  city  was  a test  meal  given,  so  that  the 
diagnosis  of  the  previous  condition  Is  made  from 
the  history.  It  is  so  typical,  there  is  hardly  a doubt 
that  the  diagnosis  of  ulcer  of  the  stomach  is  correct 
and  that  the  carcinoma  developed  on  the  base  of  an 
old  callous  or  chronic  perforating  type  of  ulcer. 
During  the  early  history  and  until  the  last  year  the 
appetite  has  been  good  but  the  subsequent  pain 
after  eating  deterred  her  from  eating  as  much  as 
she  would  have  liked.  Appetite  began  to  disappear 
about  the  time  of  the  appearance  of  the  pernicious 
vomiting  of  pregnancy.  During  the  last  six  months 
it  has  disappeared  entirely. 

The  transition  from  the  acute  ulcer  signs  to  the 
cancer  period  is  marked  by  a change  in  the  char- 
acter of  the  pains  and  the  vomiting.  The  acute 
pains  of  ulcer  during  the  last  six  months  have 
been  changed,  so  that  now  she  is  suffering  with 
a boring  pain  in  the  back,  referred  to  the  left 
shoulder  blade,  and  epigastric  pressure  produces 
pain,  whereas  previously  it  relieved  the  ulcer  pains. 
The  pains  after  eating  have  been  reduced  in  intens- 
ity and  the  vomiting  is  more  of  the  regurgitant  type. 
After  a period  of  an  hour  or  two,  with  some  stom- 
ach distress,  food  is  vomited  readily  without  the 
intense  pains  of  ulcer  which  used  to  initiate  the 
act. 

Physical  examination  shows  a rather  emaciated 
patient,  anemic,  with  heart,  lungs,  kidneys  and  liver 
negative.  There  is  a palpable  mass  below  the  left 
costal  arch  which  moves  with  respiratory  acts  and 
is  tender  to  pressure.  Lymphatic  glands  nowhere 
enlarged. 

X-ray  examination  shows  a persistent  hour-glass 
deformity,  with  a large  middle  section  defect  of 
filling.  The  defect  is  traversed  by  an  angular  chan- 
nel. Emptying  of  contrast  meal  is  rapid.  Stomach 
contents  from  the  fasting  stomach  shows  small 
blood  clots  of  dark  color,  very  small  quantity  re 
covered,  of  a brownish  color,  HC1  entirely  absent. 
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Test  breakfast,  with  a recovery  of  50cc.,  shows  a 
total  acidity  of  20  in  figures  of  Na  OH,  with  absent 
HC1.  Occult  blood  present.  Feces  show  constant 
occult  blood  on  a meat-free  diet.  Wassermann  re- 
action by  Dr.  C.  S.  Wilson,  negative.  Leucocytosis 
18,000;  no  differential  count  made. 

In  view  of  the  age  of  the  patient,  the  possibility 
of  a simple  chronic  callous  ulcer  was  considered 
and,  with  the  hope  that  this  might  be  the  correct 
diagnosis,  an  exploratory  incision  was  made  on 
May  1.  Operation  showed  an  inoperable  carcinoma 
with  extensive  glandular  involvement  above  and 
below  stomach.  Stomach  could  not  be  raised  be- 
cause of  extensive  posterior  adhesions.  Sections 
from  a removed  gland  showed  typical  carcinoma 
nests. 


Fig.  1 is  a skiagraph  with  the  patient  lying  down, 
exposure  posteroanteriorly.  The  left  lateral  side 
of  the  fundus  shows  an  almost  straight  line  which 
at  first  was  thought  to  be  an  enlarged  spleen, 
crowding  the  stomach  to  the  right,  but  on  explora- 
tory incision  was  found  to  be  a defect  of  filling  by 
the  cancer-mass  extending  to  the  diaphragm. 


Fig.  2 is  a skiagraph  taken  with  the  patient  in 
the  upright  position.  Through  the  middle  section 
defect  of  filling  is  seen  the  angular  channel,  in  the 
angle  of  which  is  seen  the  probable  site  of  the 
chronic  ulcer  of  the  perforating  type.  In  the  lower 
part  of  the  stomach  is  seen  an  active  peristaltic 
wave  near  the  pylorus  with  the  dilated  duodenum, 
and  beyond  this  a greatly  distended  loop  of  duo- 
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denum  or  upper  jejunum.  The  obstruction  to  the 
duodenum  is  no  doubt  due  to  the  posterior  peri- 
gastritis secondary  to  the  perforating  ulcer.  Nor- 
mally the  duodenum  or  jejunum  is  never  of  such 
large  size  or  distended  with  the  contact  meal.  Fur- 
ther evidence  of  chronic  obstruction  is  found  in  the 
hypertrophied  valvulae  of  the  distended  loop. 

Fidelity  Bldg. 

HEATING  OF  OPERATING  TABLES. 

By  J.  A.  Pettit,  M.  D.,  F.  A.  C.  S. 

PORTLAND,  ORE. 

Various  methods  have  been  devised  for  heating 
operating  tables.  The  various  electric-heaters  and 
gas-heater  have  the  disadvantage  that  they  may 
gradually  become  too  hot  and  burn  the  patient. 
The  method  of  heating,  as  illustrated  by  Figs.  1 
and  2,  has  two  distinct  advantages:  First,  the 

danger  of  burning  the  patient  is  eliminated;  sec- 
ond, it  is  less  expensive  than  other  appliances. 
The  maximum  heat  is  given  at  the  beginning  and 
the  table  gradually  cools  instead  of  becoming  hot- 
ter. Boiling  water  should  be  put  into  these  contain- 
ers and  the  table  is  then  rendered  only  comfortably 
v/arm,  because  of  the  slight  air  space  which  exists 
between  the  containers  and  the  metal  top  of  the 
table.  This  hot  water  appliance  may  be  made  with 
one  large  copper  container,  two  copper  containers 
or  more  as  needed  according  to  the  construction  of 
the  under  surface  of  the  table  top.  The  container 
applies  the  heat  to  the  table  top  whether  it  is  in 
the  horizontal  or  in  the  Trendelenberg  position. 

The  appliance  can  be  made  to  fit  any  table  and 
does  not  require  a greater  degree  of  skilled  labor 
than  may  be  obtained  at  any  first-class  tin  concern. 
These  containers  may  be  made  of  copper,  zinc  or 
any  substance  which  is  rust  proof.  It  requires  but 
a few  moments  to  fill  and  thereafter  needs  no  fur- 
ther thought  or  attention.  One  of  these  appliances, 
devised  by  the  writer,  has  been  used  on  one  of  the 
tables  in  St.  Vincent’s  Hospital,  of  Portland,  for 
the  past  eight  years. 


Fi?.  1.  (Side  view  of  table.) 

1,  Hot  water  pan.  2,  Water  intake.  3,  Air  escape.  4,  Water 
outlet.  5,  Funnel  for  filling.  6,  Very  small  air  space  between 
pan  and  table. 


Fig.  2.  (Underneath  view  of  table.) 

1,  Hot  water  pan.  2,  Water  intake.  3,  Air  escape.  4,  Water 
outlet.  5,  Table  drain. 
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THE  OREGON  MEETING  AT 
PORTLAND. 

The  forty-first  annual  meeting  of  the  Oregon 
State  Medical  Association  will  be  held  at  Port- 
land, September  9-10.  The  Multnomah  Hotel 
at  Third  and  Pine  Streets  will  be  headquarters 
for  business,  scientific  and  social  sessions.  The 
program,  printed  below,  indicates  the  character 
and  wide  range  of  subjects  to  be  considered,  show- 
ing that  the  standard  established  at  former  meet- 
ings will  be  maintained. 

The  social  events  will  comprise  a banquet 
Thursday  evening,  tendered  to  visiting  members 
by  the  City  and  County  Medical  Society  of  Port- 
land at  the  Multnomah  Hotel.  The  recollection 
of  similar  affairs  in  former  years  is  a sufficient 
testimonial  for  the  pleasurable  evening  to  be  an- 
ticipated on  this  occasion.  Friday  evening  a 
smoker  will  be  held  at  the  roof  garden  of  the 
Nortonia  Hotel.  On  Thursday  an  automobile 
ride  and  luncheon  will  be  prepared  for  the  visiting 
ladies.  Every  doctor  in  the  state  is  invited  to  be 
present.  If  not  a member  of  the  association  proof 
will  be  given  why  he  should  join.  A cordial  in- 
vitation is  extended  to  physicians  of  adjacent  states 
to  attend  and  participate  in  all  events  of  the 
meeting. 

If  you  expect  to  get  a reduced  railroad 
fare  for  this  meeting,  do  not  fail  to  purchase  a 
full  fare  to  Portland  and  ask  for  receipt  for  the 
same.  Present  this  to  Secretary  Marcellus  at  the 
first  session  on  Thursday  morning.  If  all  visitors 
remember  to  do  this,  a sufficient  number  of  re- 
ceipts will  be  obtained  to  assure  a one-third  return 
fare,  but  all  must  cooperate  to  secure  it. 

PROGRAM. 

Thursday,  Sept.  9, 

9:30  A.  M. 

Meeting  of  the  House  of  Delegates. 

10:30  A.  M. 

Scientific  Program. 

1.  Mesenteric  Cysts.  Report  of  a Case  with  Re- 

covery.— Leo  W.  Chilton,  Canyon  City. 

Discussion  opened  by  J.  Earl  Else,  Portland. 

2.  The  Importance  of  Recognizing  the  Type  of 

the  Patient  in  Treating  Disease. — Leo  Ricen, 

Portland. 


Discussion  opened  by  E.  B.  Pickle,  Medford. 

3.  Cerebral  Localization.  Illustrated  with  Lantern 

Slides. — William  House,  Portland. 

Discussion  opened  by  A.  E.  Tamiesie,  Pendle- 
ton. 

4.  The  Prevention  and  Cure  of  Cancer. — K.  A.  J. 

Mackenzie,  Portland. 

Discussion  opened  by  R.  J.  Pilkington,  Astoria. 

5.  Cesarean  Section.  Operation  of  Choice. — Er- 

nest F.  Tucker,  Portland. 

Discussion  opened  by  E.  D.  Johnson,  Klamath 
Falls. 

6.  Prenatal  Care. — A.  N.  Creadiclt,  Portland. 

Discussion  opened  by  A.  H.  Ross,  Lebanon. 


Friday,  Sept.  10, 

9:30  A.  M. 

Meeting  of  House  of  Delegates.  Election  of  Officers. 
10:30  A.  M. 

7.  Non-specific  Posterior  Urethritis.  A Factor  in 

Urinary  Diagnosis  and  Treatment. — H.  W.  How- 
ard, Portland. 

Discussion  opened  by  Thompson  Coberth,  The 
Dalles. 

8.  Carbohydrate  Tolerance  in  Hyperthyroidism. — 

J.  C.  O’Day,  Portland. 

Discussion  opened  by  Lawrence  Selling,  Port- 
land. 

9.  Early  Diagnosis  and  Indication  for  Early  Oper- 

ation in  Mastoiditis. — J.  M.  Waugh,  Hood 
River. 

Discussion  opened  by  M.  H.  Ellis,  Albany. 

2:00  P.  M. 

10.  President’s  Address. 

11.  Some  Observations  on  Appendicitis. — Paul 

Rockey,  Portland. 

12.  The  Study  of  the  Condition  Commonly  Called 

Chronic  Appendicitis. — Charles  E.  Sears,  Port- 
land. 

Discussion  of  the  last  two  papers  opened  by 
Clarence  E.  Barton,  Baker,  and  Alvin  S.  Sether, 
Roseburg. 

13.  The  X-ray  as  an  Aid  in  the  Study  of  Pulmonary 

Tuberculosis.— -Ray  W.  Matson,  Portland. 
Discussion  opened  by  H.  J.  Clements,  Salem. 


THE  TRI-STATE  MEETING  AT 
LEWISTON. 

The  Idaho  meeting  for  this  year,  which  will 
include  representatives  of  the  profession  from  Ore- 
gon and  Washington,  will  be  held  October  6-8.  A 
good  attendance  is  anticipated  from  the  three 
states,  and  a program  is  in  preparation  that  will 
be  of  sufficient  interest  to  prove  an  attraction  to 
all  visitors.  All  of  our  readers  are  invited  to  at- 
tend who  can  arrange  to  do  so.  The  following 
papers  have  been  promised  and  others  are  under 
consideration.  The  completed  program  will  be 
published  in  our  next  issue. 

PROVISIONAL  PROGRAM. 

Some  Remarks  on  Infant  Feeding,  by  John  B.  Man- 
ning, Seattle, 

Gum  and  Tonsilar  Infections,  by  A.  T.  Wanamaker, 
Seattle. 

Hypothyroidism,  by  J.  R.  Brown,  Tacoma. 

The  Fracture  Problem,  by  C.  F.  Eikenbary,  Spokane. 
Excision  of  Ulcer-Bearing  Area  in  Gastric  Surgery, 
by  C.  N.  Suttner,  Walla  W'alla. 
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Clinical  Observations  on  Late  Syphilitic  and  Post- 
syphilitic Disease,  by  Geo.  S.  Whiteside,  Portland. 
Rabies,  by  Calvin  S.  White,  Portland. 

The  X-Ray  as  an  Aid  in  the  Diagnosis  of  Intra- 
thoracic  Disease,  by  Ray  W.  Matson,  Portland. 
Autoserotherapy  versus  Artificial  Pneumothorax  in 
the  Treatment  of  Pleurisy  with  Effusion,  by  E.  A. 
Pierce,  Portland. 

Obstetrical  Nerve  Blocking  in  Labor,  by  R.  W. 
King,  Salt  Lake  City. 

Surgery  of  the  Alimentary  Canal,  by  C.  P.  Thomas, 
Los  Angeles. 

Some  of  the  Practical  Points  in  Physical  Diagnosis, 
by  Charles  C.  Browning,  Los  Angeles. 

Mental  Therapy,  by  R.  E.  L.  Newberne,  Washing- 
ton, D.  C. 

The  Pathology  of  Insanity,  by  John  W.  Givens, 
Orofino. 

The  Open  Treatment  of  Fractures,  by  T.  O.  Boyd, 
Twin  Falls. 

Medical  Ethics,  by  Susan  E.  Bruce,  Lewiston. 

A Prophylaxis  for  Venereal  Diseases  and  Quackism, 
by  Edgar  L.  White,  Lewiston. 

Subject  unannounced,  E.  G.  Braddock,  Lewiston. 
An  Unusual  Case  of  Otitic  Brain  Abscess,  by  Ed. 
E.  Maxey,  Boise. 

MEETING  OF  THE  UTAH  STATE 
MEDICAL  ASSOCIATION. 

The  next  meeting  of  the  Utah  State  Medical 
Association  will  be  held  in  Salt  Lake  City  Sep- 
tember 28  and  29.  More  time  will  be  given  to 
the  discussion  of  the  various  papers  this  year  in 
the  hope  that  more  of  the  members  will  parti- 
cipate. Dr.  Fred  H.  Albee,  of  New  York,  will 
hold  a surgical  clinic  on  the  second  morning  and 
the  committee  in  charge  of  the  work  of  securing 
sufficient  material  have  endeavored  to  provide  ma- 
terial to  make  an  interesting  and  instructive  clinic. 

Among  the  papers  given  by  local  physicians 
and  those  from  a distance  will  be  found  the  fol- 
lowing: Some  Home  Office  Observations  on  the 
Medical  Examiner,  by  W.  R.  Calderwood,  Salt 
Lake;  The  Rone  Graft  in  the  Treatment  of  Frac- 
tures and  Other  Skeletal  Defects,  by  Fred  H. 
Albee,  of  New  York;  Serum  Therapy,  by  E.  R. 
Dumke,  Ogden;  Infection  of  the  Urinary  Tract 
with  the  Colon  Bacillus  and  the  Treatment  of 
this  Condition,  by  A.  C.  Behle,  of  Salt  Lake; 
The  Roentgen  Rav  in  the  Diagnosis  of  Diseases 
of  the  Larynx,  by  C.  E.  Cooper,  of  Denver ; 
Sudden  and  Unexpected  Deaths,  by  E.  R.  Le- 
Count,  of  Chicago;  The  Adrenal  Gland  in  Health 
and  Disease,  by  F.  K.  Bartlett,  Ogden : The 
Rules  Governing  the  Commitment  of  Persons  to 
the  State  Mental  Hospital,  by  D.  H.  Calder, 
Provo ; and  Twilight  Sleep  and  Conversational 
Anesthesia,  by  T.  Mitchell  Burns,  of  Denver. 

The  usual  association  banquet  will  be  held  on 
Tuesday  evening  and  the  president’s  annual  ad- 
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dress  will  be  given  at  this  time.  An  unusually 
good  meeting  is  anticipated  and  all  are  urged  to 
attend. 


THE  USE  OF  POISONOUS  DRUGS  IN 
CANNING. 

Among  the  various  activities  of  government  de- 
partments at  Washington,  none  is  more  beneficent 
than  that  which  aims  to  instruct  the  housewife 
in  the  preparation  of  wholesome  and  safe  food  for 
family  consumption.  The  family  physician  may 
extend  invaluable  service  at  this  time  by  trans- 
mitting to  his  patients  the  substance  of  the  follow- 
ing information,  issued  by  the  Department  of 
Agriculture : 

Information  has  come  to  the  department  that 
the  canning  season  has  brought  the  usual  demand 
on  the  part  of  housewives  for  salicylic  acid  and 
boric  acid.  These  preparations  are  sometimes  sold 
in  the  form  of  powder  under  various  trade  names 
and  are  recommended  by  the  promoters  for  use  in 
preserving  canned  goods  in  home  canning.  In  the 
directions  for  use  the  housewife  is  told  to  fill  the 
jar  with  the  fruit  or  vegetables,  cover  with  water 
and  add  a teaspoonful  of  the  preserving  powder. 
While  it  is  true  that  these  compounds  may  retard 
the  decay  of  the  fruit  or  vegetable,  it  is  pointed 
out  by  the  experts  of  the  department  that  their 
use  may  be  attended  by  serious  disturbances  of 
health.  Salicylic  acid  is  well  known  as  a poisonous 
substance  and  one  of  the  evils  which  may  accom- 
pany its  use  is  derangement  of  the  digestion.  It 
is,  therefore,  plain  that  its  extensive  use  in  food 
may  lead  to  disturbance  of  digestion  and  health. 
The  Federal  Food  and  Drugs  Act  prohibits  the 
use  of  harmful  preservatives  in  foods  that  enter 
interstate  commerce.  The  food  law  of  nearly 
every  state  in  the  Union  forbids  the  sale  within 
the  state  of  foods  that  have  been  preserved  with 
harmful  substances.  Neither  the  federal  or  state 
food  laws  apply  to  foods  that  are  canned  in  the 
home  and  consumed  there.  It  would  seem,  how- 
ever, that  the  housewife  would  not  knowingly  use, 
in  the  foods  she  provides  for  her  family,  substances 
that  she  could  not  use  in  foods  for  sale  without 
violating  the  law,  because  these  substances  are  in- 
jurious to  health. 

Fruits  and  vegetables  can  be  kept  indefinitely 
if  they  are  sterilized  by  heat  and  properly  sealed, 
and  there  is  no  excuse,  in  the  opinion  of  the  ex- 
perts of  the  department,  for  running  any  risk 
by  using  preserving  powders  which  may  be  in- 
jurious to  health.  The  use  of  such  powders,  in 
addition  to  the  possible  injury  to  health,  encourages 
uncleanly  or  careless  work  in  canning.  Reliance 
is  placed  in  the  efficacy  of  the  preserving  compound 
instead  of  upon  cleanliness  and  heat.  The  de- 
partment has  issued  bulletins  that  give  specific 
directions  for  the  preserving  and  canning  of  fruits 
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and  vegetables  without  the  use  of  preserving  pow- 
ders or  canning  compounds.  These  bulletins  may 
be  obtained  without  cost  from  the  Department  of 
Agriculture. 

IMPORTANCE  OF  THE  MEDICAL 
LIBRARY. 

Within  the  past  few  years  the  profession  in 
different  parts  of  the  country  have  realized  the 
importance  of  accumulating  medical  libraries  for 
the  benefit  of  the  whole  profession.  While  an 
individual  can  assemble  a certain  number  of  books 
for  his  own  use,  he  cannot  hope  to  collect  a com- 
plete library  covering  all  branches  of  medicine. 
By  consolidating  their  interests,  however,  and  gath- 
ering volumes  into  one  collection,  it  is  possible 
for  the  physicians  of  even  a small  city  to  develop 
a valuable  working  library.  The  greatest  as- 
sistance obtainable  for  this  purpose  from  outside 
sources  is  to  be  found  in  the  Medical  Library 
Association,  whose  secretary  and  treasurer  is  Dr. 
John  Ruhrah,  of  Baltimore,  Md.  This  association 
has  been  in  existence  for  eighteen  years  and  has 
served  a valuable  role  in  the  development  of  medi- 
cal libraries  of  this  country.  Its  work  is  largely 
altruistic,  as  the  libraries  interested  in  it  do  all 
in  their  power  to  help  each  other.  The  member- 
ship fees  are  small  so  that  any  library  can  well 
afford  to  join  the  association.  Its  recent  annual 
meeting  has  shown  it  to  be  in  a healthy  condition 
and  increasing  its  range  of  usefulness.  Its  purpose 
is  the  fostering  of  medical  libraries  and  the  main- 
tenance of  a system  of  exchange  of  medical  lit- 
erature among  them.  At  present  there  are  fifty- 
two  library  and  forty-six  individual  members. 
Since  this  list  includes  many  large  libraries,  from 
which  much  valuable  material  is  obtainable,  mem- 
bership in  it  is  especially  desirable  for  smaller  li- 
braries, which  are  enabled  to  obtain  many  useful 
books  from  it  without  cost  except  that  of  trans- 
portation. 


MEDICAL  NOTES 


OREGON. 

New  Portland  Hospital.  The  cornerstone  of  Em- 
manuel Hospital,  which  is  to  be  located  on  Com- 
mercial Street  in  Portland,  was  laid  August  15,  with 
appropriate  ceremonies.  A contract  has  been  let 
for  a two-story  structure  to  he  used  as  a nurses’ 
home  in  connection  with  the  hospital,  which  build- 
ing will  cost  $14,000. 

The  New  Bend  Hospital,  which  is  to  be  under  the 
supervision  of  Drs.  U.  C.  Coe  and  B.  Farrell,  was 
opened  August  1st.  Three  clinics  were  held  on  the 


opening  day  by  leading  physicians  of  Crook  and 
Jefferson  Counties  and  by  Dr.  A.  E.  Rockey,  of 
Portland. 

Divided  Into  Health  Districts.  Lane  County  has 
been  divided  into  health  districts  in  accordance  with 
the  recent  act  of  the  legislature.  This  law  was 
formulated  by  the  Census  Bureau  of  the  Depart 
ment  of  Commerce  and  Labor  with  the  object  of 
obtaining  a thorough  and  uniform  registration  of 
births  and  deaths,  and  will  be  put  in  force  through- 
out the  state  as  rapidly  as  possible. 

The  Crook  County  Medical  Society  has  been  re- 
vived and  at  the  meeting  recently  held  in  Bend 
Dr.  C.  S.  Edwards  was  elected  president  and  Dr. 
J.  F.  Rosenberg,  secretary. 

Narrow  Escape  from  Burning.  Dr.  William  Eisen, 
of  Portland,  when  the  building  in  which  his  office 
was  located  took  fire,  had  a narrow  escape,  being 
carried  down  a ladder  by  firemen. 

Dr.  J.  N.  Smith,  of  Salem,  has  been  elected  by 
the  State  Board  of  Control  as  superintendent  of  the 
State  Institution  for  the  Feeble  Minded  to  succeed 
Dr.  J.  H.  Thompson. 

Dr.  George  E.  Houck,  of  Roseburg,  has  left  for 
a post-graduate  course  in  the  East. 

Dr.  H.  J.  Minthorn  has  returned  from  Alaska  to 
Newport  much  improved  in  health. 


WASHINGTON. 

Medical  Director  of  Schools.  Spokane  has  de- 
cided to  appoint  a medical  director  of  schools  and 
Dr.  J.  E.  Drake  has  been  chosen  for  the  position. 
He  has  been  allowed  two  nurses  to  assist  him  and 
hopes  to  build  up  a system  of  free  clinics  for  school 
children  through  the  co-operation  of  doctors  and 
dentists  of  the  city.  The  position  carries  a salary 
of  $2,400  a year  with  $200  expenses. 

Tacoma’s  New  Hospitals.  The  two  new  hos- 
pitals of  Tacoma  were  opened  about  September 
1st.  The  Tacoma  General  has  accommodations  for 
150  patients.  The  new  St.  Joseph’s  Hospital  is 
said  to  be  the  second  largest  on  the  Pacific  Coast, 
having  been  erected  at  a cost  of  $400,000.  Both  are 
thoroughly  modern  in  all  respects,  incorporating 
the  most  recent  ideas  of  hospital  construction. 

Walla  Walla’s  New  Hospital.  Work  was  actually 
commenced  upon  the  new  St.  Mary’s  Hospital  at 
Walla  Walla,  August  11.  This  building  will  re- 
place the  old  structure  which  was  burned  in  Janu- 
ary. 

Public  Typhoid  Immunization.  At  a meeting  of 
the  Lincoln  County  Medical  Society  the  plan  of 
the  State  Board  of  Health  to  provide  immunization 
against  typhoid  for  the  people  of  Lincoln  County 
was  unanimously  indorsed.  The  State  Board  fur- 
nishes the  typhoid  prophylactic  and  the  local  doc- 
tors give  the  treatment,  making  a uniform  charge 
of  $3  for  the  three  injections. 

Immunized  Against  Typhoid.  Forty  per  cent,  of 
the  members  of  the  Spokane  companies,  at  the 
National  Guard  Encampment  at  American  Lake, 
have  been  immunized  against  typhoid. 
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Seattle  Doctor  with  the  Russians.  Dr.  E.  T. 

Hurd,  formerly  of  Seattle,  is  in  charge  of  a field 
hospital  near  the  Russian  firing  line.  He  writes 
that  he  is  frequently  under  fire  and  is  working  day 
and  night. 

Dr.  F.  J.  Kayler,  of  Pullman,  had  a fortunate  es- 
cape from  serious  injury  when  his  machine  went 
off  the  road,  making  two  complete  somersaults. 
His  only  injury  was  a sprained  foot. 

Under  a Lucky  Star.  Dr.  J.  C.  Wiik,  of  Moscow, 
Idaho,  while  returning  from  Spokane  with  a new 
car,  had  a collision  with  another  machine  which 
he  thinks  was  going  forty  miles  an  hour.  The  doc- 
tor must  have  been  born  under  a lucky  star,  for 
he  was  not  injured  and  he  had  the  same  good  for- 
tune when  his  old  machine  rolled  down  a mountain 
side  a few  days  before. 

Dr.  Ada  L.  Collison,  of  Seattle,  who  has  just 
completed  her  course  at  the  Women’s  Medical  Col- 
lege of  Philadelphia,  has  accepted  a position  as 
intern  in  the  Women’s  and  Children’s  Hospital  of 
San  Francisco. 

Dr.  Elmer  Hill,  formerly  of  Waitsburg,  has  lo- 
cated in  Walla  Walla. 

Dr.  F.  E.  Cox,  formerly  of  Cheney,  has  located  in 
Spangle. 

Dr.  M.  J.  Maguire,  formerly  of  North  Yakima,  has 
located  in  Natches  City. 

Medical  Weddings.  Dr.  William  E.  Steele  and 
Miss  Warrena  Thayer,  of  O'lympia,  have  been  mar- 
ried and  will  make  their  home  in  Pe  Ell.  Dr.  F.  W. 
Hilscher  and  Mrs.  Bessie  Carlson,  of  Spokane,  were 
married  August  14. 


OBITUARIES. 

Dr.  Henry  A.  Smith  died  in  Seattle,  Wash.,  Aug. 
16.  He  was  born  at  Wooster,  O.,  in  1830.  He  at- 
tended the  Alleghany  College  at  Meadville,  Pa., 
and  received  his  medical  education  at  the  Physio- 
Medical  Institute  at  Cincinnati.  In  1S52  he  crossed 
the  plains  on  an  ox-train  to  the  Pacific  Coast.  It 
took  them  six  months  to  reach  Portland,  Ore. 
Later,  the  family  settled  in  Olympia,  subsequently 
making  their  permanent  home  in  Seattle.  He  began 
the  practice  of  medicine  in  a log  house  in  1853. 
In  1854  he  erected  a wooden  infirmary  where  pa- 
tients were  treated  from  all  parts  of  Puget  Sound. 
In  1855  he  enlisted  in  the  Washington  Territory 
Volunteers  as  army  surgeon  and  participated  in 
the  battle  of  Seattle  against  the  Indians.  In  1864 
he  acquired  600  acres  of  tide-flats  on  the  Snohomish 
River,  beside  taking  up  a large  tract  at  what  is  now 
known  as  Smith’s  Cove,  in  Seattle.  For  several 
years  he  served  as  resident  physician  at  the  Tulalip 
Indian  Reservation.  He  was  the  owner  of  several 
business  blocks  in  Seattle.  He  was  a member  of 
the  territorial  legislature  in  1860  and  was  the  first 
superintendent  of  King  County  schools.  He  was  in- 
terested in  literature  and  wrote  philosophical  works 
in  both  prose  and  poetry. 

Dr.  E.  H.  Thornton,  of  Portland,  died  in  that  city 
June  22,  after  an  illness  of  more  than  a year.  He 


Vol.  VII.  No.  9. 

New  Series. 

v.as  born  in  Yamhill,  Ore.,  49  years  ago.  He  ob- 
tained his  medical  education  at  the  University  of 
Oregon,  and  practised  for  a time  in  North  Yamhill 
and  St.  Johns.  He  has  practised  for  many  years 
in  Portland,  where  he  was  a well-known  physician. 
Two  of  his  brothers  are  also  practising  physicians 
in  that  city. 

Dr.  H.  C.  Knudson,  of  Spokane,  Wash.,  died  July 
20,  at  Santa  Rosa,  Calif.,  death  being  caused  from 
Bright’s  disease.  For  the  past  eleven  years  he  was 
private  physician  to  F.  L.  Clark,  of  Spokane,  who 
mysteriously  disappeared  in  Santa  Barbara  some 
months  ago.  He  was  accustomed  to  make  his  home 
in  Spokane,  but  spent  his  winters  in  California. 

Dr.  Josiah  Jones,  of  Tacoma,  Wash.,  was  killed 
while  returning  home  on  the  Pacific  Highway,  July 
6,  when  his  automobile  overturned.  His  death  fol- 
lowed in  a few  moments.  He  had  practised  tor  a 
number  of  years  in  Tacoma,  making  a specialty  of 
the  eye,  ear  and  nose.  He  was  well  known  among 
the  medical  profession  of  this  city  and  highly  re- 
spected by  a wide  circle  of  acquaintances. 

Dr.  I.  N.  Cromwell  died  at  Union,  Ore.,  August  7, 
of  arteriosclerosis,  at  70  years  of  age.  For  a time 
he  attended  the  Willamette  University,  but  finished 
his  medical  education  in  the  East.  In  1877  he  lo- 
cated in  Union,  where  he  practised  until  disabled 
by  age. 

Dr.  R.  L.  Howell  died  at  57  years  of  age  at  Spo- 
kane, Wash.,  Jhly  26,  where  he  had  lived  for  about 
twelve  years.  He  retired  from  practice  several 
years  ago  and  has  been  largely  interested  in  farm- 
ing in  the  Dakotas. 


REPORTS  OF  SOCIETY  MEETINGS 

KLAMATH  COUNTY  MEDICAL  SOCIETY. 
Pres.,  L.  L.  Truax,  M.  D. ; Sec.,  F.  M.  White,  M.  D. 

Klamath  County  Medical  Society  held  its  regular 
meeting  July  9,  1915,  at  Klamath  Falls,  Ore.,  with 
a good  attendance. 

A paper  on  “Bright’s  Disease  and  Its  Diagnosis” 
was  read  by  Dr.  Geo.  H.  Merryman. 

Dr.  T.  Homer  Coffen,  of  Portland,  was  given  an 
invitation  to  present  a paper  before  the  society  at 
his  convenience.  An  adjournment  was  taken  over 
the  warm  season,  the  next  meeting  to  be  in  Oc- 
tober. 
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THE  BEEBE  TREATMENT  FOR  INOPERABLE 
CARCINOMA. 

(After  the  publication  in  our  July  issue  of  the 
abstract  of  Dr.  Beebe’s  paper  on  inoperable  carci- 
noma, a number  of  inquiries  were  made  for  further 
information.  A Seattle  physician  wrote  Dr.  Beebe 
and  received  the  following  reply.  We  publish  it  for 
the  benefit  of  our  readers  who  are  at  liberty  to 
form  their  own  opinions  concerning  its  contents. — 
Editor.) 

New  York  City,  July  29,  1915. 

Dear  Doctor:  Your  letter  of  the  24th  inst.  duly 
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received.  We  note  from  it  that  you  have  a patient 
under  observation  who  is  suffering  from  an  in- 
operable malignant  disease  of  the  uterus.  We  be- 
lieve we  can  conservatively  say  to  you  that  “auto- 
lysin”  at  the  present  time  offers  the  only  hope  for 
patients  of  this  deplorable  condition. 

For  more  than  two  years  “autolysin”  has  been 
subjected  to  the  severest  possible  test,  in  that  only 
inoperable  and  hopelessly  incurable  cases  were  ac- 
cepted for  treatment,  many  of  whom  came  with  the 
verdict  of  the  family  physician  hanging  over  them 
of  having  only  two  or  three  months’  lease  on  life. 
These  patients  have  taken  the  treatment  and  the 
results  on  the  whole  have  been  satisfactory,  in 
many  instances  the  improvement  being  so  gratify- 
ing to  the  patients  that  they  left  the  institution 
claiming  they  were  fully  recovered.  We,  however, 
are  not  so  optimistic,  but  feel  that  we  can  conserva- 
tively say  that  in  many  instances  there  were  evi- 
dences of  complete  clinical  recoveries. 

At  the  present  time  “autolysin”  is  not  available 
for  general  use  by  the  profession,  for  the  reason 
that  they  are  unacquainted  with  its  tberapeutic  ef- 
fect and  physiologic  action  which  is  necessary  for 
its  intelligent  administration.  Before  we  consider 
it  a safe  remedy,  a physician  must  first  be  person- 
ally instructed  in  the  technic  of  its  administration 
as  well  as  have  pointed  out  to  him  just  what  re- 
actions are  liable  to  follow  which  govern  future 
dosage,  and  have  explained  to  him  just  the  way  to 
handle  and  take  care  of  these  reactions  when  they 
occur. 

If  your  patient  is  able  to  stand  the  trip  to  New 
York,  we  should  be  very  glad  to  receive  her  for 
treatment  and  to  have  you  accompany  her,  in  order 
that  we  might  have  the  patient  under  our  personal 
observation  and  at  the  same  time  show  you  every 
courtesy  in  the  case  by  personally  instructing  you 
into  the  technic  of  the  administration  of  “autolysin.” 
The  fee  for  examination,  consultation,  etc.,  here 
would  be  $250.  If  the  patient  cannot  stand  the 
trip  to  New  York  and  is  able  to  pay  for  a consulta- 
tion  in  Seattle,  we  could  arrange  to  send  a member 
of  our  staff  there  to  see  her  in  consultation  with 
you,  which  consultation  would  be  $250  and  traveling 
expenses  and  the  allowance  of  $200  per  day  for  the 
time  consumed  in  a trip  from  here  to  Seattle  and 
return. 

Trusting  this  information  will  serve  your  purpose, 
we  beg  to  remain. 

Yours  very  truly, 

S.  P.  Beebe,  M.  D. 


CORTICAL  SUBSTANCE  OF  THE  KIDNEY 
IN  ANURIA. 

Chicago,  111.,  July  27,  1915. 

To  the  Editor: 

Your  issue  for  July  contains  an  article  by  Dr. 
Leo  Ricen  on  the  value  of  cortical  substance  of 
the  kidney  in  anuria.  As  evidence  of  the  value 
of  the  kidney  substance,  Dr.  Ricen’s  case,  though 


very  interesting,  has  only  an  infinitesimal  value, 
for  we  all  know  how  fallacious  is  the  argument, 
“post  hoc  ergo  propter  hoc.” 

In  support  of  his  argument  that  kidney  sub- 
stance should  be  tried,  Dr.  Ricen  makes  statements 
that  are  unsound  and  in  one  case  incorrect.  In  the 
first  place  he  says,  with  a somewhat  blunt  dog- 
matism, “diuretics  should  not  be  used  in  the  treat- 
ment of  oliguria  or  anuria,”  due  to  acute  or  an 
exacerbation  of  a chronic  nephritis.  This  is  ab- 
surd on  the  face  of  it,  for,  since  anything  which 
will  increase  the  output  of  urine  is  a diuretic  and 
since  our  patient  with  anuria  will  surely  die  if  we 
do  not  increase  his  output  of  urine,  it  is  evident 
that  we  must  give  him  diuretics.  It  is  probable 
that  Dr.  Ricen  meant  to  condemn  only  some  par- 
ticular class  of  diuretics,  as  the  alkaline,  but  in  any 
case  he  is  wrong,  Dr.  Fitz,  of  Boston,  to  the  con- 
trary notwithstanding.  In  the  last  edition  of  Forch- 
heimer’s  Therapeutics  (which  is  the  latest  and  best 
work  on  therapeutics  in  English)  Dr.  Joseph  Mil- 
ler, of  Rush,  says  (vol.  4,  p.  49),  “diuretics  may  be 
used  in  all  forms  of  nephritis,  provided  we  avoid 
those  that  act  as  intense  kidney  irritants — turpen- 
tine, cantharidin,  juniper  berries  and  gin.”  On 
another  page  he  specifically  recommends  the  use 
of  the  acetates,  nitrates,  citrates,  diuretin,  caffein 
and  several  others,  although  he  says  that  none  give 
very  good  results.  In  discussing  the  treatment  of 
suppression  of  urine  occurring  in  Asiatic  cholera, 
which  is  of  course  an  acute  nephritis  in  the  usual 
sense  of  the  term,  Dr.  Wm.  B.  Wherry  recommends 
the  use  of  a solution  of  sodium  chloride  and  sodium 
carbonate  (Fischer’s  solution)  per  rectum,  and  in 
Dr.  Paul  Woolley's  article  we  find  the  same  treat- 
ment recommended  for  the  same  condition.  Dr. 
Creighton  Wellman,  of  Tulane  University,  also 
uses  the  same  solution  (which  is  simply  alkaline 
diuretic  plus  neutral  salt)  for  anuria  in  yellow  fe- 
ver. Plenty  more  authorities  could  be  cited  if  nec- 
essary to  refute  the  doctor’s  statement  but  this 
should  suffice. 

In  the  latter  part  of  his  article  Dr.  Ricen  states, 
apparently  on  the  authority  of  Rose  Bradford,  that 
“animals  can  go  about  for  several  days  with  both 
kidneys  removed  before  uremic  symptoms  appear, 
if  the  extract  of  kidney  substance  be  injected  into 
them,  but  they  die  in  a few  hours  without  such 
injections.”  This  is  positively  erroneous.  Experi- 
mental removal  of  both  kidneys  has  been  done  doz- 
ens of  times  on  animals  and  the  results  agree  that 
after  such  removal  the  animals  generally  live  four 
or  five  days  and,  no  matter  how  long  or  short  a 
time  they  live,  they  never  develop  symptoms  of 
uremia.  I am  not  able  off-hand  to  give  references 
to  such  experiments,  though  they  could  probably 
be  easily  located  in  the  Journal  of  Experimental 
Physiology,  but  as  authority  for  my  statement  of 
the  fact  I refer  to  Martin  Fischer  (Oedema  and 
Nephritis)  and  Joseph  Miller  (Forchheimer,  vol.  4, 
p 21).  Therefore,  if  nephrectomized  animals  do  not 
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develop  uremia  under  any  circumstances,  Rose 
Bradford’s  observations  to  the  effect  that  they  do 
not  develop  it  “for  days  if  kidney  extract  is  in 
jected”  seems  to  lose  force. 

The  idea  of  treating  anuria,  etc.,  with  kidney  sub- 
stance is  not  a new  one;  it  is  “old  stuff,”  over 
twenty  years  old  at  least.  It  never  rested  upon  a 
sound  foundation  of  either  theory  or  experimental 
evidence,  and  it  has  been  discarded  by  certainly 
most  if  not  all  of  the  world’s  leading  clinicians. 
Forchheimer,  in  his  five  volume  work  just  out,  does 
not  even  mention  it,  a fact  which  is  sufficiently 
eloquent  in  itself. 

That  uremia  is  not  essentially  caused  by  the  re- 
tention of  poisons  normally  excreted  by  the  kidneys 
has  been  abundantly  proven.  No  case  resembling 
uremia  has  ever  been  produced  by  injecting  urinary 
substances.  Animals  do  not  develop  uremia  after 
double  nephrectomy.  There  are  several  cases  on 
record  of  what  amounted  to  double  nephrectomy  in 
humans  and  all  that  I have  seen  record  the  inter- 
esting fact  that  the  patients  lived  twelve  or  more 
days  and  died  of  exhaustion  without  developing 
uremic  symptoms.  Dr.  Bert  Farnsworth,  of  Grand 
Island,  Neb.,  has  told  me  of  a case  of  his  in  which 
a nephrectomy  was  performed  without  previously 
determining  the  condition  of  the  other  hypothetical 
kidney.  The  woman  appeared  to  be  making  a fine 
recovery  and  after  a week  declared  that  she  was 
much  benefited,  although  no  urine  had  been  passed. 
She  then  began  to  fail  but  had  no  headache  and  her 
mind  remained  perfectly  clear  until  the  thirteenth 
day,  when  she  suddenly  went  into  convulsions  and 
died.  Autopsy  revealed  the  fact  that  she  never 
had  but  one  kidney  and  that  had  been  so  badly 
diseased  for  years  that  its  functional  capacity  could 
have  been  only  small. 

The  fact  that  this  woman  finally  died  in  convul- 
sions is  not  to  the  point.  Nobody  claims  that  uri- 
nary substances  are  not  poisonous  but  merely  that 
they  do  not  cause  the  symptom-complex  which  we 
call  uremia,  the  chief  features  of  which  are  brain 
symptoms,  headache,  mental  confusion  and  finally 
coma,  terminating  perhaps  in  convulsions.  What 
uremia  is  can  hardly  be  said  to  be  proven,  but  to 
any  one  who  has  followed  Fischer’s  work  on  colloid 
chemistry  and  has  studied,  however  critically  but 
closely  and  open-mindedly,  his  experimental  work 
and  his  resulting  theories,  it  must  seem  I believe 
that  the  whole  subject  of  nephritis,  uremia,  edema 
and  anuria  is  very  near  to  a satisfactory  explana- 
tion. Robert  N.  Tookeb.  M.  D. 


REPLY  TO  DR.  TOOKER’S  LETTER. 

Portland,  Ore.,  Aug.  15,  1915. 

To  the  Editor:  Dr.  Tooker  takes  exception  to  my 
advice  that  “in  cases  of  anuria  or  oliguria,  due  to 
acute  nephritis  or  to  an  acute  exacerbation  of  a 
chronic  nephritis,  diuretics  should  not  be  given.” 
To  quote  his  words,  “In  the  last  edition  of  Forch- 
heimer’s  Therapeutics  (vol.  4,  page  49)  Dr.  Joseph 
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Miller,  of  Rush,  says:  ‘Diuretics  may  be  used  in 
all  forms  of  nephritis  provided  we  avoid  those  that 
act  as  intense  kidney  irritants — turpentine,  canthe- 
ridine,  juniper  berries  and  gin.’  On  another  page 
he  specifically  recommends  the  use  of  the  acetates, 
nitrates,  citrates,  diuretin,  caffein  and  several  oth- 
ers, although  he  says  that  none  give  very  good  re- 
sults.” That  is  what  I maintain  and  what  Forch- 
heimer contends.  Drs.  Tooker  and  Forchheimer 
are  much  more  skeptical  and  nihilistic  as  to  the 
therapeutic  value  of  diuretics  than  I am  because, 
as  my  article  plainly  shows,  I spoke  of  the  useless- 
ness of  the  diuretics  in  anuria  and  oliguria  only, 
while  they  expect  no  benefit  from  diuretics,  even 
in  ordinary  uncomplicated  nephritis  without  anuria. 
Oliguria  and  anuria  are  very  serious  conditions, 
showing  extreme  incompetence  of  the  kidneys  due 
to  over-irritation  of  these  organs  and  calling  for 
an  absolute  avoidance  of  any  extra  irritation  caused 
by  diuretics. 

Forchheimer  says:  “It  is  improper  to  make  use 

of  diuretics  in  a routine  way  because  the  diseased 
organ  is  so  stimulated  that  harm  may  eventually 
be  done.”  (Forchheimer:  Prophylaxis  and  Treat- 

ment of  Internal  Diseases,  1910,  page  479.)  Prof. 
C.  G.  Kerley  states  that  “by  attempts  at  forcing 
the  kidneys,  by  the  use  of  digitalis  and  the  alkaline 
diuretics,  we  do  an  immense  amount  of  harm.” 
(Kerley:  Treatment  of  Diseases  of  Children,  1909, 
page  360.)  And  last  but  not  least,  Prof.  Osier,  in 
his  chapter  on  anuria  due  to  nephritis,  treats  diu- 
retics with  utter  contempt.  He  does  not  even  men- 
tion them.  (O'sler:  The  Principles  and  Practice  of 
Medicine,  1912,  pages  680-1.)  It  is  not  necessary 
to  quote  other  authorities;  those  ought  to  suffice. 
Of  course,  all  said  above  does  not  apply  to  those 
cases  of  congested  and  inactive  kidneys  which  so 
frequently  accompany  an  incompetent  heart.  In 
such  cases  diuretics,  when  used  in  conjunction  with 
digitalis,  are  certainly  indicated  and  are  very  use- 
ful. Even  in  such  cases  it  is  the  digitalis  that  does 
most  of  the  good  by  improving  the  general  circula- 
tion, relieving  the  general  congestion,  the  kidneys 
included,  and  thereby  enabling  them  to  do  better 
work. 

If  in  anuria  or  oliguria  due  to  acute  nephritis  we 
cannot  accomplish  any  good  through  diaphoresis, 
catharsis,  very  restricted  and  selected  diet,  to- 
gether with  the  rectal  injection  of  warm  and  weak 
solutions  of  sugar  (better  than  the  saline  injections 
recommended  by  Fisher),  then  we  are  up  against  a 
very  desperate  condition  and  we  may  safely  try 
the  cortical  substance  of  the  kidney.  Prof.  Dieulo- 
foi  and  a number  of  his  followers  never  regretted 
that  they  used  this  substance,  neither  did  I.  As 
to  me  becoming  a victim  of  the  fallacious  argument, 
“post  hoc  ergo  proter  hoc,”  I think  Dr.  Tooker  may 
read  with  profit  my  paper  on  this  very  subject, 
which  I read  before  the  local  medical  society  five 
years  ago,  entitled  “The  Unreliability  of  Observa- 
tions Made  by  Medical  Practitioners.” 
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I cannot,  understand  why  Dr.  Tooker  quoted  the 
case  of  his  friend,  where,  through  the  neglect  of 
the  surgeon,  a woman  had  her  only  kidney  removed 
and  yet  was  able  to  be  about  for  twelve  days,  feeling 
even  better.  Does  he  not  know  that  Adams  re- 
ported a case  where  the  patient  lived  for  nineteen 
days  without  her  kidneys  and  without  uremic  symp- 
toms, and  that  others  reported  similar  cases?  But 
what  has  this  to  do  with  the  beneficial  effects  of 
the  cortical  substance?  The  only  conclusion  of 
practical  value  that  can  be  deduced  from  the  case 
quoted  by  Dr.  Tooker  is  this:  Never  remove  a kid- 
ney until  you  find  out  the  other  one  is  there.  And, 
again,  do  you  think  that  Fisher’s  work  on  edema 
contains  the  whole  truth  on  this  subject.  I do  not, 
neither  do  those  clinicians  whose  work  I watched 
in  France,  Germany,  Austria,  Italy  and  England. 
As  to  the  use  of  the  cortical  substance  being  “old 
stuff,”  I wish  to  say  that  I know  exactly  how  old 
the  stuff  is,  but  out  here  in  the  wild  and  woolly 
West  we  are  not  averse  of  using  old  stuff  if  it  does 
the  patient  good,  and  we  are  averse  of  using  “new 
stuff”  if  it  is  harmful  or  useless. 

Leo  Ricen,  M.  D. 


BOOK  REVIEWS 

Edited  by  Kenelm  Winslow,  M.  D. 


ERRATUM. 

(Owing  to  an  undiscovered  error  of  the  printer, 
who  removed  the  first  line  of  the  first  book  review 
in  our  August  issue,  we  publish  herewith  the  head- 
ing of  the  review  as  it  should  have  appeared  at  that 
time. — Editor.) 

Stedman:  A Reference  Handbook  of  the  Medical 

Sciences.  Embracing  the  entire  range  of  scientific 
and  Practical  Medicine  and  Allied  Sciences.  By  va- 
rious writers.  Third  Edition,  Completely  Revised 
and  Rewritten.  Edited  by  Thomas  Lathrop  Sted- 
man, A.  M.,  M.  D.  Complete  in  eight  imperial 
quarto  volumes.  Volume  V,  929  double  column 
pages,  illustrated  by  733  engravings  and  6 full- 
page  plates  in  black  and  colors.  Wm.  Wood  & 
Co.,  New  York. 


Oedema  and  Nephritis.  A Critical,  Experimental 
and  Clinical  Study  of  the  Physiology  and  Pathol- 
ogy of  Water  Absorption  in  the  Living  Organism. 
By  Dr.  Martin  H.  Fischer,  Eichberg  Professor  of 
Physiology  in  the  University  of  Cincinnati.  Sec- 
ond edition,  enlarged;  695  pages,  6x9,  159  figures; 
cloth  $5  net.  John  Wiley  & Sons,  Inc.,  New 
York,  1915. 

Fischer’s  work  on  cell  chemistry  is  an  epochal 
contribution.  It  upsets  all  previous  ideas  regarding 
the  basic,  accepted  principles  of  cell  nutrition  and 
function  in  health  and  disease.  Physics  and  the 
law  of  osmosis  are  swept  aside  and  chemistry 
comes  to  the  fore.  Fischer’s  colloid-chemical  theory 
postulates  that  absorption  and  secretion  depend  up- 
on the  chemistry  of  the  colloid  content  of  the  cell. 
Thus  tissue  colloids,  as  proteids  of  all  kinds  (fibrin, 
serum  and  blood  cells),  absorb  water  and  swell  in 
acid  solution,  but  lose  water  and  shrink  in  salt  so- 
lution brought  to  the  tissues.  The  more  concen- 
trated the  salt  solution  the  greater  the  dehydration 


of  the  tissues.  This  is  strikingly  shown  in  the  ef- 
fect of  the  saline  cathartics  in  abstracting  water 
from  the  bowels. 

Acidosis  is  variously  produced  but  is  always 
favored  by  lack  of  O in  the  tissues.  It  is 
lack  of  O (not  the  state  of  blood  pressure)  which 
causes  acidosis  and  edema  because  marked  edema 
may  occur  in  parts  deprived  of  all  circulation  what- 
ever. Pulmonary  edema  is  due  to  bronchial  ob- 
struction and  acidosis  from  lack  of  O.  Now  let  us 
reverse  the  picture  and  consider  secretion  in  the 
kidney.  Acid  causes  renal  cells  to  swell  and  ab- 
sorb water.  Salts,  on  the  other  hand,  tend  to  de- 
hydrate the  cells  of  the  tissues  and  kidneys  and 
produce  diuresis.  The  renal  cells  thus  shrink  and 
allow  water  to  pass  through  them.  Hence  the  ac- 
tion of  normal  salt  solution  and  saline  diuretics. 
Nephritis  may  be  looked  upon  as  an  edema  of  the 
kidney  (seen  in  cloudy  swelling  and  large  white 
kidney).  O is  needed  in  the  kidney  to  prevent  aci- 
doses and  to  aid  the  work  of  its  cells  in  removing 
water.  Thus  caffein  and  digitalis  act  as  diuretics 
by  improving  the  circulation  and  bringing  O to 
the  kidneys.  Dextrose  acts  as  any  salt,  dehydrates 
the  tissues  and  produces  polyuria  and  thirst  in 
diabetes. 

Nephritis  is  due  to  acid  or  substances 
acting  like  acids.  Albumin  in  urine  is  in  part 
kidney  tissue  dissolved  by  acid.  Casts  are  escaped 
cell  elements  owing  to  solution  of  the  cement  sub- 
stance by  acid.  Nephritis  may  be  produced  arti- 
ficially by  acids.  Albuminuria  following  great  mus- 
cular exertion  is  due  to  overproduction  of  lactic 
acid.  Nephritis  is  but  a symptom.  Among  the 
chief  causes  of  renal  acidosis  are  lack  of  O from  im- 
pairment of  circulation  (renal  vessel  disease,  ven- 
ous engorgement  from  heart  disease)  and  poisons. 
These  include  bacterial  toxins  in  general  and  renal 
infections,  arsenic,  salvarsan,  ether,  etc.  The  latter 
prevents  the  kidney  from  utilizing  O.  The  interpre- 
tation of  nephritis  is  intensely  interesting.  It 
is  always  of  the  parenchymatous  type  but  may  at- 
tack the  kidney  as  a whole  or  in  spots.  The  de- 
stroyed limited  areas  fill  in  with  scar  tissue  and  the 
kidney  gradually  contracts.  One  may  not  make  a 
diagnosis  of  nephritis  while  as  much  as  one-fourth 
or  even  one-eighth  of  normal  kidney  remains.  One 
has  normally  at  least  four  times  the  amount  of 
renal  tissue  necessary.  High  pressure,  edema  and 
large  heart  are  not  secondary  to  nephritis  but  ne- 
phritis is  secondary  to  renal  arteriosclerosis  de- 
stroying local  areas.  Edema  is  due  to  acidosis  of 
the  tissues;  uremia  to  edema  of  the  brain.  Arter- 
iosclerosis results  from  local  infective  thrombi  of 
the  vessels.  Look  for  the  focus  of  infection.  The 
treatment  of  nephritis  consists  in  the  use  of  salts, 
alkalies,  sugar  and  water.  Water  is  not  harmful 
if  combined  with  salts.  Cases  showing  the  details 
of  applied  treatment  are  given.  Such  is  a bald 
summary  of  the  “high  spots”  in  the  book.  The 
basis  is  a wealth  of  experimentation.  The  logical 
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deductions  are  so  plausible  as  to  be  almost  irre- 
sistible. No  work  has  been  the  subject  of  more 
controversy  in  the  last  few  years.  It  is  written 
in  a fair  spirit  and  criticisms  are  answered  in  a 
like  manner.  Fischer’s  work  illumines  many  dark 
corners  in  pathology  and  is  alike  of  enthralling  in- 
terest and  of  great  practical  value  (if  true). 
Whether  accepted  finally  as  a whole,  or  in  part,  it 
will  remain  a milestone  in  a march  toward  the 
meaning  of  cell  activity  or,  in  other  words,  life. 
Whatever  may  be  the  truth  time  will  tell. 

Winslow. 


The  Medical  Clinics  of  Chicago.  Vol.  I,  No.  1.  (Wily, 

1915.)  Octavo  of  208  pages,  37  illustrations. 

Published  bi-monthly;  price  per  year:  paper  $8, 

cloth  $12.  Philadelphia  and  London:  W.  B.  Saun. 

ders  Company,  1915. 

This  new  publication  looks  much  like  a replica  of 
Murphy’s  Clinics.  It  is  a sort  of  verbal,  moving 
picture  show  of  modern  medical  practice  in  all  its 
very  latest  phases  and  furbelows.  In  this  number 
clinical  cases  from  the  services  of  Drs.  Mix,  Wil- 
liamson, Abt,  Prebit,  Goodkind,  Tice,  Hamburger 
and  Hamill  are  shown  and  interpreted.  The  work  is 
beautifully  illustrated  by  skiagrams  and  photo- 
graphs. Most  of  the  writers  are  clinical  teachers, 
some  having  ability  of  a high  order  in  imparting 
knowledge.  Thus  Dr.  Mix,  in  the  first  case  of  lung 
abscess,  secondary  to  infection  following  tonsillect- 
omy and  thought  to  be  galloping  consumption, 
brings  out  all  the  diagnostic  points  in  a most  im- 
pressive manner.  The  patient  had  a myocarditis 
from  diphtheria  and  Dr.  Mix  notes,  in  passing,  that 
a heart  complication  must  be  a myocarditis  and 
not  an  endocarditis,  since  diphtheria  is  a toxemia 
and  not  a bacteriemia.  Again,  he  observes  that  the 
clubbed  fingers  are  signs  of  lung  abscess  or  heart 
lesions  and  may  come  on  rapidly.  Later,  he  shows 
how  certain  symptoms  during  an  infection  indicate 
As  origin.  Thus  the  high  afternoon  temperature 
of  tuberculosis;  the  crop  of  cold  sores  in  pnen 
mococcic  infection;  and  the  very  see-saw  tempera- 
ture of  streptococcic  invasion,  with  highest  points 
occurring  at  night.  Then  he  points  out  that  in 
order  to  be  operable  it  is  essential  to  determine 
whether  the  lung  is  fastened  to  the  chest  wall. 
This  was  ascertained  by  percussion  of  the  lower 
border  for  mobility.  The  magazine  will  undoubted- 
ly prove  a great  success,  as  it  will  give  the  prac- 
titioner the  latest  diagnostic  and  therapeutic  meth- 
ods in  the  most  readable  form.  Winslow. 


Cancer:  Its  Study  and  Prevention.  By  Howard 

Canning  Taylor,  M.  D.,  Gynecologist  to  the  Roose- 
velt Hospital,  New  York;  Professor  of  Clinical 
Gynecology,  Columbia  University,  etc.  12  mo, 
330  pages;  cloth  $2.50  net.  Lea  & Febiger,  Pub- 
lishers, Philadelphia  and  New  York,  1915. 

This  is  the  most  excellent  work  on  the  subject 
the  reviewer  has  seen,  in  that  it  presents  in  re- 
markably clear  phraseology  and  in  most  systematic 
arrangement,  all  the  facts  known  about  cancer  in 
general,  and  in  particular  in  reference  to  the  va- 
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rious  special  seats  of  cancer,  carcinoma  and  sar- 
coma, in  the  body.  The  writer  has  an  unusual 
power  of  sifting  and  summarizing  the  vast  array 
of  known  facts  and  of  presenting  them  in  a form 
readily  assimilated.  By  this  method  it  has  been 
possible  to  include  the  result  of  the  author’s  studies 
within  a comparatively  small  volume.  The  repro- 
duction of  cancer  by  recurrences,  when  the  growth 
is  not  all  removed,  or  when  cells  are  forced  into 
the  surrounding  tissues,  or  implanted  upon  fresh 
areas;  and  the  methods  by  which  metastases  are 
brought  about  through  escape  of  cells  into  the 
lymphatics,  veins  and  arteries,  or  by  direct  growth 
along  the  lymphatics  (Handley’s  permeation 
theory),  are  described  with  great  clarity.  The 
larger  part  of  the  book  is  devoted  to  the  consider- 
ation of  cancer  as  it  occurs  in  the  various  parts  of 
the  body  under  the  heads  of  frequency,  age,  sex, 
single  or  married,  etiology,  pathology,  location,  ex- 
tension and  metastases,  symptoms,  prognosis;  treat- 
ment, end  results  and  recurrences.  Under  treat- 
ment the  author  lays  down  the  general  principles 
and  methods  but  naturally  does  not  go  into  the 
finer  details  of  technic.  It  is  a most  valuable  and 
commendable  book.  Winslow. 


Diarrheal,  Inflammatory,  Obstructive  and  Parasitic 
Diseases  of  the  Gastro-lntestinal  Tract..  By  Sam- 
uel G.  Gant,  M.  D.,  LL.  D.,  Professor  of  Diseases 
of  the  Colon,  Sigmoid  Flexure,  Rectum,  and  Anus 
at  the  New  York  Post-Graduate  Medical  School 
and  Hospital.  Octavo  of  604  pages,  181  illustra- 
tions. Philadelphia  and  London.  W.  B.  Saunders 
Company,  1915.  Cloth,  $6.00  net.  Half  Morocco, 
$7.50  net. 

Diarrhea  as  a symptom-complex  has  not  been  giv- 
en the  study,  clinical,  pathologic,  bacteriologic,  etc., 
it  deserves.  Dr.  Gant  has  treated  the  subject  in 
a careful  and  praiseworthy  manner.  He  has  cov- 
ered a vast  field  without  gaps  and  has  written  a 
most  timely  and  useful  volume  in  a readable  and 
interesting  style.  The  author  calls  attention  to  the 
relation  of  diarrhea  to  organic  diseases,  infectious 
and  contagious  diseases,  gastrogenic,  enterogenic, 
neurogenic,  toxic  and  compensatory  diarrheas.  Nor 
are  the  various  forms  of  enteritis  (tuberculous  and 
syphilitic)  neglected.  Nowhere  has  the  reviewer 
met  with  such  illuminating  pages  on  the  subject 
of  colitis-entamebic,  bacillary,  helminthic.  Tim 
newer  views  of  obstructive  (mechanic)  diarrhea  and 
its  surgical  relief  is  dealt  with  broadly  and  efficient- 
ly. This  volume  is  certainly  a complete  systematic 
presentation  of  the  subject.  A more  complete  one 
could  hardly  be  imagined.  Lensman. 


International  Clinics.  Yol.  I.,  Twenty-fifth  Series, 
1915.  Cloth,  303  pages,  $2.  J.  B.  Lippincott  Co., 
Philadelphia. 

The  subjects  in  this  volume  are  classified  as 
follows:  Diagnosis  and  treatment,  medicine,  sur- 

gery, medical  problems,  medical  progress  in  1914. 
Among  notable  articles  are:  The  Diagnosis  of 

Polycystic  Kidney,  by  Sir  William  Osier;  Emetine 
in  the  Treatment  of  Amebic  Dysentery,  by  Allan, 
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THE  PREVENTION  OF  CANCER.* 

By  A.  E.  Rockey,  M.  D., 

PORTLAND,  ORE. 

One  hundred  thousand  persons  die  from  can- 
cer every  year  in  the  United  States.  Carefully 
compiled  statistics,  prepared  from  the  registered 
area,  which  includes  about  sixty  per  cent,  of  the 
population,  give  a total  of  seventy-five  thousand. 
The  victims  of  cancer  are  chiefly  persons  who 
have  reached  the  age  of  forty.  Some  cases,  of 
course,  occur  earlier  but  the  vast  majority  are 
among  those  who  have  resisted  other  diseases,  and 
have  arrived  at  a mature  adult  age.  Appalling  as 
the  statement,  one  hundred  thousand  deaths  a 
year  from  cancer,  may  seem,  it  is  but  a small  part 
of  this  great  tragedjT 

1 he  average  duration  of  the  disease,  before 
death  brings  relief,  is  more  than  a year.  The 
early  part  of  the  course  is  often  painless  but  the 
latter  part  is  one  long  agony.  It  would  be  con- 
servative to  say  that  these  hundred  thousand 
deaths  represent  one  hundred  thousand  years  of 
suffering.  This  suffering,  and  the  hundred  thou- 
sand deaths  a year,  is  the  result  of  neglect.  Early 
treatment  of  precancerous  lesions  and  early  opera- 

*  President's  Address  read  before  the  Forty-first  Annual  Meet- 
ing of  the  Oregon  State  Medical  Association,  Portland,  Oregon, 
September  11-12,  19,15. 


tion  in  the  premalignant  stage,  after  cancer  has 
formed,  would  cure  them  all.  This  would  pre- 
suppose an  intelligence  in  the  recognition  and 
treatment  of  disease  which,  as  yet,  does  not  exist. 
Unfortunately  the  early  stage  of  cancer  is  often 
painless.  Instead  of  denying  pain,  which  is  na- 
ture’s call  for  help,  it  would  be  fortunate,  indeed, 
if  we  could  feel  it  severely  and  give  it  heed  at  once, 
in  the  early  period  of  this  dreadful  disease  which 
claims  a hundred  thousand  victims  a j^ear.  Even 
with  the  present  general  disregard  of  the  early 
manifestations,  surgeons  save  about  thirty  per 
cent,  of  all  cases.  If  we  are  accorded  proper 
credit  for  the  cure  of  precancerous  lesions,  the 
total  number  of  cases  saved  from  a cancer  death 
by  the  medical  profession  is  enormously  large. 

In  papers  on  this  subject,  hitherto  published, 
it  is  very  common  to  read  the  statement  that  the 
cause  of  cancer  is  unknown.  Recognition  of  the 
cause  is  certainly  the  first  and  most  important  step 
in  prevention.  At  the  recent  meeting  of  the  Pan 
American  Medical  Congress  in  San  Francisco,  I 
read  a paper  on  the  Cause  of  Carcinoma  which 
has  not  yet  been  published  but  will  be  in  print 
soon.  Our  present  subject  requires  us  to  review 
it  sufficiently  to  have  a definite  understanding 
of  this  great  scourge. 

My  thesis  proposes  that  cancer  is  caused  by 
a defensive  process  of  the  tissue  cells  to  a great 
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variety  of  irritations,  and  that  there  is  no  specific 
external  cause  for  cancer.  In  carcinoma  there 
is  a displacement  of  active  cells  of  epthelial  origin 
into  the  mesoblastic  tissues.  The  cells  are  not  of 
a mature  epithelial  type  but  are  embryonal  in 
character  and  irregular  in  their  development.  Bv 
reason  of  their  displacement,  they  cannot  attain 
the  normal  anatomic  perfection  and  physiologic 
activity  of  mature  cells.  Their  entire  energy  is 
expended  in  karyokinesis.  This  karyokinetic  energy 
is  developed  in  the  cell  as  a defensive  reaction 
to.  the  original  irritation  which,  to  produce  cancer, 
must  also  destroy  the  basement  membrane  and 
produce  a similar  defensive  reaction  in  the  con- 
nective tissues.  In  an  open  wound,  whether  it  be 
produced  rapidly  or  slowly,  we  have  healing  by 
granulation.  The  cells  of  granulation  tissue  are 
similar  in  structure  and  appearance  to  embryonal 
cells.  The  result  of  such  healing  is  a scar  of 
imperfectly  developed  connective  tissue  covered 
with  epithelium.  There  is  a normal  antagonism 
between  cells  of  mesoblastic  and  those  of  epiblastic 
origin,  which  prevents  them  from  intermingling 
under  the  ordinary  circumstances  of  wound  heal- 
ing. If  a bit  of  skin  be  buried  in  the  subcutaneous 
tissues,  it  is  ordinarily  either  cast  out  as  a foreign 
body  or  destroyed  by  the  action  of  the  phagocytes, 
or  very  rarely  forms  an  inclusion  cyst  which  is 
entirely  benign. 

To  repair  a defect  caused  by  a destructive  irri- 
tant, the  tissues  produce  new  cells  with  all  pos- 
sible rapidity.  1 he  defensive  reaction  to  any 
irritation  that  falls  short  of  destruction  of  the 
cell:,  is  an  active  karyokinesis.  The  more  active 
i hi  becomes  the  more  nearly  the  cells  approach 
the  embryonal  type.  The  more  the  normal  process 
cf  healing  is  interfered  with  by  a continuance  or 
recurrence  of  irritation  the  more  irregular  is  the 
mitosis  of  the  cells.  This  irregularity  is  a result 
cf  the  struggle  for  existence,  in  which  they  fail 
to  produce  perfect  cells.  This  is  true  both  of  the 
epithelial  and  connective  tissue  cells.  The  more 
nearly  they  ccme  to  the  embryonal  type,  the  more 
do  they  lose  their  antagonism  to  each  other.  If 
Haeckel's  postulate,  that  the  development  of  the 
individual  typifies  the  development  of  the  species 
be  true,  then  we  may,  perhaps,  be  permitted  to 
use  the  simile  that  these  new  cells  are  heterogenous 
allies  fighting  a common  enemy.  Like  such  allies 
in  the  common  defense,  they  lose  their  antagonism 
to  each  other  and  more  readily  mingle.  The 
common  purpose  is  defense  and  this  is  to  be 
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accomplished  by  new  cells  to  close  the  gap  and 
protect  the  tissues.  Under  ordinary  conditions 
the  granulation  tissue  forms  a bed,  across  which 
the  new  epithelial  cells  are  projected,  and  the 
defect  is  closed  without  any  disarrangement  of 
their  relative  position.  At  the  surface  where  they 
belong  they  attain  a satisfactory  degree  of  normal 
structure  and  formation.  When  such  healing  is 
continuously  interfered  with  by  oft-repeated  irri- 
tation and  that  irritation  short  of  destruction  is 
closely  balanced  with  the  reparative  power  of  the 
tissues,  then  the  reproductive  power  of  the  cells 
is  enormously  increased. 

We  have  a readily  demonstrable  example  of 
this  rapid  karyokinesis  on  the  part  of  the  leuco- 
cytes when  an  infective  attack  calls  for  a greater 
phagocytic  defense.  The  reproduction  of  the  cells 
is  defensive  to  the  irritation.  The  greater  the 
demand  for  defense  within  certain  limits,  the 
more  rapid  the  growth.  Under  the  stress  of  de- 
fense to  prolonged  irritation  the  karyokinetic 
properties  of  the  cells  are  enormously  increased 
and  as  this  tendency  increases  they  more  nearly 
approach  the  embryonal  type.  This  is  because 
the  chief  function  of  the  embryonal  cells  is  growth, 
and  this  growth  is  stimulated  in  defense  to  irri- 
tation. As  the  embryonal  cells  of  the  epiblast 
and  the  mesoblast  resemble  each  other  much  more 
closely  in  form  than  do  the  functionating  cells 
of  the  mature  type,  so  also  in  this  defensive 
struggle  do  they  lose  their  antagonism  to  each 
other.  They  have  one  common  purpose  and  that 
is  the  defense  which  is  accomplished  through 
growth.  The  energy  of  the  cells  is  expended  in 
karyokinesis.  Repeated  interference  with  the  cell- 
growth  produces  irregular  mitosis.  The  epithelial 
cell  is  less  differentiated  from  the  new  granula- 
tion tissue.  In  this  condition  the  cells  mingle  and 
the  young  epithelial  cells  become  engulfed  and 
lose  their  proper  position  on  the  surface.  They 
thus  intermingle  with  the  young  cells  of  meso- 
blastic origin  and  the  way  is  opened  to  them  for 
the  infiltration  of  the  surrounding  tissues.  The 
environment  which  makes  for  a normal  develop- 
ment of  the  cells  is  lacking.  They  belong  on  the 
surface  and  cannot  in  the  depths  of  the  tissues 
attain  anatomic  perfection  and  physiologic  activity. 
They  retain  the  excessive  karyokinetic  tendency  of 
their  immediate  progenitors  and  can  only  grow 
and  reproduce.  T his  tendency,  which  was  at  first 
a defense  growth  against  the  irritation  which  de- 
stroyed the  basement  membrane,  now  becomes  the 
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undoing  of  the  host.  In  their  effort  to  reach  the 
surface  where  they  belong  the  young  cells,  with 
their  new-born  karyokinetic  energy  and  with  the 
tolerance  for  the  mesoblastic  tissues  which  they 
have  acquired  by  contact  in  the  embryonal  form, 
in  their  defense  reaction  to  the  original  irritation, 
continue  to  grow  dnd  disseminate  without  guid- 
ance. The  young  cells  infiltrate  the  tissues  in  all 
directions.  The  connective  tissue  thus  becomes 
the  stroma  of  cancer.  They  invade  the  lymph- 
spaces  and  pass  along  to  the  tributary  glands, 
producing  lymphatic  metastases.  They  crowd 
upon  each  other  and  so  devitalize  the  tissues  that 
pressure  degeneration  and  ulceration  occur  and 
wre  have  the  open  ulcerated  cancer. 

Pathologists  have  searched,  but  so  far  in  vain, 
for  some  common  cause  of  external  origin  for 
cancer.  It  will  not  be  necessary  for  us  to  name 
for  you  the  bacteria  and  protozoa  that  from  time 
to  time  have  claimed  this  place.  The  filterable 
virus  of  certain  mouse  and  chicken  tumors  is  sug- 
gestive only  of  a single  irritating  substance  that 
provokes  a defensive  reaction  in  the  tissues.  The 
growth  of  nut-galls  on  the  oak  is  only  a similar 
defensive  karyokinesis  to  a chemical  irritant  in- 
jected by  the  gall-fly. 

Let  us  follow  the  history  of  some  well  known 
types  of  cancer  and  see  if  we  can  discover  a 
greater  probability  of  a specific  external  cause  than 
of  the  tissue-defense  karyokinesis  that  we  have 
outlined.  This  picture  is  reproduced  in  smokers’ 
cancer  of  the  mouth,  where  the  long  continued 
effects  of  creosote  and  other  products  of  slow  com- 
bustion, plus  other  irritants,  give  first  a leuco- 
plakia  and  later  a destructive  ulceration  which 
breaks  down  the  basement  membrane  and  gives 
ingress  to  the  overstimulated  epithelial  cells  that 
have  been  reduced  to  the  embryonal  type.  It  is 
the  same  in  the  mouth  cancer  of  the  betelnut  chewr- 
ers  of  Java,  who  mix  lime  with  the  leaves  in 
forming  their  favorite  quid.  Here  is  an  irritant 
of  an  entirely  different  type  producing  the  same 
result.  In  the  lip-cancer  of  pipe  smokers  we  see 
a combination  of  traumatic,  thermic  and  chemical 
irritations  from  the  pressure  of  the  hot  stem,  plus 
the  irritation  of  the  smoke.  In  chimney  sweeps’ 
cancer  we  have  again  the  irritating  effect  of 
creosote  and  other  smoke  products  as  the  destruc- 
tive agent.  Now  such  agents  are  not  favorable 
to  the  development  of  microbic  or  protozoan 
enemies  to  the  tissues.  They  should  truly  inhibit 


such  invaders.  They  are  all  irritants  that  call 
for  tissue-defense  by  cell  multiplication. 

In  Thibet  in  the  winter  the  natives  wear  small 
charcoal  stoves  to  keep  the  hands  and  body  warm, 
much  as  the  women  of  our  country  wear  fur  muffs. 
Cancer  of  the  abdominal  wall  is  not  uncommon 
among  them.  The  long  continued,  frequently 
repeated  thermic  irritation  of  the  abdominal  wall 
in  time  produces  ulceration  that  finally  gives  rise 
to  the  displacement  of  the  rapidly  growing  epithe- 
lial cells.  In  their  struggle  to  cover  the  frequently 
disturbed  base  of  granulation  tissue,  they  lose  their 
connection  with  the  margin  and  are  submerged 
in  the  new  cells  of  mesoblastic  origin.  Can  we 
in  such  a cancer  reasonably  expect  to  find  some 
specific  external  cause  that  might  also  be  operative 
in  cancer  of  the  cervix?  We  think  not.  One 
condition  is  common  to  both — a destructive  irrita- 
tion from  widely  different  agents  that  sets  up  a 
defense  reaction  in  the  cells;  the  one  from  a dry 
heat  irritation,  the  other  from  the  irritation  of 
corrosive  uterine  discharges,  plus  frictional  irrita- 
tion of  a thin  scar  over  a lacerated  structure  of 
complex  contour. 

Our  knowledge  of  the  physical  effects  of  radia- 
tion as  a destructive  agent  to  the  tissues  of  the 
body  is  comparatively  recent.  Unfortunately  for 
the  victims  who  were  the  early  examples  of  the 
destructive  effects  of  the  rontgen  ray,  the  appli- 
cation was  painless.  Long  exposure  with  the 
inefficient  primitive  apparatus  for  the  purpose  of 
making  radiographs  was  sometimes  followed  by 
frightful  ulceration  of  a most  destructive  char- 
acter, painful  and  slow  to  heal.  In  the  frequently 
repeated  slighter  and,  as  we  know  now,  unneces- 
sary exposures  of  the  hands  of  x-ray  operators, 
chiefly  in  examinations  with  the  primitive  hand 
fluoroscope,  the  early  workers  produced  dermatitis, 
telangiectasis  and  keratosis  which  were  all  dis- 
tinctly defensive  reactions  to  the  irritation.  When 
these  failed  in  their  defense  by  reason  of  the 
frequent  attacks  of  the  destructive  force,  condi- 
tions for  the  downward  migration  of  growing 
epithelium  were  present  and  cancer  resulted.  More 
than  a score  of  x-ray  workers  have  lost  their  lives 
and  many  more  their  fingers  or  hands  from  cancer. 
Surely  there  can  be  no  other  explanation  of  the 
etiology  of  such  cancers. 

Does  the  theory  of  Cohnheim  find  a place  for 
reasonable  application  in  these  radiation  cancers? 
We  think  not.  Certainly  we  found  displaced  cells 
of  epiblastic  origin  in  the  mesoblast.  They  are 
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embryonal  and  irregular  in  character.  Is  it  not 
more  reasonable  to  conclude  that  in  such  situa- 
tions they  have  found  lodgement  in  their  new 
location  as  a result  of  defensive  reaction  to  the 
special  irritation  than  that  they  were  developed 
from  embryonal  rests? 

In  our  discussion  of  the  probability  of  cancer 
being  caused  by  some  specific  agent  of  external 
origin,  let  us  contrast  these  radiation  cancers  with 
cancer  of  the  stomach.  What  single  external 
cause  might  be  operative  in  such  widely  diverse 
conditions?  It  is  agreed  that  in  stomach  cancer, 
ulceration  can  be  frequently  demonstrated  as  the 
base  on  which  cancer  forms — not  the  base  of  the 
ulcer,  although  this  part  would  be  most  exposed 
to  infection,  but  the  margin  where  the  young 
cells  from  both  sides  of  the  basement  membrane 
are  making  their  struggle  for  existence.  Let  the 
cause  of  the  ulceration  be  what  it  may,  of  the 
many  that  have  been  proposed,  where  else  in  the 
body  have  we  conditions  more  subject  to  repeated 
irritation  than  the  tissues  surrounding  a gastric 
ulcer  in  the  pyloric  region  ? Is  it  not  reasonable 
to  find  in  this  a cause  for  the  great  frequency  of 
cancer  of  the  pylorus?  We  have  here  both  trau- 
matic and  chemical  irritants;  the  traumatism  of 
the  peristaltic  wave  in  crowding  the  stomach  con- 
tents over  on  ulcerated  area;  the  chemical  irrita- 
tion of  the  digestive  fluids  and  of  toxins  of  bacteria 
associated  with  the  ulceration. 

When  these  irritations  are  overwhelming  in 
their  character  the  tissues  are  defeated  in  their 
defense  and  a perforated  ulcer  results.  When, 
however,  they  are  so  balanced  with  repair  that 
defensive  action  of  the  tissue  cells  is  enabled  to 
prevent  this  by  an  active  karyokinesis,  we  have 
ideal  conditions  for  the  admixture  of  the  rapidly 
growing  cells  which  the  defensive  process  fosters. 

The  complex  structure  of  the  mammary  gland 
favors  the  isolation  of  small  portions  of  gland 
tissue.  The  efferent  ducts  may  become  occluded, 
either  through  a chronic  mastitis  having  its  origin 
in  a pyogenic  infection  during  lactation  or  through 
the  fissures  of  the  nipple  that  mark  the  beginning 
of  Paget’s  disease.  Such  extensions  may  also  begin 
with  the  involutional  changes  of  the  climacteric 
or  those  attendant  on  nutritional  disorders,  mani- 
fested first  as  cystic  breast.  In  such  a state  a 
single  trauma  may  be  the  active  agent  in  producing 
the  disturbance  of  the  gland  structure  that  is  pres- 
ently followed  by  a chronic  irritation  from  retained 
autogenous  secretion  that  calls  forth  the  defensive 
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karyokinesis  of  the  tissue  cells.  Here  also  the 
invasion  of  the  mesoblastic  tissues  may  be  favored 
by  the  direct  pressure  of  the  retained  secretions. 

What  other  explanation  than  the  effects  of 
chronic  irritation  producing  a defensive  reaction 
in  the  tissue  cells  can  there  be  for  the  various 
cancers  of  the  colon  and  rectum?  Their  common 
site  is  the  dependent  flexures  where  fecal  accumu- 
lation takes  place.  The  cecum,  the  middle  of  the 
transverse  colon,  the  dependent  flexure  of  the  sig- 
moid, the  rectum,  are  in  connection  with  pressure 
of  irritating  contents  subject  to  the  primary  lesions 
that  favor  the  defensive  cell  reaction  which  leads 
later  to  the  infiltration  of  cancer. 

These  examples,  it  is  believed,  are  sufficient  to 
illustrate  the  fact  that  in  tissues  widely  divergent 
in  location  and  function  a great  variety  of  irrita- 
tions, traumatic,  thermic,  radiant,  or  chemical — 
and  this  includes  such  substances  as  lime  and 
creosote  as  well  as  the  toxins  of  bacteria — may  be 
followed  by  cancer.  This  does  not  argue  well  for 
any  possible  specific  external  cause.  The  only 
condition  present  in  all  is  a defense  reaction  on 
the  part  of  the  cells.  That  defense  is  first  mani- 
fest in  the  production  of  new  cells.  It  is  only 
where  long  continued  or  repeated  irritation  unduly 
stimulates  karyokinesis  that  the  adjacent  meso- 
blastic and  epiblastic  cells  in  the  struggle  for  exist- 
ence lose  their  antagonism  for  each  other,  become 
irregular  in  their  mitoses  and  mingle  that  the 
invasion  of  the  mesoblastic  tissues  by  the  epiblastic 
cells  takes  place  and  a cancer  is  formed. 

With  this  understanding  of  the  cause  of  carci- 
noma, the  measures  to  be  adopted  for  the  preven- 
tion of  this  fatal  malady  are  obvious.  Avoid  all 
destructive  irritations  to  the  tissues.  Cure  quickly 
all  the  superficial  ulcerations.  Cancer  of  the 
stomach  claims  more  victims  than  that  of  any 
other  organ.  Nearly  all  cases  are  preceded  by  a 
history  of  “dyspepsia”,  “heartburn”,  “sour  stom- 
ach”, pain  or  burning  after  meals.  These  are 
warnings  that  should  be  heeded  early  and  such 
adjustment  of  diet  and  mode  of  life  be  made  that 
will  relieve  the  irritation  and  heal  the  ulceration 
before  the  cells,  in  their  defensive  struggle  for 
existence,  lose  their  normal  characteristics  and 
position,  and  enter  upon  that  career  of  unrestrained 
growth  which  constitutes  cancer.  Proper  diagnosis 
and  reasonable  treatment  are  of  the  highest  im- 
portance. 

Heed  carefully  all  lumps  in  the  breast.  Re- 
member that,  in  women  past  forty,  seventy-five 
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per  cent,  of  them  are  histologically  malignant,  and 
all  that  are  histologically  malignant  will  become 
clinically  malignant  in  time.  In  the  premalignant 
stage  local  removal  is  sufficient,  but  no  one  should 
determine  this  without  the  examination  of  frozen 
sections,  made  before  the  operation  is  completed. 
The  next  day  or  a week  later  will  not  answer. 
The  freezing  microtome  should  be  the  adjunct  of 
every  surgery  when  such  operations  are  attempted. 
Not  only  should  the  instrument  be  there,  but  the 
skill  to  prepare  the  specimen  and  that  ability  to 
interpret  what  the  microscope  shows,  which  comes 
not  only  from  study  and  experience  but  from  good 
judgment  and  from  that  sound  surgical  conscience 
which  abhors  useless  mutilation,  but  is  ready  and 
able  to  go  to  the  limit  of  operative  possibility  to 
save  human  life. 

In  chronic  sore  mouth,  ulcer  of  the  tongue, 
erosion  of  the  lacerated  cervix,  early  enlargement 
of  the  prostate,  and  many  other  conditions  we  have 
similar  danger  signals.  Each  of  these  topics  is 
so  vast  that  it  is  worthy  of  special  study  and  a 
separate  paper. 

Intelligent  watchfulness  is  the  price  of  safety. 
This  does  not  mean  unreasonable  introspection 
and  fear  that  leads  to  hypochondria  or  neuras- 
thenia. Let  foolish  fads  in  diagnosis  and  treat- 
ment be  returned  to  that  oblivion  where  they 
properly  belong.  Only  in  so  far  as  good  judg- 
ment, common  sense,  and  absolute  honesty  shall 
form  the  basis  of  the  advice  we  give  our  patients 
may  we  hope  to  receive  that  confidence  so  neces- 
sary to  the  recognition  and  proper  treatment  of 
dangerous  irritations  and  precancerous  lesions. 
Then  only  will  we  achieve  a practical  measure 
of  success  in  the  prevention  of  cancer. 


Infectious  Arthritis.  The  role  of  the  nose,  throat 
and  accessory  sinuses  in  the  causation  of  infec- 
tious arthritis  has  been  critically  examined  by  R. 
Hammond,  Providence,  R.  I.  (Journal  A.  M.  A., 
Sept.  25,  1915).  Most  cases  of  this  disorder  coming 
to  the  orthopedic  clinics  of  the  Rhode  Island  Hos- 
pital and  the  St.  Joseph  Hospital  during  the  past 
two  years  have  been  referred  to  the  Bar,  Nose  and 
Throat  Department  for  Examination.  The  gon- 
orrheal cases  were  not  so  referred.  The  referred 
cases  were  not  selected  in  any  way.  The  total 
number  during  the  past  two  years  was  sixty-one, 
in  which  a large  proportion  showed  tonsillar  infec- 
tion. Twelve  of  these  patients  were  operated  on, 
eighteen  were  not.  The  patients  operated  on  show- 
ing marked  improvement  numbered  only  two  three 
gradually  improved,  one  was  better  in  a single  joint 
and  worse  in  others,  and  three  were  worse  after 
the  operation;  three  were  not  found  to  record.  In 
the  eighteen  cases  not  operated  on,  operation  was 
refused  in  ten,  but  four  patients  improved  with- 
out it. 


ORIGINAL  CONTRIBUTIONS 

BACTERIAL  ETIOLOGY  OF 
RHEUMATISM* 

By  C.  S.  Wilson,  M.  D„ 

TACOMA,  WASH. 

In  considering  the  etiology  of  rheumatism  we 
must  keep  in  mind  the  very  wide  use  of  the  term 
rheumatism.  In  our  literature  it  includes  the 
acute  joint  infections,  the  heart  infections  accom- 
panying rheumatism,  the  chronic  joint  infections, 
and  the  so-called  muscular  rheumatism. 

The  first  work  on  bacterial  etiology  dates  back 
as  far  as  1886,  at  which  time  Dr.  A.  Mantle 
isolated  from  the  blood  of  a case  of  rheumatic 
fever  a micrococcus.  He  advanced  then  the  theory 
that  rheumatism  was  microbic  in  origin.  His  work 
did  not  go  beyond  the  mere  theoretical  conception 
of  the  disease. 

Later,  in  1891,  Achalme,  working  in  the  Pas- 
teur Institute,  described  a bacillus  which  he  had 
isolated  from  nine  cases  of  rheumatic  fever.  His 
work  attracted  considerable  attention  and  by  many 
was  accepted  as  the  probable  factor  in  the  etiology 
of  this  disease.  However,  neither  he  nor  his 
collaborators  were  able  to  reproduce  rheumatism 
in  any  considerable  series  of  experimental  animals. 
The  main  influence  of  his  work  was  to  divert  the 
attention  of  the  workers  from  the  streptococcus, 
as  the  cause  of  rheumatism,  to  the  bacillus. 

The  next  great  contribution  was  in  1899,  when 
Wassermann,  Westphal  and  Malkoff  announced 
the  finding  of  a diplococcus  in  a case  of  rheumatic 
fever  with  chorea.  The  report  of  this  work  again 
awakened  interest  in  the  streptococcus  group  and 
their  association  with  rheumatism. 

Just  a year  later,  in  1900,  Poynton  and  Paine 
reported  their  very  extensive  work  with  the  fol- 
lowing conclusion;  “This  diplococcus  which  we 
have  isolated  is  a cause  of  rheumatic  fever.” 

Their  work  represented  research  chiefly  on 
patients  presenting  a picture  of  rheumatic  endo- 
carditis, a few  cases  of  true  rheumatic  fever  with 
joint  involvement  only,  and  two  cases  of  rheumatic 
tonsillitis.  A great  deal  of  their  work  was  done 
postmortem  and  their  cultures  were  most  com- 
monly obtained  from  the  pericardial  fluid.  In  all 
they  have  isolated  the  streptococcus  from  sixteen 
cases,  in  each  instance  reproduced  the  disease  in 
experimental  animals  and  recovered  the  organisms 
again.  Their  work  of  course  has  been  attacked 
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from  many  angles.  Some  have  claimed  that  they 
had  merely  recovered  an  organism  from  a terminal 
infection.  Beattie  and  Yates,  working  at  the 
University  of  Liverpool,  studied  the  plausibility 
of  the  claim  that  this  work  represented  terminal 
infections.  Their  conclusions  are  that  there  is 
absolutely  no  grounds  for  such  a claim. 

Poynton  and  Paine’s  organism,  called  by  them 
the  micrococcus  rheumaticus,  is  described  as  being 
a small  micrococcus  usually  growing  in  pairs  or 
short  chains,  has  no  capsule,  stains  easily  but 
does  not  retain  Gram’s  stain  readily,  and  degenera- 
tion forms  are  common.  It  grows  best  anaero- 
bically and  on  blood  agar,  slightly  acid.  They 
have  encountered  great  difficulty  in  growing  this 
organism  from  the  arthritic  exudate. 

In  this  country  Rosenow  has  had  a great  oppor- 
tunity to  work  on  a large  series  of  patients  with 
acute  rheumatic  fever.  The  type  of  his  cases 
differs  decidedly  from  Poynton  and  Paine’s,  be- 
cause, as  you  will  remember,  the  latter  series 
represented  mostly  cardiac  infections. 

In  1914  Rosenow  reported  the  successful  culti- 
vation of  micrococci  from  the  arthritic  exudates 
in  a considerable  series  of  consecutive  cases.  His 
technic  differed  from  that  of  Poynton  and  Paine 
and  probably  accounts  for  his  success  in  culturing 
exudates  which  they  have  stated  to  be,  as  a rule, 
an  unsuccessful  procedure. 

Rosenow  uses  ascitic  dextrose  agar  in  shake 
cultures.  The  culture  medium  is  melted  and, 
just  when  it  cools  to  about  40°,  the  ascitic  fluid 
is  added.  The  culture  is  then  inoculated  with  one 
cc.  of  the  joint  fluid  and  the  tube  shaken.  When 
cool  you  will  see  there  will  be  in  the  upper  portion 
of  the  medium  a high  oxygen  pressure,  in  the 
middle  portion  low  oxygen  pressure,  and  at  the 
bottom  of  the  tube  practically  no  oxygen.  So  by 
this  method  he  has  a culture  which  represents 
various  gradations,  passing  from  an  aerobic  to  an 
anaerobic  culture. 

He  finds  that  the  growth  usually  takes  place 
about  5/10  cm.  from  the  surface  and  he  recovers 
about  fourteen  organisms  per  cc.  of  exudate.  In 
his  culture  from  the  blood  he  has  obtained  his  best 
results  by  withdrawing  30  cc.  into  15  cc.  of  a two 
per  cent,  sodium  citrate  solution  in  sodium  chlo- 
ride, which  of  course  is  to  prevent  clotting.  He 
then  adds  about  100  cc.  of  sterile  distilled  water 
to  hemolize-  the  red  blood-cells.  The  fluid  is 
centrifugated  and  the  sediment  inoculated  into  the 
shake  cultures.  He  has  isolated  three  types  of 
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cocci.  In  five  cases  of  arthritis,  where  there  was 
no  muscular  involvement,  he  isolated  organisms 
which  formed  long  chains  of  diplococci  and  large 
clumps  in  broth,  and  on  blood-agar  formed  a green 
color  around  the  colony.  In  animals  they  produced 
a non-destructive  arthritis,  pericarditis  and  endo- 
carditis. In  six  cases,  showing  arthritis  and  mus- 
cular involvement,  the  organism  isolated  produced 
a hazy  hemolysis  in  blood-agar,  formed  chains  and 
diplococci  in  broth.  In  animals  it  produced  an 
arthritis,  endocarditis,  pericarditis,  myocarditis  and 
myositis.  In  three  cases  with  no  muscular  changes 
the  organisms  showed  small  greyish  colonies  on 
blood-agar  and  formed  clumps  of  micrococci  and 
occasionally  short  chains  and  diplococci.  In  ani- 
mals it  produced  arthritis,  endocarditis  and  peri- 
carditis. 

He  states  that  by  appropriate  means  strains  of 
the  three  varieties  can  be  converted  each  one  into 
the  other.  He  has  successfully  isolated  these 
organisms  from  the  joint  exudate,  muscles,  tonsils 
and  stools. 

Rosenow  feels  that  rheumatism  is  caused  by 
organisms  belonging  to  the  streptococcic  group, 
that  in  some  way  they  acquire  peculiar  properties 
which  allow  them  to  attack  particular  parts  of 
the  body  and  present  certain  cultural  character- 
istics. He  further  believes  that  the  tonsil  is  a 
common  place  for  these  organisms  to  acquire  these 
properties  but  they  attack  any  other  parts  of  the 
body.  This  change  from  one  type  of  organisms 
in  the  streptococcic  family  to  another  type  can  be 
artificially  reproduced. 

In  studying  the  experimental  arthritis  the  ques- 
tion of  distinguishing  the  arthritis  produced  by 
one  form  of  streptococci  from  another  is  a prob- 
lem which  has  not  as  yet  been  completely  solved. 
It  is  a point  of  great  discussion  as  to  whether  the 
recovering  of  an  organism  from  a patient’s  tonsils 
and  producing  an  arthritis  in  an  experimental 
animal  is  sufficient  evidence  of  true  association  of 
the  organism  to  rheumatism.  However,  the  work 
has  been  carried  on  and  corroborated  by  so  many 
observers,  the  recovering  of  the  organisms  from 
the  joint  exudate  is  so  common,  that  at  least  it 
can  be  said  that  the  micrococcus  rheumaticus,  as 
it  is  now  known,  is  closely  related  to  the  true 
etiology  of  rheumatism. 

FOUR  RULES  OF  KOCH. 

1.  The  organism  must  be  present  in  all  cases 
of  that  disease. 


October,  1915. 


RHEUMATISM  AND  SURGICAL  DIAGNOSIS ALLEN 


311 


2.  The  organism  must  be  isolated  and  obtained 
as  an  absolutely  pure  culture. 

3.  The  pure  culture  of  the  organism  when 
introduced  into  susceptible  animals  must  produce 
the  disease. 

4.  In  the  disease  thus  produced  the  organism 
must  be  found  distributed  the  same  in  the  natural 
disease. 

To  these  four  requirements  a fifth  may  be 
added,  that  the  chemical  products  of  the  organism 
must  produce  the  characteristic  symptoms  and 
effects  of  that  disease. 
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RHEUMATISM  AS  A FACTOR  IN  SUR- 
GICAL DIAGNOSIS.* 

By  H.  Eugene  Allen,  M.  D.,  F.  A.  C.  S., 

SEATTLE,  WASH. 

The  newer  conception  of  rheumatism  is  bring- 
ing it  rapidly  within  the  field  of  surgery.  Today 
we  seek  the  site  of  invasion  or  focus  of  infection, 
such  as  diseased  tonsils,  accessory  sinuses,  etc.,  and 
remove  such  foci  by  surgical  methods  in  order  to 
prevent  the  recurrent  attacks.  Indeed,  there  are 
authorities  who  are  convinced  that  there  is  no 
such  thing  as  an  idiopathic  rheumatic  arthritis, 
any  more  than  there  is  an  idiopathic  peritonitis; 
that  even'  non-traumatic  joint  inflammation  is  a 
metastatic  manifestation  of  a primary  infection  in 
some  other  part  of  the  body,  a sort  of  mild  pyemia, 
in  other  words ; the  so-called  acute  articular  rheu- 
matism being  an  infectious  arthritis  without  ten- 
dency to  suppuration,  but  varying  only  in  degree 
from  the  arthritis  that  goes  on  to  joint  destruction. 

To  hold  this  conception  of  the  disease  con- 
stantly in  mind  would  perhaps  save  us  many  mis- 
takes in  diagnosis.  I recall  with  chagrin  a case 
in  which  I had  opened  an  ischiorectal  abscess. 
The  cavity  healed,  leaving  a fistula  which  would 
close  up  externally  for  a week  or  so,  then  swell 
up  and  reopen  and  discharge  sero-pus  for  a few 
days,  then  close  again.  During  a period  of  three 
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months,  while  this  was  occurring,  the  patient  had 
three  attacks  of  rheumatism,  affecting  both  knees 
and  ankles.  He  himself  had  to  force  the  diagnosis 
on  me  by  telling  me  that- each  time  the  fistula 
closed  up,  his  joints  became  painful  and  swollen 
and  then  when  it  reopened  the  rheumatism  sub- 
sided. Operation  on  the  fistula  resulted  in  a cure 
of  the  joint  symptoms  as  well  and,  although  that 
was  twro  years  ago,  there  has  been  no  recurrence. 

One  of  the  reasons  wThy  wre  have  been  so  slow 
to  recognize  the  connection  between  the  primary 
lesion  in  the  tonsils,  nose,  pharynx,  urethra,  etc., 
and-  the  secondary  arthritis,  is  that  such  a long 
period  elapses  between  the  primary  and  secondary 
manifestations  in  a large  percentage  of  cases. 

Look  with  suspicion  on  every  monoarticular 
inflammation.  Here  wre  must  eliminate  the  trau- 
matic synovitis  by  a careful  history  which  will 
bring  out  the  fact  of  injury,  often  slight,  but  later 
aggravated  by  constant  use  of  the  injured  joint, 
coupled  with  absence  of  temperature.  If,  however, 
there  be  a period  of  immunity  from  symptoms  of 
from  three  to  eight  weeks  following  the  injury 
and  an  accompanying  elevation  of  temperature, 
then  we  must  be  on  the  lookout  for  tuberculosis 
of  the  joint. 

The  diagnosis  of  joint  tuberculosis  in  its  later 
stages  is  generally  easy,  but  this  is  not  true  in  the 
early  stages  and  we  are  apt  to  be  misled  by  a 
general  appearance  of  good  health.  It  may  start 
as  a mere  lameness  or  complaint  of  weakness  after 
prolonged  use,  and  at  first  there  may  be  distinct 
remissions,  when  the  lameness  will  disappear  for 
a time  only  to  return  a little  more  severe.  If  in  a 
child,  it  will  be  noticed  that  he  sleeps  badly  and 
cries  out  suddenly  in  the  night,  and  these  cries 
are  associated  wfith  spasmodic  movements  of  the 
affected  limb.  Later  the  limb  assumes  some  char- 
acteristic position,  attempts  at  passive  motion  are 
resisted  and  cause  pain.  Forcing  the  joint  surfaces 
together  is  also  painful.  Still  later  we  get  the 
signs  of  effusion  into  the  joint  and  the  character- 
istic swelling,  wfith  the  atrophy  of  muscles  above 
and  below'  the  joint,  and  the  white,  waxy  skin, 
the  typical  w'hite  swelling  of  our  fathers.  “Re- 
ferred” pain  is  not  unusual. 

The  primary  synovial  form  of  tuberculosis  of 
joints  is  rare  among  children  and  much  less  com- 
mon in  adults.  The  knee  is  most  commonly 
affected  and  the  disease  is  characterized  by  slow 
distention  of  the  joint  with  fluid.  This  distention 
stretches  the  ligaments  and  makes  a weak,  wab- 
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bling  joint.  There  is  very  little  pain  until  sub- 
luxation makes  the  use  of  the  limb  difficult  and 
painful.  The  existence  of  other  tuberculous 
lesions  will  aid  the  diagnosis;  the  aspiration  of 
the  fluid  and  inoculation  into  the  guinea  pig  may 
give  positive  results. 

Gonorrheal  arthritis  may  be  mono-  or  polyartic- 
ular and  can  be  diagnosed  by  history  of  a recent 
infection  or  by  examination  of  the  urethral  dis- 
charge in  the  male,  or  the  discharge  from  the 
cervical  and  Bartholin  glands  in  the  female. 
Occasionally  in  the  early  stages  of  the  disease  the 
gonococcus  may  be  found  in  the  aspirated  fluid. 

Beware  of  any  arthritis,  be  it  mono-  or  poly- 
articular, which  is  initiated  wfith  a chill.  Murphy 
states  that  these  cases  are  surgical  from  the  begin- 
ning and  that  the  initial  chill  must  be  accepted 
as  a warning  that  ankylosis  will  probably  follow, 
unless  they  are  properly  and  scientifically  man- 
aged. As  a matter  of  fact,  almost  all  these  poly- 
articular cases  starting  with  a chill  are  really  forms 
of  pyemia.  In  the  milder  polyarticular  types 
which  do  not  respond  to  salicylates  but  with  a 
tendency  to  chronicity,  seek  diligently  foi  your 
focus  of  infection  and  you  will  ward  off  many  of 
the  joint  deformities  and  the  chronic  invalidism 
of  rheumatoid  arthritis. 

One  of  the  most  important  diseases  to  consider 
in  connection  with  the  subject  of  this  paper  is 
osteomyelitis.  What  surgeon  has  not  been  called 
on  to  operate  on  cases  with  great  destruction  of 
bone,  which  have  been  treated  as  rheumatism  even 
for  weeks  in  the  face  of  no  improvement.  This 
mistake  is  perhaps  the  most  serious  in  its  results 
of  any  of  the  numerous  mistakes  in  which  the 
diagnosis  of  rheumatism  abound. 

Acute  osteomyelitis  of  the  serious  type  is  ushered 
in  by  a chill  and  gives  the  picture  of  overwhelm- 
ing septic  intoxication.  The  pain  is  intense,  boring 
in  character.  There  is  no  swelling  of  the  adjacent 
joint  before  a week  has  passed.  Swelling  over 
the  focus  in  the  bone  occurs,  however,  as  soon 
as  the  disease  has  reached  the  periosteum.  Tender- 
ness is  an  early  sign.  The  best  way  to  elicit  this 
is  continued  pressure  over  the  suspected  focus. 
The  first  few  seconds  it  is  practically  painless. 
In  fifteen  to  thirty  seconds  the  pain  becomes  intol- 
erable. A control  pressure  over  the  same  zone  on 
the  opposite  side  makes  this  sign  of  greater  value. 
Loss  of  function  of  the  affected  limb  is  invariably 
present. 

Thrombosis  of  the  deeper  veins  is  always  present 
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and  this  results  after  the  first  few  days  in  edema 
of  the  affected  limb.  The  color  of  the  skin  re- 
mains normal  but  is  often  shiny  from  tension, 
and  superficial  veins  enlarge  after  the  first  week. 
Not  until  burrowing  pus  is  near  the  surface  does 
the  skin  become  dusky,  purplish  red.  Leucocy- 
tosis  with  relative  increase  of  polymorphonuclear 
cells  is  a regular  accompaniment  and  may  aid  in 
making  the  diagnosis.  In  the  milder,  subacute 
forms  of  the  disease,  as  in  the  tuberculous  form, 
the  x-ray  comes  to  our  aid  in  the  diagnosis.  Tuber- 
culous osteomyelitis  runs  a very  chronic  course 
and,  although  it  generally  starts  in  the  epiphysis 
of  the  long  bones,  a considerable  interval  elapses 
before  the  neighboring  joint  becomes  involved,  and 
during  the  interval  we  should  recognize  it  by  find- 
ing a tender,  bony  swelling,  by  the  presence  of 
tuberculous  lesions  in  other  organs,  by  x-ray  find- 
ings and  the  tuberculin  tests. 

Another  common  condition  which  is  often  mis- 
taken for  rheumatism  and  treated  as  such,  some- 
times for  long  periods,  is  flat-foot.  This  is  not 
strange  when  you  consider  that  often  the  ankles 
are  swollen  and  there  may  be  pain  in  the  calves 
of  the  legs  and  knees  and  even  in  the  back.  Fur- 
thermore, the  patient  comes  to  you  with  a home- 
made diagnosis  of  rheumatism. 

I was  thoroughly  impressed  by  the  story  of  a 
prominent  Seattle  druggist  who  told  me  that  he 
had  consulted  seventeen  well-known  physicians 
concerning  his  rheumatism  of  the  feet,  legs  and 
back.  Finally  he  went  to  New  York  and  found 
a doctor  who  examined  him  and  told  him  he  had 
flat-foot.  A properly  fitted  arch-support  gave  him 
relief  and  a very  low  opinion  of  our  local  talent. 
The  real  reason  they  fell  down  was  because  they 
prescribed  for  him  across  the  counter,  taking  his 
own  diagnosis  and  not  taking  the  trouble  to  make 
an  examination. 

The  diagnosis  in  a well-developed  case,  of 
course,  is  easy,  but  a case  seen  before  the  flattening 
of  the  sole  is  pronounced  might  present  some 
difficulties.  In  these  cases  the  valgus  position  is 
conclusive.  Hoffa  gave  the  name  “bent  foot”  to 
this  position.  The  foot  is  still  arched  but  the 
front  portion  is  strongly  abducted  and  inverted. 
The  outward  deviation  of  the  heel  is  particularly 
noticeable  from  behind. 

There  are  probably  many  other  conditions  that 
have  been  factors. in  the  diagnosis  of  rheumatism 
that  have  not  been  brought  out  in  this  paper,  but 
this  is  not  intended  as  an  exhaustive  study  and 
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presentation  of  minute  details,  simply  as  a gentle 
reminder  of  the  practical  everyday  things  we  all 
know  but  sometimes  forget. 


THE  RELATION  OF  TONSILS  TO 
RHEUMATISM* 

By  Wilson  Johnston,  M.  D., 

SPOKANE,  WASH. 

A review  of  the  literature  shows  that  the  rela- 
tion of  tonsillitis  to  rheumatism  has  been  recog- 
nized clinically  for  many  years.  Veltesen1  credits 
Eyerlen  with  calling  attention  to  the  connection 
between  these  diseases  as  early  as  1789.  Statistics 
prior  to  1890  show  that  tonsillitis  occurred  either 
before  or  with  rheumatic  fever  in  80  per  cent,  of 
cases.  By  the  majority  of  the  older  writers  ton- 
sillitis was  considered  a complication  of  rheuma- 
tism, although  a few  believed  it  to  have  an  etio- 
logic  influence. 

During  the  period  from  1891  to  1900  the 
research  work  of  Achalme,  Wassermann,  Paine 
and  Poynton  in  the  bacteriology- of  rheumatic  fever 
completely  changed  the  conception  of  its  nature 
and  origin  and  gave  to  pharyngitis  and  tonsillitis 
a new  and  important  place  in  the  etiology  of 
rheumatism. 

Jaccoud2,  in  1897,  says,  “In  many  cases  some 
preceding  local  process  has  been  observed,  serving 
as  a point  of  invasion  to  the  organism  (whatever 
that  may  be)  which  is  the  cause  of  acute  rheuma- 
tism. Among  the  most  frequent  is  tonsillitis,  and 
a striking  fact  is  that  the  organisms  found  are 
exactly  the  same  as  those  occurring  in  the  tissues 
at  the  seat  of  the  lesion.  The  pharynx  or  tonsils, 
in  fact  any  tissue  showing  a lesion,  may  allow 
the  organism  to  enter.” 

In  1904,  Williams3  classes  rheumatism  as  an 
infection  which  may  manifest  itself  in  arthritis, 
pericarditis,  endocarditis,  chorea  alone  or  in  asso- 
ciation. He  claims  that  in  a large  percentage  of 
cases  the  portal  of  infection  is  in  the  fauces, 
pharynx  or  upper  respiratory  tract,  but  most  fre- 
quently in  the  oropharyngeal  lymphoid  ring.  He 
has  observed  no  proportion  between  the  intensity 
of  the  primary  local  lesion  and  the  severity  of 
the  secondary  systemic  complications. 

Billings4  calls  attention  to  the  frequency  of  focal 
infections  and  finds  them  in  many  cases  in  the 
lymphoid  tissue  of  the  mouth,  nose  and  pharynx. 
He  thinks  this  explains  the  existence  of  acute 

‘Read  before  tie  Twenty-Sixth  Annual  Meeting  of  Washington 
State  Medical  Association,  Tacoma,  Wash.,  July  21-23,  1915. 


rheumatic  fever  and  infective  chorea  early  in  life, 
and  endocarditis,  arthritis  and  nephritis  in  later 
years.  He  believes  an  infection  may  lie  latent  in 
the  tonsils  for  years  and  that  disease  of  the  gums, 
teeth,  alveolar  sockets  and  accessory  sinuses  may 
cause  systemic  diseases.  He  advises  that  patients 
be  examined  carefully  for  a focus  of  infection  and 
that,  when  found  and  it  seems  rationally  to  be 
related  to  the  systemic  condition,  it  should  be 
removed  if  possible.  If  in  the  tonsils  they  should 
be  removed  by  enucleation  so  that  no  tonsil  tissue 
remains.  He  concludes  by  saying,  “There  seems 
to  be  no  better  reason  for  the  prevalence  of  rheu- 
matic fever  or  endocarditis  in  children  than  the 
frequency  of  focal  infections  in  the  throat  and 
nose.”  He  reports  three  cases  of  thyroiditis  occur- 
ring in  the  course  of  acute  rheumatism,  and  ton- 
sillitis which  subsided  when  the  foci  of  infection 
were  removed  from  the  jaws  and  tonsils. 

Davis5,  in  a bacteriologic  study  of  extirpated 
tonsils,  classes  them  into  groups  according  to  the 
existing  clinical  condition.  Of  fifty  cases  of  re- 
current tonsillitis  forty-eight  showed  hemolytic 
streptococci  and  two  pneumococci.  In  a few  cases 
other  streptococci  and  influenza  bacilli  were  pres- 
ent. Strains  of  streptococci  from  the  tonsillar 
cases  injected  into  rabbits  produced  arthritis  sim- 
ilar to  that  produced  by  streptococci  from  the 
arthritic  group.  In  one  case  of  multiple  neuritis 
without  arthritis  or  heart  lesion  the  crypts  of  the 
tonsils  contained  a pure  growth  of  hemolytic  strep- 
tococci which  produced  a fatal  multiple  arthritis 
in  rabbits.  The  arthritis  was  usually  multiple  and 
in  some  instances  became  chronic.  Microscopically 
the  most  striking  feature  of  these  tonsils  was  the 
occurrence  of  minute  abscesses  in  the  bottom  of 
the  crypts.  Streptococci  were  usually  found  in 
the  crypts  and  pneumococci  on  the  surface  of  the 
tonsils.  Pneumococci  rarely  produce  arthritis  but 
tend  to  localize  on  the  heart  valves. 

Veltesen1  reviews  the  records  of  the  Christiana 
public  hospital  and  describes  in  detail  fourteen 
cases  of  acute  rheumatism,  in  which  78  per  cent, 
of  the  patients  had  a manifest  acute  or  chronic 
tonsillitis.  He  believes  that  bacilli  have  a patho- 
logic influence  only  in  certain  tissues  and  that  the 
streptococci  found  in  acute  arthritis  undergo  some 
special  change  in  the  tonsils. 

Rosenow6  isolated  different  strains  of  organisms 
from  rheumatic  joints,  each  of  which  can  be  con- 
verted into  the  other  quite  readily.  He  .found 
that  one  form  has  an  affinity  for  joints  and  endo- 
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cardium,  another  for  the  muscles,  and  that  the 
tonsil  is  the  most  frequent  site  for  this  transmuta- 
tion. This  adds  much  to  the  importance  of  focal 
infections,  as  they  now  are  not  only  portals  of 
entry  for  bacteria  but  places  in  which  organisms 
become  pathologically  specific  for  certain  tissues. 

Subsequent  to  an  epidemic  of  milk-borne  septic 
sore  throat,  Davis5  made  a study  of  forty-two 
cases  of  chronic  arthritis  in  which  the  cause  could, 
with  a reasonable  definiteness,  be  attributed  to  a 
streptococcus  infection,  the  atrium  of  which  ap- 
peared to  be  in  diseased  tonsils.  This  group  was 
under  observation  for  a considerable  period  of 
time.  With  one  or  two  exceptions  the  tonsils 
were  removed  and  pure  cultures  of  a hemolytic 
streptococcus  obtained  from  the  crypts.  Marked 
improvement  was  apparent  and  complete  cure 
resulted  from  the  enucleation  of  the  tonsils  in 
nearly  every  patient.  Of  particular  interest  is 
the  fact  that  “constitutional  reactions”  followed 
the  extirpation  of  infected  foci  and  the  adminis- 
tration of  autogenous  vaccines.  That  emulsions 
of  tonsil  are  very  toxic  and  produce  anaphylaxis 
has  been  demonstrated  experimentally  by  Rose- 
now6  and  also  by  Dick  and  Burmeister7. 

It  seems  that  the  tonsils  may  play  a greater 
part  in  the  etiology  of  systemic  diseases  than  that 
at  present  accredited  to  them.  As  a result  of  a 
primary  tonsillar  infection  the  susceptibility  of 
the  tissues  of  the  individual  may  be  increased  so 
as  to  permit  an  invasion  of  the  gallbladder  or 
appendix,  which  may  in  turn  be  the  focus  of  infec- 
tion for  other  organs.  On  account  of  the  rapid 
improvement  in  the  physical  conditiion  of  patients, 
especially  children,  after  the  removal  of  tonsils 
at'd  adenoids,  I regard  these  organs  as  the  main 
factors  in  producing  that  susceptibility  to  infec- 
tions which  the  older  writers  classified  under  the 
name  of  “diathesis.”  I regard  diseased  tonsils  as 
the  chief  factor  in  lessening  the  resistance  of  the 
tissues  and  favoring  not  only  the  recurrence  of 
rheumatism  and  tonsillitis  but  the  development 
of  tuberculosis  as  well. 

With  this  conception  of  the  relation  between 
systemic  diseases  and  focal  infections  no  examina- 
tion should  cease  with  the  recognition  of  the  physi- 
cal lesion  but  go  on  to  determine  the  location  of 
the  focus  of  infection.  A complete  and  thorough 
examination  of  the  mouth,  nose  and  throat  is 
demanded.  The  pillars  should  be  retracted,  the 
tonsils  exposed  and  pressed  with  a cotton-tipped 
probe,  as  little  can  be  gained  from  their  appear- 


Vol.  VII.  No.  10. 

New  Series. 

ance.  The  hypertrophied  tonsil  with  its  long 
straight  crypts  is  usually  less  septic  than  the  small 
atrophied  tonsil,  in  which  the  crypts  are  “bottle- 
shaped”, having  a small  orifice  and  a large  dilated 
body  capable  of  retaining  a large  quantity  of  pus 
and  debris.  I now  consider  no  examination  of 
the  tonsil  negative  until  I have  slipped  the  end 
of  my  tongue  depressor  over  the  anterior  pillar 
and  caused  the  patient  to  gag,  as  I have  found  that 
the  compression  so  exerted  has  often  expressed 
pus  and  infective  material  that  I was  unable  to 
obtain  before.  It  is  the  experience  of  every  laryn- 
gologist that  unsuspected  pockets  of  pus  are  often 
opened  at  the  time  of  operation  and  that  many 
badly  infected  tonsils  give  rise  to  little  or  no 
symptoms. 

In  examining  a series  of  tonsils,  which  I had 
removed  from  children  with  enlarged  cervical 
glands,  Dr.  Frank  Hinman  found  small  abscesses 
in  ten  per  cent.  This  shows  that  it  is  not  always 
possible  to  determine  positively  that  the  tonsil 
is  not  infected,  and  may  account  for  the  good 
results  recently  obtained  in  two  cases,  in  which 
I removed  apparently  healthy  tonsils  only  after 
the  internist  had  examined  the  patient  a number 
of  times  without  finding  any  other  possible  source 
of  infection. 

My  own  clinical  experience  is  in  accord  with 
that  of  the  majority  of  laryngologists  as  to  the 
benefits  following  tonsillectomy  in  arthritis  and 
its  complication.  When  we  see  the  curative  results 
which  follow  the  removal  of  diseased  tonsils  we 
are  forced  to  conclude  that  there  is  a very  direct 
relation  between  their  infection  and  rheumatic 
manifestations.  Clinical  and  experimental  evi- 
dence agrees  in  locating  the  tonsil  as  the  most 
frequent  focus  of  infection  in  rheumatism  and,  as 
there  is  no  relation  between  the  mildness  of  an 
attack  of  tonsillitis  and  the  constitutional  infec- 
tion which  may  follow,  we  are  forced  to  regard 
it  as  a disease  that  should  be  treated  much  more 
seriously  than  it  is  at  present.  I believe  that  all 
the  attacks  of  tonsillitis  should  be  treated  by  abso- 
lute rest  in  bed  and  thorough  cleansing  of  the 
nose  and  throat  until  such  time  as  the  acute  symp- 
toms have  subsided. 

Ordinarily  I remove  the  tonsils  from  three  to 
five  weeks  after  the  acute  attack,  although  I have 
no  hesitancy  in  performing  a tonsillectomy  during 
an  acute  attack  of  rheumatism  or  endocarditis, 
when  the  gravity  of  the  case  or  the  condition  of 
the  patient  demands  it. 
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GASTROINTESTINAL  CONDITIONS 
AND  RHEUMATISM.* 

By  Arthur  P.  Lensman,  M.  D., 

SEATTLE,  WASH. 

The  nomenclature,  symptomatology,  etiology, 
in  fact  the  whole  fabric  of  our  knowledge  of  what 
was  commonly  understood  as  acute  inflammatory 
rheumatism  and  chronic  rheumatism  has  under- 
gone great  changes.  The  theme  of  this  paper  is 
rich  in  medico-historical  literature.  It  would  have 
been  interesting  to  trace  this  very  question  of 
“Gastrointestinal  Conditions  and  Rheumatism” 
and  link  the  names  of  the  great  clinicians,  medical 
and  surgical,  from  Sydenham  to  Lane.  The  light 
that  this  study  has  thrown  on  various  difficult 
problems  in  medicine  and  surgery  is  best  attested 
by  the  remarkable  discoveries  made  and  their 
practical  application  at  the  bedside. 

The  greatest  progress  was  made  in  differential 
diagnosis.  Formerly  the  term  rheumatism  covered 
a multitude  of  diagnostic  sins.  Now  when  we 
treat  a case  of  so-called  rheumatism  we  decide  in 
the  very  beginning  upon  the  possible  etiologic 
factor.  Trauma,  sepsis,  tuberculosis,  gonorrhea, 
syphilis,  these  and  more,  (lead  poisoning,  alcohol- 
ism) form  a background  for  a correct  diagnosis. 
Further  progress  was  made  when  definite  foci  of 
infection  were  often  found  to  accompany  joint 
disturbances  (tonsils,  gums,  alveolar  processes, 
sinuses,  pelvic  viscera,  infections).  A very  im- 
portant group  which  is  described  now  as  toxic 
arthritis  found  an  explanation.  Nor  must  we 
overlook  or  interpret  as  of  purely  gastrointestinal 
origin  the  so-called  gouty  or  lithemic  group  of 
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cases.  There  should  be  no  difficulty  in  recogniz- 
ing this  arthritis  type.  The  family  and  clinical 
histories,  eating,  drinking  habits,  sex,  metatarso- 
phalangeal attacks,  cardiovascular  changes,  topha- 
ceous deposits,  low  uric  acid  excretion  during  the 
attack,  these  prove  that  disturbed  metabolism  is 
the  most  likely  cause. 

The  unknown  origin  in  many  joint  disturbances 
labeled  rheumatism  found  an  explanation  in  the 
above  mentioned  causal  conditions.  In  the  main, 
clinical  experience  verified  and  substantiated  the 
newer  finds.  But  there  was  still  fully  one-third 
of  joint  cases,  accompanied  by  other  bodily  aches, 
for  which  no  real  cause  could  be  given.  It  is 
these  obscure  cases  in  which  earlier  and  later 
observations  have  lead  us  to  believe  that  there  is 
undoubtedly  a direct  connection  between  gastro- 
intestinal disturbances  and  the  joint  manifesta- 
tions. 

In  these  cases  the  patients  complain  of  stiffness, 
pain  and  tenderness  in  the  joints.  Often  they 
attribute  their  trouble  to  constipation  or  they  may 
have  observed  mucus  in  the  stools.  Most  of  them 
attribute  their  rheumatism  to  indigestion.  Close 
questioning  will  bring  out  that  many  suffer  from 
fullness  after  meals,  acid  eructations,  nausea,  vom- 
iting. A few  with  symptoms  of  colitis  suffer 
severe  abdominal  pains.  Headache  is  often  also 
complained  of.  Physical  examination  will  show 
a type  of  arthritis  which  is  slow  in  development, 
often  involving  several  joints.  At  times  old  irre- 
movable swellings,  deformities,  etc.,  are  observed. 

Careful  examinations  will  point  to  gastritis, 
chronic  colitis,  chronic  appendicitis,  in  some  cases 
even  cholecystitis.  In  other  cases  fecal  masses 
may  be  palpated.  In  a considerable  number 
radiographs  will  show  visceroptosis  and  stasis.  The 
urine  will  show  invariably  an  excess  of  indican. 

These  cases  are  of  importance  from  the  diag- 
nostic and  therapeutic  point  of  view.  Obviously 
such  cases  as  described  above  point  to  the  ali- 
mentary canal  as  the  most  important  factor  in 
the  production  and  continuation  of  a great  number 
of  so-called  rheumatic  cases  which,  for  want  of 
a better  name,  are  often  referred  to  as  autotoxemic. 
Such  eminent  clinicians  as  Gilbert  and  Bouchard, 
in  France;  Hemmeter,  Anders,  and  Howard,  in 
this  country;.  Ewald,  in  Germany,  found  that 
the  nature  and  likelihood  of  these  cases  can  only 
be  explained,  diagnosed  and  rationally  treated  on 
the  basis  of  a careful  study  of  the  gastrointestinal 
pathology. 
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Admitting  that  infection  is  the  most  important 
cause  of  rheumatism,  we  can  grasp  and  understand 
why  the  altered  catarrhal  walls  of  the  stomach 
and  intestines  become  permeable  for  bacteria  to 
pass  into  the  general  circulation  and  give  rise  to 
constitutional  and  local  symptoms.  Gilbert  and 
Lereboullet  found  quite  a number  of  rheumatic 
cases  complaining  of  “biliousness”.  Bouchard 
noted  rheumatism  twenty-eight  times  in  one  hun- 
dred cases  concomitant  with  biliar}'  lithiasis; 
sixteen  times  in  one  hundred  cases  of  diabetes. 
The  portal  of  entry  in  these  cases  was  thought 
to  be  the  bowel,  liver,  gallbladder,  pancreas  and 
appendix.  Illman,  who  has  made  an  excellent 
study  of  this  question,  wrrites  of  the  probability 
that  many  of  our  patients  who  are  now  hopeless 
cripples  might  have  been  saved  much  of  their 
suffering  if  proper  and  prompt  attention  had  been 
given  primarily  to  the  gastrointestinal  disorder, 
rather  than  to  the  slight  rheumatic  pain  in  the 
joint.  Continuing  he  writes,  “It  seems  rather 
remarkable  that  many  of  our  leading  clinicians 
and  authors  give  constipation  as  a symptom  but 
never  consider  it  as  a cause  of  rheumatism”. 

Ewald  in  his  earlier  studies  observed  many  dys- 
peptics who  were  suffering  also  from  chronic  artic- 
ular rheumatism.  He  was  very  much  impressed 
with  the  fact  that  these  patients  complained  more 
of  their  dyspepsia  than  of  their  rheumatism. 
Hemmeter  recorded  cases  where  a very  intense 
gastralgia,  which  would  yield  to  no  remedy, 
promptly  gave  in  to  salicylate  treatment. 

Howard,  in  Pepper’s  System  of  Practice,  is 
of  the  opinion  that  the  cases  formerly  diagnosed 
as  “neurosis  rheumatism”  may  be  dependent  upon 
some  error  of  diet  or  hygiene  that  has  not  received 
careful  attention  either  by  the  patient  or  phy- 
sician. 

Anders,  in  Forcheimer’s  Therapeusis,  writes  of 
arthritis  of  intestinal  origin,  relief  having  been 
obtained  by  daily  physiologic  salt  solution  enemata 
and  by  control  of  diet.  These  patients  eat  more 
than  their  digestive  tracts  are  able  to  properly  care 
for  and  intestinal  putrefaction  occurs  very  fre- 
quently and  excessively  with  them  in  consequence. 

From  the  foregoing  it  can  be  seen  what  a 
powerful  influence  has  been  working  in  modern 
medicine  to  make  this  problem  simpler  and  better 
understood.  The  time  is  passed  when  a hasty 
diagnosis  of  rheumatism  can  be  made,  salicylates 
given  and  the  case  dismissed.  The  etiology  in 
each  case  must  be  investigated  and,  if  gastrointesti- 
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nal  disturbances  be  found,  a serious  study  should 
be  made  to  discover  whether  there  is  (1)  a focus 
of  infection  in  the  digestive  organs,  (2)  a serious 
inflammatory  disease  of  the  alimentary  canal  or 
of  the  digestive  adnexa  (liver,  pancreas),  or  (3) 
stasis  of  the  bowel. 

On  these  findings  will  depend  whether  your 
treatment  will  be  medical  or  surgical.  If  medical 
you  have  a splendid  armamentarium  of  remedial 
measures.  The  first  consideration  must  be  that 
of  diet  wThich  should  be  of  fresh,  non-fermenting 
and  non-putrefying  food.  Limit  the  starches  and 
sugars.  Avoid  the  rich  seasoned  proteins.  In 
rheumatides  with  overweight  a diet  of  restriction, 
in  the  poorly  nourished  a generous  diet.  The  bowel 
irregularity  should  be  treated  by  proper  diet,  par- 
afine  oil,  rectal  irrigation,  hydrotherapeutic  meas- 
ures, massage.  In  a few  cases  laxative  waters 
may  be  necessary  but  given  with  caution.  Very 
often  bowel  antisepsis  is  necessary.  Then  we  may 
make  use  of  salol,  aspirin,  Bulgarian  bacilli,  etc. 

The  sum  and  substance  of  advice  from  the  gas- 
troenterologists’ point  of  view  comes  to  this:  A 

thorough  study  of  the  case  properly  grouped  and 
identified ; correction  or  removal  of  the  digestive 
pathology  present.  Every  symptom  of  indigestion, 
every  interference  with  proper  metabolism  should 
be  recognized  and  corrected.  In  doing  this  we 
prevent  the  growth  of  bacteria  and  the  absorption 
of  toxins.  This  means  that  particular  attention 
must  be  given  to  the  digestive  tract,  to  keep  it  in 
good  condition  in  order  to  prevent  gastrointestinal 
conditions  from  becoming  precursors  of  rheuma- 
tism of  “obscure  origin.” 

COMPLICATIONS  AND  SEQUELAE  OF 
RHEUMATISM.* 

By  W.  S.  Griswold,  M.  D., 

SEATTLE,  WASH. 

We  are  accustomed  to  look  upon  rheumatism 
as  a disease  of  the  articulations.  In  the  light  of 
recent  investigations,  however,  we  must  look  upon 
all  infectious  conditions  as  general  diseases,  regard- 
less of  what  tissues  seem  to  bear  the  brunt  of  the 
infection.  In  considering  rheumatism  as  a disease 
of  the  joints,  we  are  in  a peculiar  position,  for  then 
all  the  mortality  and  most  of  the  morbidity  are 
due  to  what  are  termed  the  complications.  The 
error  is  still  more  manifest  since  we  now  know 
that  there  are  many  infections  with  the  bacteria 
of  rheumatism  in  which  the  joints  may  not  be 
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affected  at  all.  Cheadle,  in  writing  of  the  acute 
rheumatism  of  childhood,  says,  “If  the  picture  of 
acute  rheumatism  had  been  drawn  originally'  from 
the  disease  as  it  appears  in  childhood,  when  it 
arises  under  simpler  conditions,  the  articular  affec- 
tion would  not  have  been  regarded  as  representa- 
tive; endocarditis  and  pericarditis,  and  possibly 
chorea,  would  have  been  looked  upon  as  the 
primary  and  essential  phenomena  and  arthritis  as 
a complication.” 

The  complications  of  rheumatism,  when  it  is 
defined  as  an  articular  disease,  are  many,  and  in 
the  time  allowed  we  will  consider  only  the  more 
important.  The  bacteria  of  rheumatism  seem  to 
have  the  same  line  of  attack  on  all  parts  involved. 
The  pathology  of  the  beginning  of  rheumatism  has 
not  been  fully  worked  out  on  account  of  obvious 
difficulty,  but  so  far  as  we  know  the  starting  point 
is  in  fibrous  tissue.  This  is  probably  due  to  the 
fact  that  the  germ  is  not  particularly  virulent,  and 
flourishes  best  where  the  oxygen  pressure  is  low. 
In  rheumatic  iritis,  where  the  .disease  is  in  a posi- 
tion in  which  the  process  can  be  observed  from 
the  first,  we  have  the  anterior  layer  of  the  iris, 
i.  e.  the  fibrous  layer,  the  part  chiefly  involved. 
In  valvular  heart  lesions  the  beginning  is  not  on 
the  surface,  in  the  main  blood  current,  but  is  a 
metastatic  infection  which  takes  place  through  the 
coronary'  circulation,  the  bacteria  finding  lodg- 
ment in  the  comparatively  bloodless  fibrous  tissue 
of  the  valves,  the  little  nodule  growing  until  there 
is  necrosis  of  the  endocardium,  and  later  there  may 
be  wart-like  vegetations  along  the  line  of  the 
closure  of  the  valves. 

When  the  pericardium  is  considered,  we  find 
here  another  fibrous  membrane  and  consequently 
a good  field  for  growth  for  a germ  not  fond  of 
oxygen,  so  we  need  not  be  surprised  to  find  peri- 
carditis as  a fairly  frequent  part  of  the  disease. 

When  the  myocardium  is  involved,  the  process 
begins  in  the  interstitial  tissue.  Nodules  have 
been  found  here  closely  resembling  the  nodule  that 
appears  in  the  subcutaneous  fibrous  tissue,  and  it 
is  a significant  fact  that  the  cases  having  many 
subcutaneous  nodules  are  the  ones  in  which  the 
prognosis  is  gravest  as  to  the  heart  condition. 

The  changes  in  the  muscle  cells  of  the  heart  are 
degenerative  rather  than  inflammatory'.  This  may 
be  due  to  some  interference  with  the  nerve  supply 
or  to  a toxemia,  but  the  heart  muscle  suffers  vastly 
more  than  any  other  parenchymatous  tissue,  and 


it  is  particularly  during  childhood  that  the 
severest  cardiac  complications  arise.  In  the  cardiac 
complications  of  rheumatism  it  is  the  condition  of 
muscle  rather  than  the  valves  that  is  of  most 
importance.  In  all  cases  of  valvular  disease  there 
is  likely  to  be  some  myocardial  change.  The  val- 
vular leaks  are  many  times  due  more  to  dilatation 
of  the  valvular  ring  than  to  a defect  in  the  valve 
itself;  further,  if  there  be  a degenerative  condition 
of  the  muscle,  it  may  prevent  the  establishment  of 
a compensation  or  be  the  cause  of  frequent  breaks 
in  compensation,  if  it  be  established.  Dilatation  of 
the  heart  may  be  more  marked  than  the  clinical 
symptoms  indicate;  this  is  particularly  true  if  the 
patient  be  at  rest.  This  fact  should  make  us  very 
guarded  about  allowing  a patient  to  exercise  until 
signs  of  myocardial  involvement  have  disappeared. 

Cardiac  disease  must  be  suspected  in  every  case 
of  rheumatism  whether  symptoms  are  present  or 
not.  Heart  complications  in  childhood  are  about 
twice  as  frequent  as  in  adult  life,  and  may  occur 
in  cases  that  have  little  or  no  joint  involvement. 
In  childhood,  then,  we  must  be  still  more  watchful 
of  the  heart.  It  has  been  said  that  “acute  rheu- 
matism licks  the  joints,  the  pleura,  and  even  the 
meninges,  but  it  bites  the  heart.”  The  heart 
should  be  watched  well  into  convalescence,  not 
only  for  murmurs  but  for  dilatation,  hypertrophy, 
accentuated  pulmonic  sound.  The  anemia  accom- 
panying rheumatism  may  give  rise  to  functional 
murmurs. 

Myocarditis  and  endocarditis  may  be  confused, 
but  the  treatment  is  the  same,  so  the  error  is  not 
serious.  Disturbance  of  the  heart  early  in  the 
course  of  acute  rheumatism  is  more  likelv  myo- 
cardial. 

Some  relation  between  chorea  and  rheumatism 
has  been  known  for  more  than  a century  and  now 
the  two  are  considered  to  be,  in  most  cases  at 
least,  due  to  the  same  cause.  There  may  be 
choreiform  movements  in  other  infections,  just  as 
there  may  be  arthritis  from  many  infections. 
Poynton  and  Paine,  in  summing  up  the  results 
of  their  investigations  on  chorea,  say,  “ ( 1 ) We 
have  isolated  and  cultivated  the  diplococcus  from 
the  cerebrospinal  fluid  in  four  cases  of  fatal  rheu- 
matism, in  three  of  which  there  was  chorea  at  the 
time  of  death.  (2)  We  have  produced  irregular 
movements,  arthritis,  endocarditis,  and  pericarditis 
by  intravenous  injections  of  the  diplococcus  into 
rabbits.  (3)  We  have  demonstrated  the  presence 
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of  diplococci  three  times  in  the  cerebral  pia  mater 
and  once  in  the  brain  from  chorea.  (4)  We  have 
demonstrated  them  in  the  brain  and  pia  mater  of 
the  rabbit  that  had  shown  the  irregular  move- 
ments.” 

The  pathology  is  much  the  same  in  the  brain 
as  the  beginning  in  other  parts.  There  are  the 
same  small  hemorrhagic  spots  near  a small  capil- 
lar}- that  are  found  in  the  lesions  of  the  same 
germ  when  it  produces  rheumatism.  This  may 
go  on  to  the  production  of  what  has  been  described 
as  small,  round  hyalin  bodies  which  probably  cor- 
respond to  the  rheumatic  nodule.  The  bacteria 
do  not  seem  resistant  enough,  except  in  rare  cases, 
to  produce  severe  brain  or  meningeal  lesions. 
When  this  pathology  is  carefully  worked  out  it 
will  probably  be  found  that  the  first  lesion  is  in 
the  fibrous  layer  of  the  pia  mater. 

Rosenow  has  been  able  to  produce  muscular 
rheumatism  in  animals  with  germs  isolated  from 
rheumatic  cases.  Here  he  got  the  same  early 
pathology,  i.  e.,  the  small  hemorrhage  and  ten- 
dency to  heart  involvement.  If  these  infections 
be  studied  with  this  idea  of  the  pathology  in  mind 
the  results  will  probably  clear  up  some  of  the 
disputed  points  of  rheumatism. 

The  sequelae  are  very  few.  Anemia  is  about 
the  only  one  unless  we  consider  the  deformities 
that  occasionally  occur  about  the  joints.  The 
anemia  is  a simple  one  and  usually  improves  rap- 
idly. Some  cases  do  not  take  iron  well,  but  will 
usually  respond  to  arsenic  and  good  hygiene. 


TREATMENT  OF  RHEUMATISM.* 

By  A.  Macrae  Smith,  M.  D., 

BELLINGHAM,  WASH. 

Rheumatism  is  an  acute  febrile  disease,  asso- 
ciated with  acid  sweats  usually  profuse,  and  is 
characterized  by  a non-suppurative  arthritis  and 
a tendency  to  involve  secondarily  the  heart.  Many 
acute  febrile  diseases  are  self-limited  but  rheuma- 
tism is  not,  it  having  a tendency  to  continue  indef- 
initely unless  treated,  and  the  reaction  which  it 
shows  to  certain  drugs  is  of  so  specific  a type  that 
it  may  almost  be  used  as  a test  for  the  disease 
itself. 

The  treatment  we  may  divide  under  two  head- 
ings— that  before  the  onset  and  that  after.  By 
treatment  before  the  onset  I mean  prophylaxis 
and  this  is  of  the  greatest  importance  and  daily 
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becoming  more  so.  As  in  the  past  ten  years  there 
has  been  a crusade  against  tuberculosis,  so  now 
we  find  a crusade  against  the  conditions  which 
lead  to  rheumatism,  not  defined  in  exact  terms 
as  an  antirheumatic  crusade  but  still  attacking  the 
etiologic  factors  producing  this  disease.  Thus,  in 
general  hygiene  we  find  that  all  wet  land  con- 
tiguous to  dwellings  must  be  drained,  as  exposure 
to  damp  and  cold  is  constantly  productive  of  this 
disease;  clayey  soils  are  to  be  avoided.  City  popu- 
lations are  induced  to  spread  out  more,  this  being 
essentially  an  urban  disease  or  rather  one  of  over- 
crowding. The  dwellings  must  be  well  ventilated 
with  much  window  space  to  permit  the  entrance 
of  light. 

Coming  to  the  individual,  we  find  a crusade 
against  tonsils  and  adenoids  which  are  undoubtedly 
the  gateway  through  which  the  infective  agent 
most  commonly  finds  its  entrance.  The  teeth  are 
examined,  all  decaying  ones  removed  or  filled  and 
pyorrhoea  cured.  For,  while  Riggs’  disease  is  not 
a direct  cause  of  rheumatism,  it  undoubtedly  opens 
an  avenue  for  the  infective  agent  to  enter,  while 
the  pus  when  sw-allowed  ruins  the  digestion  and 
is  productive  of  anemia,  thus  lessening  the  resist- 
ance. Those  of  you  who  have  read  of  the  army 
hygiene  in  the  present  war  know  that  volunteers 
are  not  accepted  whose  teeth  are  in  bad  condition, 
partly  because  this  directly  produces  indigestion 
and  partly  because  it  predisposes  to  many  other 
diseases,  the  chief  of  which  is  rheumatism.  Anemia 
has  to  be  cured  if  one  wishes  to  do  all  in  one’s 
power  to  avoid  this  disease,  for  the  anemic  lack 
resistance  and  are  very  susceptible  to  any  acute 
infection.  The  digestive  tract  must  be  put  in 
good  health,  for  indigestion,  constipation  and  fer- 
mentation are  strong  causative  agents. 

In  the  direct  treatment  of  this  disease  we  must 
be  careful  of  the  personal  hygiene  of  the  patient ; 
the  room  must  be  ventilated  but  free  from  drafts, 
away  from  noise,  quietness  being  essential ; the 
bedclothes  must  be  warm,  preferably  flannel 
although,  if  the  patient  be  very  sensitive,  you  may 
have  to  have  sheets  next  him,  but  in  that  case  the 
other  bedclothes  must  be  warm.  Owing  to  the 
acid  secretion  the  patient  must  be  sponged  fre- 
quently, but  use  warm  water  instead  of  the  cold 
so  uniformly  used  in  other  fevers. 

For  thirst  you  may  use  lemonade  or  orangeade 
but  in  the  main  avoid  fruits.  The  diet  must  be 
non-nitrogenous  in  the  acute  stage  and  in  the  stage 
of  fever  it  is  better  to  use  the  milk  diet.  One  must, 
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however,  be  careful  in  this  that,  as  soon  as  the 
temperature  is  down,  add  to  the  menu,  first, 
starches  as  rice,  tapioca,  arrowmoot,  bread,  toast, 
and  potatoes  and  just  as  soon  as  possible  add  the 
meats,  such  as  white  fish,  chicken  and  later  beef  or 
mutton,  for  I believe  it  is  a great  mistake  to  keep 
a rheumatic  patient  too  long  on  a milk  diet.  It 
adds  to  the  exhaustion  and  the  anemia,  both  of 
which  must  be  combated.  Absolute  rest  in  bed 
is  essential  not  only  to  avoid  the  pain  of  movement 
but  also  to  lessen  the  danger  of  heart  complications 
which  are  frequent. 

As  the  principal  characteristic  of  rheumatism  is 
the  arthritis,  we  must  find  some  local  application 
which  may  be  rubbed  on.  This  gives  a certain 
amount  of  physical  relief  to  the  patient  and  an 
equal  amount  of  mental  relief  to  his  friends.  For 
this  purpose  I find  that  oil  of  wintergreen,  either 
pure  or  as  a liniment  or  ointment,  gives  consider- 
able help.  Menthol  and  belladonna  are  not  quite 
so  useful.  Rest  to  the  joint  gives  the  greatest 
amount  of  relief.  This  may  be  obtained  by  wrap- 
ping it  well  in  cotton  and  using  a splint,  or  by 
applying  a light  plaster  of  paris  cast. 

I had  not  thought  of  the  value  of  a plaster 
cast  until  I read  a few  years  ago  a paper  by  Dr. 
Rich,  of  this  city,  describing  the  advantage  of  this 
line  of  treatment.  Subsequently  I tried  it  a num- 
ber of  times  and  found  it  most  efficacious  in 
relieving  pain,  owing  to  the  limitation  of  move- 
ment and  prevention  of  jars.  It  is  best  applied 
by  wrapping  the  joint  well  in  cotton,  putting  on 
the  cast  and  splitting  it.  Then  no  increase  in 
swelling  causes  harm  or  pain  from  pressure.  This 
can  be  left  on  a few  days  but  must  not  be  per- 
mitted to  remain  too  long,  if  left  there  during 
the  chronic  stage,  it  is  possible  to  obtain  perma- 
nent stiffness  of  the  joint  and  even  ankylosis. 

It  is  from  internal  medication,  however,  that 
we  obtain  the  greatest  relief  and  this  is  sc  con- 
stant in  the  case  of  salts  of  salicylic  acid  that  this 
may  almost  be  termed  specific  in  its  action.  For 
this  purpose  it  is  best,  I believe,  to  use  the  natural 
acid,  although  many  affirm  there  is  no  difference. 
It  must  be  given  in  large  doses  at  first,  that  is 
gr.  xv-xx  every  four  hours.  I usually  combine 
it  with  some  pepsin  preparation  in  order  to  lessen 
the  irritation  of  the  stomach.  It  may  be  combined 
with  soda  bicarb  but  I prefer  to  give  any  alkali 
entirely  separate  in  the  form  of  potas-acetat,  gr. 
xv.  t.  i.  d.,  until  the  urine  becomes  highly  alkaline. 


This  dose  of  salicylic  acid  or  of  sodium  salicylate 
I continue  until  the  pain  is  gone  or  the  ears  begin 
to  ring,  when  I cut  the  dose  in  two  and  usually 
find  that  sufficient.  If  the  salicylate  be  continued 
it  may  produce  deafness  and  some  of  the  cutaneous 
irritations.  In  the  ordinary  case  gradually  taper 
off  the  dose.  During  the  whole  course  of  the 
disease  special  attention  must  be  paid  to  the  bowels 
and  for  this  purpose  the  salines  are  of  the  greatest 
service,  epsom  or  rochelle  salts  or  any  of  the 
aperient  waters,  may  be  used.  Care  must  be  taken, 
however,  not  to  weaken  the  patient  by  purgation. 

If  the  disease  be  a mild  one,  we  may  hope  for 
cure  in  about  three  weeks.  Relapses  unfortu- 
nately are  frequent.  It  may  be  found  necessary 
to  use  massage  for  the  affected  joints  and  to  rub 
them  with  stimulating  liniments  and,  if  they 
remain  obstinate,  blisters,  counterirritation  of  va- 
rious kinds  and  even  the  application  of  dry  heat, 
raising  the  temperature  to  some  400°  F.  in  an 
effort  to  produce  free  movement. 

The  internal  administration  of  potassium  iodide 
is  of  the  greatest  help  in  these  chronic  cases,  either 
alone  or  combined  with  the  salicylates.  For  the 
severe  pain  aspirin  will  be  found  to  give  more 
relief  than  any  of  the  other  forms  of  the  drug 
but  must  be  given  in  large  doses.  Many  advise 
much  larger  doses  than  I would  care  to  give  for, 
while  I give  gr.  5 and  usually  combine  it  with 
an  equal  amount  of  phenacetin,  you  may  give  ten, 
fifteen,  and  even  twenty  grains.  Aspirin  is  a 
little  less  irritating  to  the  stomach  than  salicylic 
acid  and  a little  more  irritating  than  salol. 

As  soon  as  the  fever  goes  I begin  the  use  of 
iron,  preferably  Blaud’s  mass,  and  continue  it  long 
after  the  arthritis  has  completely  disappeared.  I 
consider  this  one  of  the  most  important  parts  of 
the  treatment.  It  lessens  the  danger  of  relapse 
and  also  counteracts  the  tendency  to  cardiac  com- 
plication by  increasing  the  general  resistance. 
Arsenic  in  the  form  of  Fowler’s  solution  may  be 
used,  especially  if  there  be  any  tendency  to  a 
choreic  complication ; in  the  ordinary  case,  how- 
ever, I rarely  use  it.  Quinine  is  of  value,  but 
mostly  as  a general  tonic  and  is  used  in  small 
dose.  Cod  liver  oil  is  one  of  our  very  best  medi- 
cines in  the  chronic  stage  and  in  such  cases  is  of 
more  value  even  than  iron.  I would  continue  it 
for  a long  time,  sufficient  to  improve  the  patient’s 
general  health  markedly. 
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Serum  therapy  is  being  used  by  many  at  the 
present  time,  acting  on  the  theory  that  a strepto- 
coccus is  responsible  for  the  disease.  Several  forms 
of  polyvalent  serums  have  been  exploited  but  the 
results  hardly  seem  to  justify  their  use.  A few 
years  ago  the  phylacogens  were  heralded  as  a cure 
for  acute  rheumatism.  Many  of  us  tried  them. 
In  the  majority  of  cases  I did  not  find  any  result, 
though  in  one  or  two  cases  the  symptoms  seemed 
to  abate  but  rather  as  a coincidence  than  a conse- 
quence. We  all  hope  that  continued  research 
along  this  line  will  ultimately  evolve  a mode  of 
treatment  from  which  we  can  hope  for  greater 
things  than  we  at  present  obtain,  for  too  often 
we  find  that  the  disease  passes  further  than  the 
joints  and  attacks  the  heart  or  lung. 

When  the  endocardium  is  affected  we  find  sali- 
cylates are  not  of  much  value.  As  a rule,  I then 
drop  them,  with  the  exception  of  a small  dose  of 
salol,  and  treat  the  endocarditis  as  under  any  other 
condition  by  rest  in  a recumbent  position,  care  in 
diet,  avoidance  of  worry,  excitement  or  anything 
else  calculated  to  excite  a laboring  heart,  the  usual 
heart  tonics,  strychnin,  digitalis,  strophanthus  and 
others  to  which  we  are  accustomed.  Should  it 
be  the  pericardium  that  is  attacked,  we  find  a 
great  deal  of  pain  in  the  early  stage  and  for  this 
the  mustard  plaster,  ice  bag  or  an  opiate  may  be 
used.  The  ice  bag  probably  gives  more  relief 
without  unpleasant  after  effects  than  any  other 
mode  of  treatment,  although  it  may  be  insufficient 
and  we  have  to  use  an  opiate  such  as  Dover’s 
powder  or  even  morphin. 

Fluid  often  appears  very  insidiously  in  the  peri- 
cardium and,  unless  a careful  daily  examination 
is  made,  it  may  escape  observation  until  present 
in  large  quantities.  Stimulants  are  often  all  that 
is  necessary,  although  rarely  paracentesis  has  to 
be  resorted  to.  Pulmonary  complications  are 
often  present,  especially  in  the  form  of  pleurisy, 
and  may  be  treated  as  in  pericarditis  with  this 
addition  that  often  we  can  strap  the  ribs  and  so 
obtain  relief.  It  may  go  on  to  the  development 
of  much  fluid  and  paracentesis  may  be  necessary. 
Care  must  be  taken  in  the  administration  of  large 
doses  of  the  salicylates,  for  they  may  be  accom- 
panied by  a pulmonary  congestion  which  is 
unpleasant.  I have  had  one  such  experience.  The 
cutaneous  manifestation  of  rheumatism  requires 
merely  symptomatic  treatment. 
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LYMPHANGIOPLASTY  IN  THE  TREAT- 
MENT OF  SOME  LEG  ULCERS* 

By  J.  Tate  Mason,  M.  D. 

SEATTLE,  WASH. 

From  the  earliest  history  of  medicine  physicians 
have  discussed  and  written  volumes  on  the  treat- 
ment of  leg  ulcers.  While  in  the  main  the  opin- 
ion of  authorities  coincide,  yet  there  remains  a 
certain  percentage  of  cases  that  respond  to  no 
treatment,  surgical  or  otherwise. 

Without  wearying  you  with  a lengthened  dis- 
cussion of  the  causative  factors  in  the  failure  to 
cure  leg  ulcers,  I make  bold  unqualifiedly  to  as- 
sert that  there  are  two  main  factors  in  the  failure 
of  these  cases:  first,  lack  of  drainage;  second,  in- 
fection. In  other  words,  we  have  failed  to  ob- 
serve the  two  essential  and  primary  surgical  prin- 
ciples. 

When  I speak  of  drainage,  I do  not  mean  a 
superficial  drain  of  the  ulcer  surface,  but  a drain- 
age of  the  sodden  tissues  forming  the  ulcer  bed. 
It  is  a fact  which  should  always  be  borne  in  mind 
that  fluid  having  once  escaped  from  the  blood  ves- 
sels can  return  but  one  way,  and  that  is  by  the 
lymphatics. 

To  go  into  the  different  operative  procedures 
and  medical  remedies  that  are  used  for  the  cure 
of  leg  ulcers  would  be  out  of  place  at  this  time. 
To  all  this  category  of  surgical  treatment  I wish 
to  add  another.  It  is  not  new  per  se,  but  to  the 
present  time  I have  been  unable  to  find  where  it 
has  been  used  before  in  the  treatment  of  leg 
ulcers. 

There  is  a chronic  ulcer  which  we  see  occasion- 
ally and  to  which  no  definite  cause  can  be  at- 
tributed. There  will  be  no  varicosity,  no  lues, 
no  tuberculous  infection,  no  malignant  disease. 
These  we  have  called  callous  ulcers  and  believe 
that  they  are  due  to  a diminution  to  the  mini- 
mum of  the  reparative  process,  whatever  that  may 
be. 

There  is  another  leg  ulcer  with  varicosity 
which  does  not  improve  after  the  most  complete 
varicose  operations.  Trendelenberg  reports  in 
697  limbs  operated  upon,  only  56  per  cent,  were 
cured.  However,  this  was  increased  to  95  per 
cent,  in  a small  number  of  limbs  where  a complete 
saphenectomy  was  done.  I believe,  if  these  pa- 
tients are  questioned  closely,  they  will  give  the 
history  that  at  some  time  previous  to  the  ulcer 
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they  have  had  a superficial  lymphangitis,  followed 
by  a perilymphangitis  and  obstruction  of  the 
superficial  lymphatics.  It  is  upon  this  class  of 
leg  ulcers  that  I believe  a lymphangioplasty  will 
give  good  results. 

You  will  remember  that  the  deep  lymphatic 
vessels  of  the  lower  extremity  are  few  in  num- 
ber. They  take  their  origin  mainly  in  the  mus- 
cles and  form  stems  which  accompany  the  deep 
blood  vessels.  The  superficial  lymphatics  are 
more  numerous  and  are  placed  beneath  the  in- 
tegument in  the  superficial  fascia.  They  are 
divided  into  three  sets;  first,  those  trunks  which 
follow  the  course-  of  the  internal  saphenous  vein ; 
second,  which  follow  the  course  of  the  external 
saphenous  vein  and,  third,  those  from  the  gluteal 
region. 

The  deep  fascia  forms  a tubular  investment  for 
the  muscles  of  the  lower  extremity.  Passing 
down  the  leg,  the  fascia  blends  over  the  medial 
surface  of  the  tibia  with  the  periosteum  of  the 
bone.  It  extends  around  the  lateral  side  of  the  leg 
from  the  anterior  crest  to  the  medial  border  of 
the  tibia,  binding  together  and  giving  origin  to 
the  muscles,  and  being  attached  to  the  distal  part 
of  the  shaft  of  the  fibula. 

A most  interesting  fact  about  this  fascia  is 
that  it  is  the  dividing  line  between  the  superficial 
and  deep  lymphatics.  Except  at  the  lymphatic 
nodes,  none  of  the  superficial  trunks  lead  into  the 
deep,  and  vice  versa.  In  the  groin,  where  the 
superficial  and  deep  lymphatic  nodes  are  numer- 
ous, the  anastomosis  is  very  slight.  The  lym- 
phatic system  is  made  somewhat  helpless  by  this 
deep  fascia.  Should  they  be  obstructed,  this 
limiting  membrane  prevents  an  anastomosis  and 
very  soon  a permanent  disability  will  be  estab- 
lished. 

Infections  which  usually  begin  upon  the  sur- 
face are  always  taken  care  of  by  the  superficial 
lymphatics.  These  lymphatics  are  often  ob- 
structed, causing  edema,  pain  and,  unless  relieved, 
a leg  ulcer  will  develop.  Hanley  has  applied 
lymphangioplasty  to  various  edemas  of  the  lower 
extremity,  congenital  edema,  elephantiasis,  etc. 

W.  Clark  (St.  Bartholomew  Hospital  Report 
XIV-1909  ziux  1910  No.  18)  reports  a case  of 
edema  of  the  leg  with  distinct  improvement  fol- 
lowing a lymphangioplasty.  None  of  these  men 
make  any  mention  of  leg  ulcer. 

The  case  which  I wish  to  report  is  of  a man, 
45  years  of  age,  married  fifteen  years.  Three 


children,  five,  seven  and  twelve  years  of  age, 
healthy.  He  has  never  been  ill  except  a severe 
attack  of  scarlet  fever  when  a child. 

Six  years  ago  he  had  a swollen  and  inflamed  big 
tee  with  red  lines  running  up  the  leg,  following 
the  wearing  of  a new  pair  of  shoes.  About  five 
years  ago  he  developed  a severe  edema  of  the 
leg  with  a small  leg  ulcer,  which  has  grown  worse 
under  treatment  rather  than  better. 

Urine  negative,  Wassermann  negative,  blood 
pressure  120  (Tyeo.)  He  was  admitted  to  hos- 
pital during  the  second  week  of  Jan.,  1914.  Kept 
in  bed  for  two  weeks,  during  which  time  the 
ulcer  was  cleaned  and  a fresh  granulating  base 
obtained. 

On  Jan.  15  he  was  taken  to  the  surgery  and 
the  ulcer  skin-grafted,  using  a Thiersch’s  graft. 
Two  No.  12  pieces  of  silk  ten  inches  long  were 
inserted  in  the  subcutaneous  tissues.  The  first 
piece  was  inserted  behind  the  internal  malleolus, 


A.  Silk  Ligature  Anterior  to  External  Malleolus. 
B.  Ligature  Posterior  to  Exteinal  Malleolus. 


passing  just  posterior  to  the  ulcer  and  ending 
in  the  muscles  of  the  calf  and,  as  the  probe  carry- 
ing the  silk  was  within  a half-inch  of  its  end,  it 
was  thrust  through  the  deep  fascia  into  the  mus- 
cles from  the  subcutaneous  tissues.  The  other 
was  inserted  just  in  front  of  the  external  malleo- 
lus, passing  upwards  in  front  of  the  ulcer,  wind- 
ing across  the  front  of  the  leg  to  end  also  in  the 
muscles  of  the  calf.  This  end  was  dipped  into 
the  muscles  and  not  left  in  the  subcutaneous 
tissues. 

The  man  had  an  uneventful  recovery.  Twenty 
days  from  the  date  of  the  operation  he  was  al- 
lowed to  go  home,  ulcer  well,  very  little  edema, 
in  fact  a well  man.  He  was  able  to  take  a po- 
sition which  caused  him  to  be  upon  his  feet  all 
day1 — a thing  he  had  not  been  able  to  do  for 
years. 

Within  the  last  year  and  one-half  I have  had 
several  cases  with  varicose  ulcer,  where  the  skin 
had  become  very  much  thickened  and  contracted. 
In  addition  to  skin  graft  and  varicose  operation, 
I have  added  a lymphangioplasty.  While  these 
latter  cases  have  not  been  of  long  enough  duration 
to  tell  what  the  final  results  will  be,  so  far  the 
results  have  been  brilliant. 
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My  point  in  this  paper  is  not  the  kind  of  an 
operation  that  must  be  done,  nor  do  I care  what 
kind  of  skin  graft  is  used,  but  a consideration  of 
the  lymphatics  should  be  made  in  every  case  that 
comes  to  us.  If  our  case  has  no  edema  and  is  not 
painful  after  standing  for  any  length  of  time,  the 
lymphatics  are  certainly  not  involved  but,  should 
there  be  edema  and  pain,  we  should  certainly  con- 
sider then  whether  it  be  syphilis,  varicose  or 
other. 

The  reason  special  attention  was  paid  to  end- 
ing the  silk  in  the  muscles  was  because  Kandalion 
(Zent.  fur  Chir.  30,  1912)  has  found  that,  as 
soon  as  the  lymph  can  gain  access  to  the  muscles, 
it  is  promptly  absorbed.  I believe  that  his  opera- 
tion, where  a small  strip  of  fat  is  removed  from 
the  ankle  to  the  knee,  will  in  all  probability  give 
the  same  results  as  the  silk.  I used  the  silk  in 
preference  to  the  strip,  because  the  operative  pro- 
cedure is  much  simpler  and  quicker,  and  accom- 
plish the  same  results. 

There  are  two  important  points  in  regard  to 
the  operation.  First,  one’s  technic  must  be  rigid 
or  else  the  silk  must  be  removed  within  a few 
days;  second,  the  upper  end  of  the  silk  should 
always  dip  into  the  muscles,  as  it  is  here  you  get 
your  best  drainage.  I would  liken  these  old 
edematous  legs  to  a marshy  piece  of  land  that  the 
farmer  wishes  to  drain  so  as  to  make  productive. 
He  does  not  try  to  press  it  out,  but  depends  upon 
some  system  of  drainage.  So  I believe  we  should 
adopt  some  system  of  drainage,  whether  it  be  a 
strip  or  fascia,  the  removal  of  the  fat  or  a lym- 
phangioplasty. 

EXPERT  EVIDENCE  IN  THE  COURTS 
FROM  THE  STANDPOINT  OF 
A PHYSICIAN* 

By  Paul  Rockey,  M.  D., 

PORTLAND,  ORE. 

In  the  interest  of  exactness  it  is  necessary  to 
call  a spade  a spade;  in  the  interest  of  tolerance 
and  courtesy  it  may  be  possible  to  refrain  from 
calling  a spade  a dirty  shovel.  This  paper  is 
offered  not  in  a destructive  but  in  a constructive 
spirit. 

Robert  Burns  said,  “O,  wad  some  power  the 
giftie  gie  us,  to  see  oursils  as  ithers  see  us ; it 
wad  from  many  a trouble  free  us,  and  foolish 
notion.”  Ar.d  so,  although  what  I have  to  say 

♦ Abstract  of  paper  read  before  the  Joint  Meeting  of  Wash- 
ington and  Oregon  liar  Associations.  Portland,  Ore..  August 
24,  1915. 
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regarding  medical  testimony  under  th£  system 
now  obtaining  is  well  known  to  you  from  per- 
sonal observation,  as  it  is  to  me,  it  mav  be  of 
interest  to  hear  it  from  a physician’s  point  of 
view.  It  may  interest  you  to  know  how  medico- 
legal cases  look  to  one  whose  training  and 
knowledge  of  the  facts  permit  him  to  see  their 
truth. 

I he  physician  comes  from  his  private  practice, 
where  the  effort  has  been  to  determine  the  truth 
about  medical  matters,  to  explain  it  to  those 
interested.  He  comes  to  the  court  in  a medico- 
legal case  and  is  struck  by  the  less  efficient  way 
of  determining  such  truth,  and  of  explaining  it 
to  judge  and  jury.  He  is  familiar  with  the  theory 
that  a trial  is  a proceeding  which  is  the  best  that 
human  experience  has  evolved  to  bring  out  the 
truth  and  so  to  do  justice.  In  practice  it  often 
appears  to  him  that  a trial  is  a game  to  see  which 
side  can  win,  with  the  lawyers  as  players,  the 
witnesses  as  pawns,  the  judge  as  referee  and  the 
jury  as  a wheel  of  chance. 

The  proposals  for  remedy  that  I shall  suggest 
are  not  original.  As  you  know,  they  have  all 
been  made  before.  Those  relating  to  a proposed 
medical  commission  to  be  appointed  by  the  court 
were  advocated,  among  others  in  Oregon,  by 
Judge  J.  B.  Cleland,  in  a paper  read  before  the 
Portland  City  and  County  Medical  Society  a 
couple  of  years  ago.  Judge  Samuel  White  en- 
dorsed the  proposed  system  at  that  meeting.  And, 
among  others  elsewhere,  I am  told  it  is  approved 
bv  Judge  Emery,  of  Alaine.  Among  others  who 
are  reported  to  have  used  the  proposed  system 
satisfactorily  is  Judge  Geo.  N.  Davis,  c.f  the 
Oregon  circuit  court.  The  majority  of  physicians 
everywhere  approve  of  this  plan. 

It  is  proposed  that  medical  witnesses  be  ap- 
pointed by  the  court,  that  they  testify  to  and  be 
paid  by  the  court.  By  what  guidance  could  the 
court  appoint  desirable  men  as  such  witnesses? 
Every  year  the  state,  county  or  district  medical 
societies  could  submit  to  the  court  a list  of  phy- 
sicians. Such  a list  could  be  large  enough  to 
insure  the  selection  from  it  of  honest  and  able 
men,  qualified  to  testify  and  impartial  in  the 
particular  case.  Such  a list  could  also  be  small 
enough  to  exclude  inefficient  and  dishonest 
physicians. 

The  names  on  such  a list  could  be  accompanied 
by  notes  on  the  kinds  of  cases  on  which  the  given 
physician  is  qualified  to  testify,  as  surgical,  med- 
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ical,  neurological,  insanity,  eye,  ear,  nose  and 
throat,  etc.  It  is  to  be  noted  that  some  would  be 
qualified  to  testify  under  several  of  these  heads; 
and  it  is  suggested  that,  in  general,  cases  involving 
particularly  specialized  subjects  should  be  testified 
on  by  commissions  numbering  not  only  men  par- 
ticularly qualified  in  the  given  specialty  but  also 
those  qualified  in  broad  general  medicine.  It  seems 
to  me  that  no  physician  in  any  way  interested  in 
or  related  to  a given  case  should  be  a member  of 
such  a commission ; for  example,  a family  or  com- 
pany physician.  If  such  has  any  remarks  to  make 
about  the  case,  he  could  make  them  to  the  com- 
mission as  part  of  its  history.  The  number  com- 
posing such  a commission  in  a particular  case 
would  be  comparatively  unimportant.  It  might  be 
one  or  five  but  generally  three  would  be  better. 

The  compensation  of  such  witnesses,  to  be  paid 
by  the  court,  should  be  a fixed  amount  per  case 
or  per  day.  In  my  opinion  that  fixed  amount 
should  be  small,  only  sufficient  not  to  impose 
too  great  a sacrifice  on  medical  witnesses  in  nar- 
row financial  circumstances.  The  expectation  is 
that  medical  witnesses  under  the  proposed  system 
will  act  as  a duty,  entailed  by  their  citizenship  and 
their  professional  membership  and  not  for  mone- 
tary gain. 

Any  physician  familiar  with  existing  facts  and 
with  the  working  of  the  present  system  must 
realize  that  those  who  are  advocating  dishonest 
medico-legal  claims  or  profiting  by  them,  or  who 
expect  to  advocate  or  profit  bv  such  claims  will 
not  wish  the  present  system  changed  in  the  direc- 
tions here  proposed.  Under  the  present  system 
the  medical  witness  is  generally  selected  by  the 
attorney.  His  compensation  is  paid  by  the  liti- 
gant and  the  tendency  is  to  testify  for  him.  While 
the  system  is  bad  in  the  average,  its  results 
are  good  in  exceptional  cases.  But  in  these  cir- 
cumstances the  exceptional  honesty  and  ability 
of  the  medical  witness  prevail  over  the  evils  of 
the  system. 

Medical  testimony  should  be  submitted  as  con- 
clusions and  as  an  entity,  not  as  facts  from  which 
those  untrained  may  draw  technical  conclusions. 
In  present  practice  it  submits  technical  matters 
to  laymen,  not  for  their  acceptance  or  rejection, 
but  for  them  to  pass  judgment  on  and  this  they 
are  by  training  unqualified  to  do.  Some  expert 
matters  differ  so  little  from  the  ordinary  ex- 
periences of  life,  that  with  a little  explanation  and 
interpretation  ordinary  persons  may  judge  them. 


But  some  are  so  technical  that  no  one  can  really 
do  so  without  special  knowledge,  training  and 
experience. 

In  practice  medical  evidence  is  submitted  in 
fragmentary  fashion.  Along  with  the  conclusions 
go  more  or  less  of  the  steps  that  lead  up  to  them. 
The  lay  jury  does  not  accept  or  reject  the  con- 
clusions but  takes  the  fragmentary  medical  evi- 
dence and  attempts  to  form  technical  conclusions 
of  its  own.  Often  the  attorney  assists  the  jury 
in  so  doing  and  an  improperly  argumentative  med- 
ical witness  may  do  the  same.  Legal  points  are 
argued  by  lawyers  before  a judge  trained  in  the 
law.  The  judge  decides  what  is  the  law  and  so 
instructs  the  jury.  Sometimes  the  jury  is  sent 
out  of  the  room,  in  order  that  it  may  not  hear 
and  be  influenced  by  the  arguments  of  the  attor- 
neys on  legal  matters.  It  is  just  as  absurd  to  have 
the  jury  decide  technical  medical  as  technical  legal 
matters. 

No  layman  is  qualified  to  select  a medical  wit- 
ness on  the  basis  of  ability.  He  has  been  chosen 
by  the  attorney  who  most  likely  made  this  choice, 
knowing  the  particular  evidence  the  witness  would 
give.  He  was  chosen  for  his  willingness  to  give 
this  evidence,  not  for  his  knowledge  and  ability 
to  explain  the  truth  in  the  case  at  issue.  Some- 
times otherwise  proper  litigants  deliberately  choose 
as  medical  witnesses  men  of  known  unscrupu- 
lousness on  the  ground  that  such  men’s  testimony, 
regardless  of  its  lack  of  scientific  accuracy,  is 
effective  before  the  jury  and  that,  being  unjustly 
assailed  by  the  same  sort  of  improper  but  likely 
effective,  medical  evidence,  they  must  fight  the 
devil  with  fire. 

The  lawyer  selecting  the  medical  witness  pre- 
sents in  court  his  supposed  qualifications.  He  has 
not  the  medical  training  to  truly  do  this.  Occa- 
sionally the  judge,  a man  of  trained  mind  but 
without  medical  training,  decides  the  qualification 
of  the  medical  witness  on  such  presentation.  More 
often,  not  in  theory  but  in  fact,  the  jury,  not  only 
lacking  technical  training  in  this  matter  but 
usually  lacking  trained  minds,  decides  this  tech- 
nical point,  the  qualification  of  an  expert  witness. 
The  opposing  lawyer  often  attempts  to  disqualify 
the  witness.  His  efforts  to  do  so,  if  made  before 
a medical  judge  and  a medical  jury,  would  do 
no  harm  but  made  before  a lay  judge,  and  par- 
ticularly before  a lay  jury,  they  often  do  great 
harm. 

Permit  me  to  remind  you  of  a few  of  the  stock 
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tricks  used  for  this  purpose.  The  medical  witness 
is  asked  a question  about  descriptive  anatomy, 
chemistry  or  pharmacology  that  no  physician 
attempts  to  keep  in  memory  but  that  any  one 
could  look  up  in  a minute  when  needed.  If,  as 
very  likely  happens,  the  physician  does  not  remem- 
ber the  answer,  if  he  attempts  and  answers 
wrongly,  the  correct  answer  is  read  to  him  from 
a textbook  on  the  attorney’s  table,  or  he  replies 
he  does  not  remember  but  can  look  up  the  point. 
In  either  case  the  witness  is  discredited  before  the 
jury.  The  attorney  asks  the  witness  whether  some 
author  is  an  authority.  On  his  replying  in  the 
affirmative,  the  attorney  reads  some  fragment  from 
the  author’s  works,  which  fragment  contradicts  or 
appears  to  contradict  something  the  witness  has 
said,  whereupon  before  the  lay  judge  and  the  lay 
jury  the  witness  is  apt  to  be  either  disqualified 
or  discredited. 

It  is  true  there  are  conflicting  views  on  medical 
matters,  but  in  private  life  and  in  actual  fact 
their  proportion  is  nowhere  near  so  great  as  when 
brought  into  court.  If  medical  witnesses  were 
able,  honest  and  impartial,  their  testimony  would 
embody  the  results  of  present  knowledge  and  the 
standard  views  based  thereon. 

Medical  evidence  under  the  proposed  system 
would  be  given  for  and  to  the  court.  I wish  it 
were  possible  for  the  judge  only  to  question  these 
witnesses,  in  order  that  the  questioning  might  be 
fair  and  impartial  and  in  the  interest  of  justice. 
If  necessary,  the  attorneys  could  crossquestion 
them.  Such  questioning  in  practice  is  not  for  the 
purpose  of  impartially  promoting  justice  but  for 
partially  promoting  the  interests  of  one  side. 

The  medical  witness  is  often  asked  hypothetical 
questions.  Occasionally  they  serve  their  theoreti- 
cal purpose  of  bringing  out  the  truth  but  generally 
they  conceal  it.  Often  they  are  framed  with  the 
deliberate  intention  to  deceive.  But  even  where 
the  attorney  asking  the  hypothetical  question  and 
the  physician  answering  it  are  honest,  the  diffi- 
culties are  usually  great.  Occasionally  a question 
may  be  short  and  simple,  truly  describing  the 
case  and  susceptible  of  any  easy  and  correct 
answer.  More  often  it  is  long  and  complex.  If 
it  becomes  necessary  for  the  attorney  to  explain, 
divide,  amend  or  add  to  such  a question,  the 
result  is  likely  to  be  particularly  bewildering  to 
the  laymen  who  hear,  and  an  absurdity  from  the 
technical  point  of  view.  I am  aware  that  hypo- 
thetical questions  need  not  always  fully  describe 
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the  case,  but  in  practice  this  generally  works  in- 
justice. The  jury  generally  cannot  remember  the 
question  and  probably  as  a rule  does  not  try.  At 
most  it  usually  remembers  only  the  answer  or 
some  of  it.  If  the  able  and  honest  medical  witness 
answers  a hypothetical  question  that  does  not  fully 
describe  the  case,  he  has  actually  conveyed  a 
wrong  impression  to  the  jury.  If  the  judge  and 
jury  were  physicians,  the  harm  in  all  this  might 
be  small  but  as  they  have  not  medical  training 
the  harm  is  great. 

Consider  the  difficulties  of  the  able  and  honest 
medical  witness  before  the  trial.  If  a patient 
came  to  him  in  private  practice,  acting  alone  or 
in  consultation  with  other  physicians  he  would 
take  a history  of  the  case,  make  as  extensive  an 
examination  as  might  be  necessary,  observe  the 
case  for  a time  in  his  office,  in  the  patient’s  home 
or  in  a hospital.  Finally,  he  would  draw  his  con- 
clusions and  present  them.  It  should  be  possible 
for  h im  to  proceed  in  this  same  best  way  in  medi- 
co-legal cases.  In  private  practice  the  patient 
generally  has  no  wish  and  no  reason  to  deceive 
the  physician.  In  medico-legal  cases  he  often  has 
reason  and  desire  to  deceive.  ' 

I am  in  favor  of  the  sacredness  of  the  privi- 
leged communication  between  patient  and  physi- 
cian but,  where  it  concerns  a matter  brought  into 
court  by  the  patient,  I believe  the  court  is  entitled 
to  share  in  the  confidence.  Otherwise,  where 
damages  are  asked  or  benefits  claimed,  the  privi- 
leged communication  may  become  a cloak  for  the 
perpetration  of  fraud. 

A physician  finds  there  is  a great  difference  be- 
tween those  who  are  sick  or  hurt  in  private  life 
and  those  in  court.  The  proposed  system  should 
do  away  with  much  of  these  unnecessary  discrep- 
ancies. In  personal  injury  cases  such  claim  as 
traumatic  neurasthenia  is  oftep  set  up.  In  private 
life  such  cases  are  exceedingly  uncommon.  Under 
the  present  system  there  is  too  great  a difference 
between  the  results  of  a man’s  falling  down  his 
own  and  those  claimed  when  he  falls  down  another 
man’s  stairs. 

H ow  does  the  present  sj'stem  affect  malpractice 
suits  against  physicians  and  how  would  the  pro- 
posed system  affect  such  suits?  They  may  be  di- 
vided into  two  general  classes.  By  far  the  larger 
group  is  made  up  of  unworthy  suits  which  are 
brought  against  physicians  who  have  not  com- 
mitted malpractice  legally,  technically  or  morally, 
but  who  are  unjustly  accused  of  so  doing.  Such 
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cases  are  known  by  the  general  body  of  the  med- 
ical profession  to  be  efforts  to  rob  and  do  violence 
under  the  cloak  of  the  law.  These  suits  are 
brought  by  unscrupulous  or  misled  plaintiffs  but 
behind  them,  as  behind  other  unworthy  medico- 
legal cases,  is  found  that  most  nefarious  combina- 
tion, the  dishonest  lawyer  and  the  dishonest  doctor. 
Under  the  present  system  these  unworthy  suits 
seem  to  have  some  chance  of  winning  by  com- 
promise, wThen  threatened  or  brought  against  timid 
victims,  or  a less  of  winning  in  court.  But 
fortunately  this  does  not  seem  very  great  if  they 
are  stoutly  defended.  Under  the  proposed  system 
these  unworthy  suits  wTould  have  much  less,  while 
worthy  suits,  where  real  malpractice  has  been 
committed,  would  have  a better  chance  of 
winning. 

Under  the  present  system,  where  insanity  is 
determined  by  a lay  jury,  it  decides  the  technical 
question  on  the  bewildering  technical  evidence  pre- 
sented by  partisan  medical  witnesses,  questioned 
and  crossquestioned  by  partisan  attorneys.  It  may 
also  take  into  account  the  partisan  evidence  of 
lay  witnesses.  It  seems  to  me  where  a person 
charged  with  crime  pleads  insanity,  he  should 
have  to  admit  the  crime  in  order  to  plead  this 
excuse  and,  his  insanity  being  proved,  he  should 
be  confined  to  an  institution  for  at  least  as  long 
as  the  minimum  term  of  imprisonment  for  that 
crime.  In  murder  trials  the  medical  testimony 
of  the  proposed  commission  would  better  serve  the 
rights  of  the  state  and  also  of  the  accused. 

The  physician  knows  that  the  present  system 
of  medical  testimony  is  so  bad  that  it  must  soon 
be  remedied,  that  medical  testimony  is  largely 
responsible  for  the  making  of  much  dishonest  liti- 
gation, that  the  present  system  often  results  in 
the  concealment  of  truth  rather  than  in  its  revela- 
tion, that  many  times  it  is  responsible  for  injustice 
rather  than  justice  being  done.  He  submits  to 
you  that  this  is  largely  unnecessary  and  might  be 
remedied,  and  that  the  proposed  system  offers 
such  a remedy. 


TONSILLECTOMY  AND  ILLUSTRA- 
TIONS OF  OPERATION  WITH 
SPECIAL  KNIFE.* 

By  S.  Maimon  Samuels,  M.  D., 

SEATTLE,  WASH. 

I shall  outline  briefly  a few  important  factors 

*Read  before  King  County  Medical  Society,  Seattle,  Wash., 
Sept.  8,  1916. 


which  are  essential  in  tonsillectomy.  By  exercis- 
ing care  and  skill  the  tonsils  can  be  successfully 
removed,  with  reasonable  freedom  from  accidents 
and  complications  during  and  after  the  operation. 

In  removing  tonsils  the  surgeon  must  bear  in 
mind  four  important  points: 

( 1 ) The  pillars  of  the  soft  palate  must  be 
guarded  against  injury.  In  children,  especially, 
the  anterior  pillars  are  very  thin,  almost  of  the 
thinness  of  fine  paper,  and  when  injured  the  scar 
tissues  will  cause  contraction  and  shorten  the  dis- 
tance between  the  base  of  the  tongue  and  the  arch 
of  the  soft  palate. 

(2)  The  operation  must  result  in  a complete 
removal  of  the  tonsil  with  the  capsule.  When 
the  surgeon  finds  the  removal  of  the  tonsils  neces- 
sary, they  must  be  removed  in  their  entirety. 
Whatever  the  cause  of  removal,  if  any  part  of  the 
tonsil  or  capsule  be  left,  the  cause  has  not  been 
removed.  The  only  way  we  can  tell  whether  the 
entire  tonsil  and  capsule  have  been  removed  is 
to  examine  the  tonsil  and  see  whether  the  capsule 
came  with  it.  If  the  tonsil  be  not  completely 
removed,  it  is  certain  that  tonsillitis  and  periton- 
sillar abscesses  will  recur  the  same  as  before  the 
operation. 

(3)  The  control  of  hemorrhage.  The  ana- 
tomic structure  of  the  blood  vessels  in  the  tonsils 
differs  from  the  blood  vessels  in  the  other  tissues 
of  the  body  in  the  following  particulars.  The 
blood  vessels  of  three  coats,  the  intima,  media  and 
adventitia,  common  to  all  arteries  and  veins,  when 
they  penetrate  the  tonsillar  capsule  and  enter  the 
tonsillar  tissue,  lose  the  two  muscular  coats  and 
the  intima  is  the  only  coat  left  to  form  the  lumen 
of  the  blood  vessels  in  the  tonsillar  tissue,  which 
becomes  directly  connected  with  the  glandular 
tissue  and  forms  a part  of  the  tonsil.  Therefore, 
when  these  blood  vessels  are  cut,  their  two  mus- 
cular coats  being  lost,  bleeding  is  profuse  and 
difficult  to  check  because  the  tonsillar  tissue  holds 
the  blood  vessels  patulous  and  prevents  clotting. 
(I  have  verified  this  statement  from  tonsil  sec- 
tions on  slides  in  Dr.  West’s  laboratory.)  But 
when  the  capsule  is  removed  with  the  tonsil,  the 
blood  vessels  retract  into  the  muscle  tissue  in  the 
usual  way  and  compression  will  readily  check  any 
tendency  to  hemorrhage.  The  surgeon  must  exer- 
cise the  same  care  to  prevent  loss  of  blood  in 
removing  tonsils  as  he  does  in  any  other  opera- 
tion. The  speedy  recovery  of  the  patient  depends 
upon  the  small  amount  of  blood  lost. 
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(4)  Speed  in  tonsil  operation  is  essential,  but  For  simplicity,  I divide  the  tonsil  operation  into 
it  should  not  be  made  paramount,  if  it  jeopardizes  four  steps. 


the  success  of  the  operation.  It  is  unnecessary 
to  put  children  under  complete  anesthesia,  if  speed 
be  exercised. 


(a)  I clamp  the  left  tonsil  with  the  tonsil 
forceps,  using  the  left  hand,  and  making  a slight 


Fig.  4. 
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traction  toward  the  median  line.  This  will  outline 
the  membrane  that  connects  the  anterior  pillar 
with  the  tonsil.  I make  a vertical  incision  in  the 
membrane  at  the  margin  of  the  anterior  pillar 
of  the  soft  palate  with  the  convex  cutting  edge  of 
the  tonsil  knife;  the  anterior  pillar  will  ietract, 
bringing  to  view  the  capsule  of  the  tonsil.  (Fig.  1) 

(b)  I introduce  the  point  of  the  tonsil  knife 
under  the  retracted  pillar  into  the  capsule  of  the 
tonsil,  and  with  the  concave  cutting  edge  cut 


Fig.  5. 

THE  AUTHOR’S  TONSIL  KNIFE. 

A.  Convex  sl:arp  cutting  edge  for  first  incision  of  capsule 
of  tonsil. 

B.  Concave  sharp  cutting  edge  for  cutting  away  the  upper 
and  lower  parts  of  the  anterior  pillar,  plica  and  posterior 
pillar  from  the  tonsil  tissue. 

C.  Enucleator,  semi-cutting,  for  enucleating  the  capsule 
and  tonsil  from  the  anterior  and  posterior  pillars  and  soft 
palate. 

away  the  anterior  pillar  close  to  the  tonsil.  I 
follow  up  the  discission  towards  the  posterior  pil- 
lar, and  downward,  until  the  margins  of  the 
anterior  and  posterior  pillars  are  free  from  their 
tonsil  attachments.  (Fig.2.) 

(c)  I reverse  the  tonsil  knife  to  use  the  enu- 
cleator. I introduce  the  enucleator  between  the 
anterior  pillar  and  the  capsule  of  the  tonsil,  and 
forcibly  separate  the  capsule  from  the  anterior 


pillar.  I follow  up  the  capsule  that  frequently 
leads  up  into  the  soft  palate,  until  the  posterior 
pillar  is  reached,  and  continue  separating  the  cap- 
sule from  the  posterior  pillar  downward  until  it 
is  free  from  its  attachment.  (Fig.  3.) 

(d)  I slip  a No.  7 piano-wire  snare  over  the 
upper  segment  of  the  tonsil.  By  careful  manipu- 
lation and  shortening  of  the  loop,  the  snare  will 
encircle  the  tonsil  completely.  I lock  the  snare 
and  use  the  thumb-screw  slowly  until  the  tonsil 
is  removed.  The  capsule  will  invariably  come 
with  the  tonsil  and  the  pillars  will  be  left  free, 
clean,  and  uninjured.  (Fig.  4.) 

The  advantage  derived  from  the  use  of  this 
instrument  (Fig.  5)  in  tonsillectomy  is  found  in  its 
combination  of  three  knives  in  one,  which  are  used 
in  the  first  three  consecutive  steps  of  the  operation. 
By  the  use  of  this  knife  we  avoid  an  interruption 
of  the  operation  occasioned  by  changing  from  one 
instrument  to  another,  which  delay  permits  bleed- 
ing, with  consequent  obstruction  of  the  view  of 
the  field  of  operation.  This  operation  should  be 
performed  by  indirect  light  and  the  field  of  opera- 
tion must  be  clear  to  the  surgeon’s  view. 

The  successful  results  which  we  expect  patients 
to  have  from  tonsillectomy  depend  upon  the  skill 
exercised  by  the  operator.  Therefore,  when  the 
operation  fails  to  relieve  the  cause  which  calls  for 
the  removal  of  the  tonsils,  the  fault  is  not  always 
with  the  operation  but  rather  with  the  operator. 


CLINICAL  REPORTS 

A NEW  REFRACTION  CABINET. 

By  Albert  B.  Mattice,  M.  D., 

SEATTLE,  WASH. 

Anyone  who  attempts  to  do  expert  refraction 
must  bear  in  mind  the  following  points  when  ar- 
ranging his  test  types  for  distance: 

1.  Direct  and  uniform  illumination,  the  strength 
of  which  can  be  varied  at  will. 

2:  Movable  charts,  which  can  be  raised  or  low- 
ered so  that  the  finer  letters  are  always  on  a level 
with  the  patient’s  eyes  and  he  does  not  have  to 
look  up  or  down  to  see  them. 

3.  A series  of  different  types  which  can  be 
substituted  alternately  during  a test,  making  it  dif- 
ficult for  a patient  to  memorize  the  letters.  Each 
letter  must  he  perfectly  sharp  and  distinct  and 
soiled  charts  discarded  at  once. 

In  too  many  offices  we  find  a single,  often  badly 
soiled  card,  tacked  up  on  the  wall,  perhaps  sev- 
eral feet  above  the  patient’s  head,  and  illuminated 
by  a bracket  lamp  which  lights  up  only  one  side 
of  the  card,  leaving  the  remainder  shrouded  in 
gloom.  Or,  again,  it  is  one  of  the  common  elec- 
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trical  cabinets  with  black  or  red  letters  on  a back- 
ground of  frosted  glass,  with  transmitted  illumin- 
ation. These  are  bad  as  the  letters  become  chipped 
off  or  marred  and  before  a new  glass  is  purchased 
the  old  one  is  usually  in  pretty  bad  shape,  many 
letters  being  indistinct  or  illegible.  Transmitted 
illumination  coming  from  the  interior  of  a cabinet 
through  a frosted  glass  is  also  inferior  to  illumin- 
ation which  falls  directly  on  the  surface  of  a chart 
from  the  outside. 

With  such  a combination  of  difficulties  to  over- 
come it  is  not  strange  that  the  patient  is  often 
uncertain  as  to  what  he  sees  and  that  we,  as  ocul- 
ists, are  unable  to  correct  the  finer  errors  of  re- 
fraction which  are  the  real  source  of  trouble  in 


country  and  abroad  to  observe  the  work  of  our 
best  refractionists,  I have  endeavored,  in  equipping 
my  own  office,  to  construct  a refraction  cabinet 
which  combines  the  advantages  of  several  devices 
I have  seen  and  which  is  built  according  to  the 
principles  laid  down  above. 

The  accompanying  diagrams  give  a fair  idea  of 
the  new  cabinet,  which  is  of  plain  oak,  6 feet  and 
7 inches  high,  23%  inches  wide  and  8%  inches 
deep  from  front  to  back. 

The  essential  feature  is  a galvanized  iron  card- 
carrier  A,  which  moves  up  and  down  in  slots 
like  a window  and  supports  the  various  test-types. 
When  clear  down  the  carrier  disappears  behind 
the  curtain  B,  and  into  the  box-like  space  be- 
hind the  door  C,  on  the  back  of  which  are  hung 
several  reserve  charts.  As  seen  in  Fig.  2,  the 
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carrier  is  raised  and  lowered  by  a cord  D,  passing 
over  a pulley  E and  thence  to  the  hand  of  the  oper- 
ator at  the  other  end  of  the  20-foot  refraction  al- 
ley. The  carrier  with  its  cards  is  counterbalanced 
by  a sheet-lead  weight  F,  whose  cord  passes  to  the 
carrier  over  the  pulley  G. 

The  curtain  B can  also  be  raised  and  lowered 
in  a similar  manner  by  the  cords  and  pulleys 
shown  in'  the  diagram  and  can  thus  be  adjusted 
so  that  the  letters  on  the  chart,  as  they  rise  into 
view  behind  the  curtain,  lie  exactly  on  a level 
with  the  patient’s  eyes.  On  the  upper  margin 

of  the  curtain  is  a small  counterbalanced  pointer 
H,  which,  by  means  of  the  cord  I passing  to  the 
operator,  can  be  made  to  run  along  the  lines  on 
the  card  as  they  appear  and  thus  indicate  the  dif- 
ferent letters.  If  the  cabinet  be  used  with  a mir- 
ror, the  pointer  is  of  course  unnecessary,  as  the 
operator  can  indicate  the  letters  with  an  ordin- 
ary hand  pointer. 

Illumination  is  furnished  by  eight  60  watt 
lamps,  Nos.  1,  2,  3,  4,  5,  6,  7,  8,  arranged  as  in 
Figs.  1 and  2,  the  rays  being  diffused  evenly  over 
the  surface  of  the  chart  by  a galvanized  iron  re- 
flector painted  white  which  lines  the  roof  and 
sides  of  the  cabinet  as  well  as  the  lip  KL  pro- 
jecting from  above  and  below  in  front  and  from 
the  sides  in  front,  as  shown  in  Figs.  1 and  2.  This 
lip  is  4%  inches  wide.  The  illumination  can  be 
varied  by  turning  off  or  on  one  or  more  of  the 
lamps,  or  a rheostat  can  be  used.  M (in  Fig.  1)  is 
the  current  plug. 

The  apparatus  as  a whole  presents  a very  neat 
appearance,  is  light  and  portable,  and  can  be  used 
at  any  desired  distance  or  with  a mirror  at  half 
the  ordinary  distance  when  the  office  is  small.  For 
those  who  wish  to  work  with  only  one  line  of 
letters  in  view  at  a time,  a second  curtain  similar 
to  B can  be  provided  which  descends  from  above, 
thus  forming  a slot  between  the  two  curtains. 

As  many  carriers  as  desired  can  be  used  by 
deepening  the  cabinet  from  front  to  back  and  the 
operator  can  then  change  the  cards  without  leav- 
ing his  seat.  Two  or  more  cards  can  be  placed  on 
the  carrier  at  one  time,  however,  and,  if  only  one 
carrier  be  used,  it  takes  but  a moment  to  walk 
to  the  cabinet  and  slip  off  a card,  exposing  those 
behind. 

Any  variety  of  charts  may  be  used  but  I per- 
sonally prefer  the  ordinary  cardboard  ones  with 
either  a white  or  black  background,  as  the  letters 
are  perfectly  sharp  and  distinct  and  the  charts 
are  so  inexpensive  and  easily  obtained  that  a 
large  assortment  can  be  kept  constantly  on  hand 
to  substitute  for  damaged  ones.  Under  such  con- 
ditions the  types  always  present  the  fresh,  clean- 
cut  appearance  so  necessary  in  careful  refractive 
work. 

This  cabinet  was  made  for  me  by  Mr.  Rogers, 
of  the  firm  of  Rogers  & Auer,  807  Union  Street, 
Seattle,  and  can  be  duplicated  at  a cost  of  $50. 

Cobb  Building. 
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EDITORIAL 


LAST  MONTH’S  PORTLAND  MEETING. 

The  Oregon  State  Medical  Association  met  in 
Portland  on  September  9-10  and  as  usual  their 
program,  both  scientific  and  social,  was  full  of 
good  things.  The  attendance  was  very  good  in- 
deed and  the  attention  paid  to  the  reading  of  the 
papers  could  not  have  been  better.  The  discussion 
on  each  paper  was  so  lively  that  it  was  unfortu- 
nately necessary  for  the  president  to  shorten  it.  In 
fact,  the  crowded  condition  of  the  program  empha- 
sized very  strongly  the  importance  of  limitation 
as  to  the  number  of  papers.  One  particularly 
splendid  feature  of  the  program  was  that  no  one 
appeared  on  it  who  was  not  there  to  present  his 
paper,  a condition  so  different  from  the  average 
state  program  as  to  be  worthy  of  special  notice. 
The  chair  strictly  enforced  the  rule  as  to  the  time 
for  reading  papers  and  also  for  discussion.  This 
made  the  papers  more  interesting  and  the  discus- 
sion more  general. 

In  addition  to  very  bountiful  personal  hospi- 
tality on  the  part  of  the  Portland  men,  there  was 
also  a large  and  splendid  banquet  served  the  even- 
ing of  the  9th  which  was  attended  by  one  hundred 
and  seventy-five  physicians;  and  on  Friday  night 
a dinner  dance  was  given  at  the  Country  Club, 
where  the  most  marked  and  important  feature  was 
the  exhibition  of  a series  of  remarkable  photo- 
graphs of  the  new  highway  along  the  Columbia 
River.  Undoubtedly  this  is  going  to  be  one  of 
the  most  popular  routes  for  the  motorist.  It 
makes  a beautiful  link  in  the  circuit  from  Puget 
Sound  over  Snoqualmie  Pass  to  the  Inland  Em- 
pire, returning  down  the  Columbia.  This  was  a 
meeting  of  which  Dr.  Rockey,  the  retiring  Presi- 
dent, and  Dr.  Williamson,  Chairman  of  the  Com- 
mittee on  Arrangements,  as  well  as  the  entire 
Oregon  medical  fraternity,  can  feel  justly  proud. 
The  Washington  representatives  were  most  roy- 
ally treated  and  undoubtedly  they  would  have 
been  there  in  greater  numbers  had  the  meeting 
been  a little  more  thoroughly  advertised. 


THE  THIRD  TRI-STATE  MEETING. 
The  third  meeting  of  the  Tri-State  Association, 
composed  of  the  state  medical  associations  of 
Idaho,  Oregon  and  Washington,  will  be  held  at 
Lewiston,  Idaho,  October  13-15.  Elaborate  prep- 
arations are  under  way  for  a most  enjoyable  and 
instructive  meeting.  The  general  sessions  will  be 
held  in  the  Temple  Theatre  and,  as  indicated  by 
the  program  printed  below,  there  will  be  three 
very  busy  days  for  those  in  attendance,. 

Beside  the  scientific  program,  the  local  com- 
mittee on  arrangements  has  provided  an  athletic 
entertainment  and  smoker  for  Wednesday  even- 
ing, the  13th,  an  evening  of  fun  and  haze.  On 
Friday  evening,  the  15th,  a banquet  and  musical 
program  will  be  provided  and,  if  time  permits,  an 
automobile  ride  will  be  given,  probably  Thursday 
evening,  to  those  desiring  to  see  the  environments 
cf  I ewiston. 

/ II  railreads  operating  in  Idaho,  Oregon  and 
Washington  have  granted  a round  trip  .rate  of  one 
and  onc-third  fares  on  the  certificate  plan.  In  buy- 
ing your  ticket  to  Lewiston  be  sure  and  ask  selling 
agent  to  give  you  a receipt.  On  first  day  of  the 
meeting  turn  this  receipt  over  to  the  Secretary, 
Dr.  Maxey,  for  certification  and,  if  fifty  or  more 
receipts  are  thus  received  by  him,  a return  ticket 
may  be  purchased  for  one-third  fare.  If  these 
details  are  neglected  we  will  not  get  reduced  rates 
for  the  meeting. 

Executive  sessions  of  the  Idaho  State  Medical 
Association  will  be  held  on  adjournment  of  the 
Wednesday  morning  general  session,  and  at  9 a.  m. 
Friday  morning.  If  members  are  prompt  in 
attendance  at  both  of  these  sessions  the  business 
of  the  association  can  be  greatly  expedited. 

PROGRAM. 

Wednesday,  October  13,  10  A.  M. 

General  session  called  to  order  by  John  N.  Alley, 
President  Idaho  State  Medical  Association. 
Report  of  Committee  on  Arrangements,  O.  C.  Cars- 
sow,  Chairman. 

Address  of  'Welcome,  L.  J.  Perkins,  Mayor  of  Lew- 
iston. 

Address  of  Welcome,  E.  G.  Braddock,  President 
Idaho  District  Medical  Society. 

Response  from  Oregon,  W.  T.  Williamson,  Portland. 
Response  from  Washington,  C.  N.  Suttner,  Walla 
Walla. 

President’s  Address,  John  N.  Alley,  Lapwai,  Idaho. 

1.  Mental  Therapy,  R.  E.  L.  Newberne,  Bureau  of 

Indian  Affairs.  Washington,  D.  C. 

Afternoon  Session,  1:30. 

2.  Backache  from  the  Viewpoint  of  the  Ortho- 

pedist, Joel  E.  Goldwaithe,  Boston,  and  J.  C. 

Graves,  Jr.,  Spokane.  To  be  read  by  Dr. 

Graves.  Discussion  opened  by  Fred.  J.  Fas- 

sett,  Seattle. 

3.  The  Recurring  Cold  in  Children,  Peter  D.  Me- 
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Cornack,  Spokane.  Discussion  opened  by 
Frank  L.  Barrows,  Moscow. 

4.  The  Pathology  of  Insanity,  John  W.  Givens, 

Orofino.  Discussion  opened  by  John  M. 
Semple,  Spokane. 

5.  Some  Points  of  Interest  in  Cerebral  Localiza- 

tion to  the  General  Practitioner,  J.  Tate 
Mason.  Seattle.  Discussion  opened  by  D.  A. 
Nicholson  and  Maud  Parker,  Seattle. 

G.  Mistaken  Diagnosis.  John  Hunt  Shephard, 
Cceur  d'Alene.  Discussion  opened  by  C.  W. 
Shaff,  Lewiston. 

7.  Auricular  Flutter,  Maurice  H.  Tallman,  Boise. 
Discussion  opened  by  Wm.  Sidney  Knox, 
Portland. 


Thursday,  October  14,  9:30  A.  M. 

8.  Address.  Win.  Kuykendall.  Eugene,  Ore.,  Pres- 

ident State  Medical  Association. 

9.  A Clinical  Study  of  Gastric  and  Duodenal  Ul- 

cer. Geo.  F.  Koehler  and  Ralph  Walker. 
Portland.  With  lantern  slides  illustrating. 

10.  Excision  of  Ulcer-Bearing  Area  in  Gastric 

Surgery,  C.  N.  Stuttner,  Walla  Wa'la.  Dis- 
cussion of  last  two  papers  opened  by  L.  P. 
McCalla,  Boise:  R.  C.  Coffey,  Portland. 

11.  Cancer  of  the  Stomach.  Charles  E.  Sears, 

Portland.  Discussion  opened  by  W.  C.  Cox. 
Everett. 

12.  Malignant  Tumors  of  the  Gall-Bladder,  J.  Earl 

Else.  Portland.  Discussion  opened  by  S.  E. 
Lambert,  Spokane. 

13.  Surgery  of  the  Alimentary  Canal,  C.  P. 

Thomas,  Lcs  Angeles.  Discussion  opened  by 
C.  L.  Gritman,  Moscow. 

Afternoon  Session,  1:30. 

14.  Some  of  the  Practical  Points  in  Physical  Diag- 

nosis, Charles  C.  Browning,  Los  Angeles. 

15.  The  X-Ray  as  an  Aid  in  the  Diagnosis  of  In- 

tra-Thoracic  Disease,  illustrated  by  lantern 
slides,  Ray  W.  Matson,  Portland.  Discussion 
last  two  papers  opened  by  E.  E.  Heg.  Seattle. 
1G.  Tuberculin  Therapy,  E.  S.  Jennings,  Spokane. 
Discussion  opened  by  John  N.  Alley,  Lapwai. 

17.  Autoserotherapy  versus  Artificial  Pneumothor- 

ax in  the  treatment  of  Pleurisy  with  Effusion, 
E.  A.  Pierce,  Portland.  Discussion  opened 
by  Ernest  F.  Pope,  Spokane. 

18.  Constipation  and  Diarrhea  from  a Clinical  Point 

of  View,  Frederick  Epplen,  Spokane.  Dis- 
cussion opened  by  C.  P.  Stackhouse,  Sand- 
point. 

19.  Obstetrical  Nerve  Blocking  in  Labor,  Robt.  W 

King,  Salt  Lake  City.  Discussion  opened  by 
A.  N.  Creadick,  Portland. 

20.  Medical  Ethics,  Susan  E.  Bruce,  Lewiston. 

8 P.  M. 

21.  Some  Remarks  on  Infant  Feeding,  John  B. 

Manning,  Seattle.  Discussion  opened  by  J. 
W.  Rosenfeld,  Portland. 

22.  The  Future  Ophthalmolgist  Joseph  L.  McCook 

Portland.  Discussion  opened  by  C.  A.  Veas- 
ey,  Spokane. 

23.  Rabies  Calvin  S.  White,  Portland. 


Friday,  October  15,  9:30  A.  M. 

24.  Hypothyroidism,  .T.  R.  Brown.  Tacoma.  Presi- 

dent Washington  State  Medical  Associa- 
tion. 

25.  Hyperthyroidism  H.  P.  Marsha'l,  Spokane. 

26.  The  Use  of  Electricity  in  the  Various  Forms 

of  Goitre,  Edmund  Myers,  Portland.  Dis- 
cussion of  last  three  papers  opened  by  A. 
C.  Smith,  Portland;  Park  Willis,  Seattle; 
W.  W.  Potter,  Spokane. 


27.  Gas-Oxygen  Anesthesia,  A.  J.  Browning,  Port- 

land. Discussion  opened  by  W.  W.  Har- 
rington, Spokane. 

28.  The  Open  Treatment  of  Fractures.  Truman  O 

Boyd,  Twin  Falls. 

29.  The  Fracture  Problem,  C.  F.  Eikenbary, 

Spokane.  Discussion  of  last  two  papers 
opened  by  K.  A.  J.  Mackenzie,  Portland,  C. 
J.  Lynch,  North  Yakima. 

Afternoon  Session,  1:30. 

30.  Clinical  Observations  on  Late  Syphilitic  and 

Post-Syphilitic  Disease,  George  S.  White- 
side,  Portland.  Discussion  opened  by  Wm. 
House,  Portland. 

31.  Some  Indefinite  Nervous  Conditions  Due  to 

Latent  Syphilis  of  the  Brain  or  Cord,  Gustav 
Baar  and  T.  Homer  Coffen,  Portland.  • Dis- 
cussion opened  by  W.  T.  Williamson,  Port- 
land. 

32.  A Brief  Discussion  of  the  Improper  Manage- 

ment of  the  Ordinary  Acute  case  of  Gonorr- 
hea. and  a Review  of  a Few  Practical 
Points  in  Diagnosis  and  Therapeutics,  Im- 
portant but  Commonly  Neglected,  F.  L. 
Ashton,  Seattle.  Discussion  opened  by  A. 
H.  Peacock,  Seattle,  and  H.  W.  Howard, 
Portland. 

33.  A Prophylaxis  for  Venereal  Diseases  and 

Quackism,  Edgar  L.  White,  Lewiston. 

34.  An  Unusual  Case  of  Brain  Abscess  of  Otitic 

Origon,  Ed.  E.  Maxey,  Boise.  This  and 
other  Case  Reports  will  be  presented  if  time 
allows. 

SHALL  OSTEOPATHS  BE  RECOGNIZED 
AS  PHYSICIANS? 

In  consequence  of  the  medical  examining  board 
of  Washington  bringing  action  against  an  osteo- 
path for  illegally  practising  surgery,  the  case  was 
tried  last  month  before  Judge  Ronald,  in  the  Su- 
perior Court  of  King  County.  He  ruled  that  the 
statute  provided  for  osteopaths  practising  only 
osteopathy  and  not  medicine  and  surgery.  The 
case  was  appealed  to  the  Supreme  Court  which 
will  decide  the  legality  of  this  form  of  osteopathic 
practice.  If  the  ruling  of  the  lower  court  be  sus- 
tained, it  is  asserted  strong  pressure  will  be 
brought  to  bear  at  the  next  legislative  session  to 
grant  osteopaths  the  right  to  practise  surgery. 

"Phis  procedure  squarely  presents  the  question 
whether  the  osteopath’s  aspiration  to  be  classified 
as  a practitioner  of  medicine  and  surgery  shall  be 
granted.  The  «ame  question  has  been  raised  in 
other  states.  In  Missouri  he  frankly  acknowledges 
his  desire  to  be  recognized  as  a doctor  of  medicine. 
In  California  a similar  ambition  is  openly  main- 
tained, and  the  remarkable  collection  of  examiners 
on  the  state  board  has  recently  ruled  that  the 
osteopath  shall  be  admitted  to  examination  for  a 
license  to  practise  medicine  and  surgery.  Do  states 
reciprocating  with  California  realize  what  they 
will  be  up  against  when  the  followers  of  this  cult 
shall  be  licensed  for  this  form  of  practice? 
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It  is  an  interesting  and  curious  course  of  events 
by  which  the  osteopath  is  now  seeking  admission 
into  the  ranks  of  medicine  by  a short-cut  in  prep- 
aration which  is  denied  regular  students  of  medi- 
cine, for  it  is  nothing  more  or  less  than  this  to 
which  this  movement  leads.  When  Dr.  Still, 
some  twenty-five  years  ago,  launched  upon  the  pub- 
lic his  great  “discovery”  of  osteopathy,  he  and  his 
followers  most  emphatically  repudiated  all  con- 
nection with  medicine  and  surgery,  the  heritage 
of  years  of  investigation  and  experience.  Then 
the  very  name  of  physician  was  anathema  and  he 
would  be  known  simply  as  an  osteopath,  while 
now,  forsooth,  his  follower  shamelessly  proclaims 
himself  “osteopathic  physician  and  surgeon”.  Still 
postulated  that  all  sickness  was  due  to  maladjust- 
ment of  bones,  pressure  on  blood  vessels  and  ab- 
normalities of  nerves.  The  cure  of  all  disease  was 
to  be  obtained  by  the  simple  adjustment  of  these 
disturbances.  So  easy  was  it  to  acquire  the  neces- 
sary skill  to  produce  this  result  that  in  a few 
months  time  a student  became  a qualified  practi- 
tioner of  the  new  science,  and  all  the  necessary 
information  was  contained  in  Still’s  one  volume 
of  theory  and  practice  of  osteopathy.  It  required 
but  a few  years  to  demonstrate  the  hollow  mock- 
ery of  these  claims,  and  their  promoters  added 
one  department  after  another  of  the  developed 
branches  of  medical  knowledge  until,  according 
to  their  present  catalogs,  the  osteopathic  schools 
now  teach  all  the  preliminary  courses  of  study 
as  well  as  obstetrics  and  surgery.  One  of  their 
schools  has  even  added  materia  medica  to  its  curri- 
culum, and  it  will  not  be  surprising  ere  long  to 
observe  therapeutics  and  the  practice  of  medicine 
included. 

The  quality  of  teaching  which  has  actually 
been  employed  in  these  schools  was  exemplified 
by  the  Flexner  investigation  five  years  ago,  when 
conditions  were  published  as  found  in  the  parent 
school  at  Kirksville.  This  showed  totally  inade- 
quate laboratory  and  teaching  facilities  as  com- 
pared with  reputable  medical  schools.  While  all 
medical  schools  of  the  present  day  are  requiring 
increased  preliminary  education  preparatory  to  be- 
ginning the  study  of  medicine,  the  loose  require- 
ments for  the  osteopathic  schools  amount  prac- 
tically to  none  at  all.  None  would  deny  to  the 
osteopath  nor  any  other  practitioner  the  right  to 
practise  medicine,  provided  he  has  had  an  adequate 
medical  education  and  demonstrates  the  possession 
of  sufficient  medica!  knowledge.  It  is  to  be  noted 


that  the  mere  passing  a written  examination  does 
not  alone  prove  these  necessary  qualifications. 
These  comparisons  are  offered  to  cali  attention  to 
the  half-educated  and  inexperienced  practitioners 
who  will  be  offered  to  the  suffering  public  if  the 
desire  shall  be  accomplished  of  ranking  osteopaths 
as  physicians.  Careful  observers  of  the  situation 
predict  that  osteopathy  will  follow  the  course  of 
other  freak  forms  of  medicine  which  have  pre- 
ceded it.  For  a while  they  have  labored  to  appear 
before  the  public  as  new  forms  of  medical  science. 
Whatever  of  merit  they  have  evolved  has  been 
adopted  by  established  medicine,  with  which  they 
have  ultimately  been  merged,  or  they  have  dis- 
appeared as  individual  entities  and  long  been  for- 
gotten. We  commend  these  observations  as  food 
for  thought  in  anticipation  of  the  subject  becoming 
an  issue  at  some  future  date. 


AN  EFFICIENT  PUBLIC  OFFICIAL. 

Dr.  Calvin  S.  White,  after  six  years  service 
as  secretary  of  the  Oregon  State  Board  of  Health 
and  ex-officio  State  Health  Officer,  this  month 
retires  to  private  life,  leaving  a record  of  which 
any  man  might  well  be  proud.  Active,  enthu- 
siastic, energetic,  he  has  rendered  invaluable 
service  to  the  commonwealth  through  the  fearless 
and  effective  manner  in  which  he  has  administered 
the  duties  of  his  office.  Among  the  many  achieve- 
ments of  the  State  Board  of  Health  during  Dr. 
White’s  incumbency  as  its  executive  officer,  per- 
haps none  is  more  striking  than  the  reduction  in 
the  death  rate  from  typhoid  fever.  In  1910  this 
disorder  caused  172  deaths  in  Oregon.  In  1914 
the  number  had  fallen  to  60.  This  was  the  result 
of  a systematic  campaign  of  education  and  sanita- 
tion, instituted  and  conducted  by  the  State  Board 
of  Health.  Still  further  reduction  is  probable  as 
the  campaign  begun  in  1910  continues.  Between 
three  and  four  hundred  persons  are  alive  today 
in  Oregon  who,  but  for  this  or  some  similar  cam- 
paign, would  now  be  numbered  among  the  dead. 

Another  achievement  of  the  State  Board  of 
Health  was  the  inspection  of  the  rural  schools  in 
twenty-six  of  the  thirty-four  counties  of  the  state. 
Had  not  funds  given  out,  all  of  the  counties  would 
have  been  reached  and  every  rural  school  in  the 
state  would  have  benefitted  from  inspection.  As 
a result  of  what  has  been  done  many  of  the  schools 
have  adopted  a system  which  should  be  copied 
everywhere.  In  these  favored  schools  the  pupils 
elect  one  of  their  number  who  becomes  health 
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officer  for  his  school.  His  duties  are  to  observe, 
report  and,  as  far  as  possible,  correct  any  nuisance 
about  the  school  or  its  grounds.  Armed  with 
authority  symbolized  by  a badge  presented  by  the 
State  Board  of  Health  and  marked  “School  Health 
Officer”,  the  diminutive  official  proudly  performs 
the  duties  of  his  office,  an  object  of  envy,  admira- 
tion and  emulation  of  his  fellows.  The  improve- 
ment in  decency  resulting  from  inspection  and  the 
appointment  of  these  little  champions  of  better 
health  is  said  to  be  truly  remarkable. 

During  the  past  six  years  the  State  Board  of 
Health  has  been  active  in  the  cure  and  prevention 
of  rabies.  The  health  officer  has  personally  ad- 
ministered the  Pasteur  treatment  to  a considerable 
number  of  persons  who  have  been  bitten  by  dogs 
or  other  animals  and  has  consistently  and  per- 
sistently, by  urging  the  enforcement  of  dog-muz- 
zling laws,  quarantine  acts  and  publicity,  striven 
to  suppress  this  dread  disease.  No  less  active  in 
a hundred  other  good  causes,  Dr.  White  may 
look  back  on  his  official  labors,  feeling  that  he 
has  not  lived  in  vain.  Willing  though  he  has 
been  and  is  to  share  with  his  colleagues  of  the 
State  Board  of  Health  credit  for  its  many  achieve- 
ments, to  him  as  its  executive  officer  is  due.  no 
little  honor  which  those  who  best  know  his  altru- 
istic motives  will  accord  him  in  full  degree.  May 
he  meet  in  the  private  walks  of  life,  to  which  his 
footsteps  are  directed,  success  as  great  in  honor 
and  greater  in  more  material  profit  than  he  has 
achieved  during  the  past  six  years. 


A NATIONAL  BOARD  OF  MEDICAL 
EXAMINERS. 

In  view  of  the  varied  requirements  of  the  exam 
ining  boards  of  different  states,  the  desire  has 
often  been  expressed  from  many  sources  that  a 
national  board  of  medical  examiners  might  be 
created  and  that  a license  granted  by  it  might  be 
recognized  in  all  states  of  the  Union.  Thus  far 
it  has  been  impossible  to  secure  such  a board 
through  National  legislation  and  there  seems  little 
prospect  of  such  action  being  taken  in  the  near 
future.  It  appears  possible,  however,  that  the 
desired  result  may  be  obtained  through  the  agency 
of  a National  Board  of  Examiners  which  has  been 
appointed  under  the  auspices  of  the  Federation  of 
State  Medical  Boards  of  the  United  States.  This 
board  is  formed  of  eleven  physicians  of  national 
fame,  including  Surgeon  General  Braisted,  Gen- 
eral Gorgas,  Surgeon  General  Blue,  Dr.  E. 
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Wyllys  Andrews,  Dr.  Victor  C.  Vaughan,  and 
others  known  to  the  whole  profession.  The  char- 
acter and  position  of  these  men  are  such  that  an 
examination  at  their  hands  should  be  accepted  as 
satisfactory  to  the  medical  profession  and  the 
various  examining  boards.  Its  first  examination 
will  be  held  in  Washington  on  October  4,  consist- 
ing largely  of  practical  work  in  hospitals  and 
laboratories.  As  the  work  of  this  board  develops, 
it  is  hoped  that  the  statutes  of  the  different  states 
will  be  so  amended  as  to  recognize  its  licenses.  If 
this  effort  shall  prove  successful  and  satisfactory 
it  is  hoped  that  the  question  of  national  license 
may  be  solved  by  it. 


MEDICAL  NOTES 


OREGON. 

The  New  State  Health  Officer.  Dr.  David  N. 
Roberg,  the  newly  appointed  State  Health  Officer 
of  Oregon,  will  assume  charge  well  equipped  to  per- 
form the  duties  of  his  office.  After  graduating 
from  Rush  Medical  College  in  1908,  Dr.  Roberg 
served  his  interneship  and  in  1910  came  to  Port- 
land as  Professor  of  Anatomy  in  the  Medical  De- 
partment of  the  University  of  Oregon.  Later  he 
was  given  the  chair  in  pathology,  remaining  in 
charge  until  1913,  when  he  resigned  to  go  to  the 
Orient  as  a special  officer  of  the  State  Board  of 
Health  for  the  purpose  of  studying  those  tropical 
diseases,  especially  cholera  and  plague,  which  may 
at  some  time  menace  the  health  of  the  United 
States.  The  bill  providing  for  such  an  appoint- 
ment was  passed  in  1913  and  was  part  of  a move- 
ment participated  in  by  several  states. 

Dr.  Roberg  remained  in  the  Orient  two  years. 
During  the  first  year  he  was  stationed  in  Manila 
and  took  the  degree  of  Doctor  of  Tropical  Medi- 
cine in  the  Graduate  Department  of  the  University 
of  Manila.  From  there  he  went  to  Shanghai  and 
became  Associate  Professor  of  Preventive  Medicine 
in  the  Harvard  Medical  College  in  that  city.  Upon 
the  expiration  of  the  term  for  which  he  was  ap- 
pointed by  the  State  Board  of  Health,  he  returned 
to  Oregon  and  was  elected  State  Health  Officer 
by  the  members  of  the  board.  The  diversified 
opportunities  which  he  has  enjoyed  should  be  of 
great  value  in  maintaining  the  high  standards  of 
the  State  Board  of  Health.  Proud  of  the  achieve- 
ments of  the  board,  the  physicians  of  Oregon  can 
be  counted  on  to  lend  him  every  assistance  and  a 
bright  future  is  before  him. 

New  Associate  Editors.  Drs.  Wm.  House  and 
Calvin  S.  White,  of  Portland,  were  appointed  Asso- 
ciate Editors  of  Northwest  Medicine  at  the  meeting 
of  the  Oregon  Association  last  month. 

Dr.  D.  M.  Jones,  formerly  of  Sodaville,  has  located 
in  Albany. 

Medical  Wedding.  Dr.  Lloyd  Mott  and  Miss  Laura 


October,  1915. 


EDITORIAL 


333 


Lawler,  of  North  Bend,  were  married  the  last  week 
of  August  and  have  moved  to  Dr.  Mott’s  ranch  on 
Smith  River. 


WASHINGTON. 

The  Edgecliff  Tuberculosis  Sanatorium,  near  Spo- 
kane, is  passing  through  various  vicissitudes.  It 
was  announced  it  would  be  put  in  operation  about 
Oct.  1 with  forty  or  more  patients.  The  next  devel- 
opment was  that  two  of  the  Commissioners  refused 
to  sanction  an  appropriation  for  a children’s  ward, 
and  later  two  more  Commissioners  were  strongly 
in  favor  of  hiring  a watchman  to  look  after  the 
buildings  and  letting  them  stand  idle  until  next 
year,  claiming  that  this  would  be  cheaper  than  the 
expense  of  opening  them. 

Vaccination  Not  Compulsory.  Superintendent  of 
Schools  Geiger,  of  Tacoma,  has  issued  a statement 
that  vaccination  will  not  be  insisted  upon  against 
the  objection  of  the  parents;  in  case,  however,  of 
an  outbreak  of  smallpox  all  pupils  who  have  not 
been  vaccinated  will  be  excluded  from  school. 

License  Revoked.  At  the  September  meeting  of 
the  State  Board  of  Medical  Examiners,  the  license 
of  Dr.  Annie  Russell,  of  Seattle,  was  revoked.  A 
number  of  other  cases  were  considered  but  action 
was  deferred  until  the  next  regular  meeting  of  the 
board  in  January. 

Superintendent  of  Soldiers’  Home.  The  State 
Board  of  Control  has  appointed  Mr.  E.  C.  Warner, 
of  Everett,  Superintendent  of  the  State  Soldiers’ 
Home  at  Orting,  to  fill  the  vacancy  caused  by  the 
resignation  of  Dr.  J.  D.  MacLean. 

Rabies  has  appeared  in  Mount  Vernon  and  two 
children  have  been  bitten  by  rabid  dogs.  The 
Health  Officer  has  taken  immediate  action  and  all 
unmuzzled  dogs  found  running  at  large  will  be  shot. 

Illegal  Practitioner.  A fine  of  one  hundred  dol- 
lars has  been  imposed  upon  O.  A.  Burger,  of  Seattle, 
for  practising  medicine  and  surgery  without  a 
license. 

Enlisting  With  the  Allies.  Dr.  S.  D.  Cameron, 
of  North  Yakima,  President  of  the  Yakima  County 
Medical  Society,  left  for  his  old  home  in  Canada, 
where  he  intended  to  enlist  as  surgeon  for  service 
with  the  Allies.  Finding  such  action  will  require 
him  to  relinquish  his  American  citizenship,  he  de- 
cided not  to  enlist. 

Patient  and  Doctor  Injured.  Dr.  C.  B.  Hoffman, 
of  Kent,  had  a narrow  escape  and  his  companion, 
a tuberculous  patient,  was  seriously  injured  when 
the  doctor’s  machine  was  overturned  in  a ditch 
a few  miles  from  Tacoma.  The  patient  died  in  a 
few  days  from  hemoptysis. 

Home  from  Serbia.  Dr.  W.  D.  Kirkpatrick,  of 
Bellingham,  who  went  to  Serbia  some  months  ago 
with  the  American  Red  Cross  expedition,  left  Bel- 
grade August  12  and  reached  home  recently,  having 
come  by  way  of  Rome,  Paris  and  London. 

The  Red  Cross  Seal  Tuberculosis  Bureau  was 
organized  in  Seattle  last  month.  It  will  sell  seals 


in  King  County,  devoting  the  proceeds  to  aid  in 
the  suppression  of  tuberculosis.  Dr.  Ira  C.  Brown 
was  elected  president  and  Dr.  J.  B.  Lloyd  vice- 
president. 

Dr.  A.  L.  Brandt,  of  Mount  Vernon,  has  left  for 
several  months  of  postgraduate  study  in  the  east. 

Dr.  F.  E.  Cox,  formerly  of  Cheney,  has  located 
in  Spangle. 

Dr.  W.  A.  Hibbs,  of  Seattle,  has  located  in 
Sequim. 


OBITUARIES. 

Dr.  Paul  Smits  died  at  Aberdeen,  Wash.,  August 
23,  from  cerebral  hemorrhage.  He  was  born  in 
Holland.  Mich.,  in  1870.  Coming  west,  he  graduated 
from  the  Seattle  high-school  and  later  studied  med- 
icine at  the  University  of  Michigan.  He  began 
practice  in  Aberdeen  seventeen  years  ago,  where 
he  resided  continuously  until  his  death.  Soon  after 
locating  in  that  city  he  established  the  Aberdeen 
General  Hospital,  which  in  time  has  become  one  of 
the  largest  hospitals  in  that  section  of  the  state. 
He  had  a great  many  warm  friends,  both  in  the 
medical  profession  and  among  the  general  public. 

Dr.  C.  C.  Taggart  died  in  Marshfield,  Ore.,  Sep- 
tember 9,  from  disease  of  the  heart.  He  was  born 
at  Greenwood,  S.  C.,  in  1860.  For  a number  of 
years  he  was  a ship  surgeon,  and  afterwards  prac- 
tised in  Japan  and  India.  A few  years  ago  he  did 
postgraduate  work  in  Dublin  and  London.  Previous 
to  settling  in  Marshfield  he  had  practised  for  a 
number  of  years  at  Beaver  Hill. 

Dr.  S.  B.  Limerick  died  at  Seattle,  Wash.,  Sep- 
tember 11,  at  65  years  of  age,  after  an  illness  of 
several  months.  He  was  born  in  Stanford,  Ky. 
He  studied  medicine  in  Quincy,  111.,  and  Kansas 
City,  Mo.  He  came  to  Seattle  in  1887  and  prac- 
tised here  continuously  until  the  time  of  his  death, 
except  for  two  years  in  Snohomish  after  1889.  He 
served  at  one  time  as  a member  of  the  Seattle 
Board  of  Health,  and  took  an  active  interest  in 
politics. 

Dr.  M.  V.  Forrest,  of  Florence,  Ore.,  died  in  Port- 
land, August  22,  following  a brief  illness.  He  was 
born  at  Wheatland  in  1887.  At  one  time  he  was 
house  physician  in  the  Good  Samaritan  Hospital 
and  also  in  St.  Vincent’s  Hospital  in  Portland. 
After  practising  a while  in  the  east  he  located  in 
Florence  about  a year  ago. 

Dr.  G.  C.  Wall  died  at  Cottage  Grove,  Ore.,  Sep- 
tember 10,  from  cerebral  hemorrhage,  after  an  ill- 
ness of  only  a few  moments.  Previous  to  six 
months  ago  he  practised  in  Eugene  for  a number  of 
years,  where  he  had  been  health  officer  for  several 
years. 

Dr.  J.  S.  Mcllhany,  died  at  Everett,  Wash., 
August  30,  after  a few  days’  illness.  He  was  one 
of  the  pioneer  physicians  of  Everett. 

Dr.  D.  W.  Hull  died  at  Olympia,  Wash.,  August 
29,  at  age  of  82  years. 

Dr.  J.  M.  Edwards  died  at  Portland,  Ore.,  Au- 
gust 26. 
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OREGON  STATE  MEDICAL  ASSOCIATION. 

MINUTES  OF  THE  FORTY-FIRST  AINUAL  MEET- 
ING OF  OREGON  STATE  MEDICAL  AS- 
SOCIATION, PORTLAND,  ORE., 
SEPTEMBER  9-10,  1915. 

Thursday,  September  9. 

9:30  A.  M. 

The  forty-first  annual  meeting  of  the  Oregon 
State  Medical  Association  was  called  to  order  at 
9:30  a.  m.  by  the  President,  Dr.  A.  E.  Rockey.  The 
roll  call  of  officers  and  the  minutes  of  the  last 
annual  session  were  dispensed  with. 

Applications  were  received  and  read  from  the 
Klamath  Falls  Medical  Society  with  eleven  mem- 
bers, the  Tillamook  County  Medical  Society  with 
five  members  and  the  Mid-Columbian  Medical 
Society  with  twelve  members  and  upon  motion  duly 
seconded  and  carried  the  above  societies  were 
granted  charters  'in  the  Oregon  State  Medical 
Association. 

The  report  of  the  Secretary  was  read,  received 
and  placed  on  file. 

The  report  of  the  Treasurer  was  read,  received 
and  an  auditing  committee,  composed  of  Drs.  Else 
and  Sears,  was  appointed  by  the  president  to  audit 
the  same. 

The  report  of  the  Committee  on  Publication  was 
read  and  ordered  to  be  forwarded  to  Northwest 
Medicine  for  publication. 

The  report  of  the  Committee  on  Public  Policy 
and  Legislation  was  set  over  until  Friday’s  session. 

The  report  of  the  Committee  on  Scientific  Work 
was  read,  received  and  placed  on  file. 

The  report  of  the  delegate  to  the  A.  M.  A.  was 
set  over  until  Friday  on  account  of  the  delegate 
not  having  the  report  with  him. 

A communication  was  received  from  the  Idaho 
State  Medical  Association  changing  the  date  of 
the  tri-state  meeting  from  Oct.  6-8  to  Oct.  13-15  on 
account  of  conflicting  with  the  State  Fair  at  Lewis- 
ton. 

It  was  moved,  seconded  and  carried  that  the 
nominations  be  put  over  until  the  next  meeting. 
There  was  no  report  of  Councillors,  new  business 
or  unfinished  business  and,  there  being  nothing 
further,  the  meeting  adjourned  until  Friday  at 
9:30  a.  m. 

Friday,  September  10. 

9:30  a.  m. 

The  meeting  was  called  to  order  at  9:30  a.  m. 
by  the  President,  Dr.  A.  E.  Rockey. 

The  report  of  the  Committee  on  Public  Policy 
and  Legislation  was  read,  received  and  placed  on 
file  and  the  thanks  of  the  president  were  extended 
to  the  committee  for  their  excellent  work. 

The  report  of  the  delegate  to  the  A.  M.  A.  was 
also  made. 

The  house  then  resolved  itself  into  a nomin- 
ating committee  and  the  following  nominations 
were  made : 
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For  President — W.  A.  Kuykendall,  of  Eugene; 

B.  L.  Steeves,  of  Salem;  Wm.  House,  of  Portland. 

First  Vice-President — W.  O.  Spencer,  of  Portland; 

Third  Vice-President — 

R.  C.  Yenney,  of  Portland;  Ferrell,  of  Bend;  Dr. 
Tape,  of  Hot  Lake;  H.  J.  Clements;  N.  E.  Winnard, 
of  Heppner. 

Secretary — M.  B.  Marcellus,  of  Portland;  Nor- 
man Pease,  of  Portland. 

Treasurer — Katherine  Manion,  of  Portland;  R. 
J.  Marsh,  of  Portland. 

Delegate  to  A.  M.  A. — W.  T.  Williamson,  of 
Portland. 

Councillor — C.  J.  McCusker,  R.  J.  Pilkington,  N. 
W.  Jones,  Wm.  House. 

Alternate  to  A.  M.  A. — J.  A.  Petit,  of  Portland. 

Associate  Editors  of  Northwest  Medicine — Win. 
House,  Calvin  S.  White. 

On  motion  of  Dr.  Else,  Dr.  W.  T.  Williamson  was 
declared  as  delegate  to  the  A.  M.  A.  and  on  mo- 
tion of  Dr.  Tamiesie,  Dr.  Petit  was  declared  elect- 
ed alternate.  The  Secretary  was  instructed  to  cast 
the  ballot  for  Wm.  House  and  Calvin  S.  White  as 
Associate  Editors  of  Northwest  Medicine. 

Balloting  for  candidates.  The  ballot  having  been 
taken  for  President  and  Dr.  Kuykendall  having 
received  the  majority  of  the  votes  cast,  it  was 
moved  and  carried  that  the  Secretary  cast  the 
ballot  for  the  unanimous  election  of  Dr.  Kuyken- 
dall as  President,  which  was  done. 

The  ballot  having  been  duly  taken  and  Dr.  R. 

C.  Yenney  having  received  a majority,  he  was  duly 
declared  elected  First  Vice-President. 

Dr.  Tape,  one  of  the  nominees  for  Second  Vice- 
President,  withdrew  and,  it  having  been  moved 
and  carried  that  the  Secretary  cast  the  unanimous 
ballot  for  Dr.  B.  Ferrell  for  this  office,  the  Secre- 
tary cast  the  unanimous  vote  for  Dr.  B.  Ferrell 
for  Second  Vice-President. 

The  ballot  having  been  taken  and  Dr.  Clements 
having  received  the  majority  of  the  votes  cast, 
he  was  duly  declared  elected  Third  Vice-President. 

The  ballot  having  been  duly  taken  and  Dr.  Mar- 
cellus having  received  a majority  of  the  votes 
cast,  he  was  duly  declared  Secretary. 

Dr.  Marsh  withdrew  his  name  for  the  nomina- 
tion for  Treasurer  and  the  Secretary  was  instruct- 
ed to  cast  the  unanimous  vote  of  the  Association 
for  Dr.  Katherine  Manion. 

Drs.  House  and  Jones  having  withdrawn  from 
the  nomination  for  Councillor,  Drs.  McCusker  and 
Pilkington  were  declared  elected  Councillors  by 
acclamation. 

There  being  no  further  business,  the  meeting  ad 
journed.  M.  B.  MARCELLUS, 

Secretary. 


KING  COUNTY  MEDICAL  SOCIETY. 

Pres.,  G.  S.  Peterlcin,  M.  D.,  Sec.,  A.  C.  Martin.  M.  D. 

The  first  regular  semi-monthly  meeting  of  King 
County  Medical  Society  was  called  to  order  by  the 
president,  at  the  Press  Club,  Seattle,  Wash.,  at  8:15 
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P.  M.,  September  6,  1915.  About  forty-five  members 
were  present.  The  minutes  of  the  last  meeting 
were  read  and  approved. 

Paper. 

Removal  of  Tonsils,  with  Special  Reference  to  the 

Use  of  his  Knife.  By  S.  M.  Samuels.  (See  page  325.) 

In  discussion  Dr.  McKinnon  emphasized  the 
necessity  of  the  removal  of  the  entire  tonsil  and 
stated  that,  in  his  opinion,  Dr.  Samuels’  knife  was 
too  sharp  and  too  broad  in  the  base.  He  described 
the  technic  of  his  operation. 

Dr.  Willis,  speaking  for  the  general  surgeon,  said 
that  tonsillectomy  was  usually  easy  but  offered 
difficulties  after  quinsy.  He  spoke  of  the  Schleuder 
instrument  and  predicted  that  some  day  a reason 
would  be  found  to  leave  behind  a certain  amount 
of  tonsillar  tissue. 

Dr.  Dudley  recalled  the  days  of  the  old  Matthieu 
tonsillotome.  He  believed  complete  removal  was 
necessary  and  that  the  operation  was  one  which 
might  be  done  by  any  one  who  had  a definite  indi- 
cation and  was  careful. 

Clinical  Case. 

Pellagra.  Dr.  Loe  presented  this  case  with  a 
short  history  of  the  disease.  He  demonstrated  the 
bilateral  skin  lesions  on  the  hands,  described  the 
digestive  disturbances,  the  mental  situation  being 
obvious. 

Dr.  Snively  asked  for  more  details  concerning  the 
mental  symptoms. 

Dr.  Lensman  spoke  of  the  gastrointestinal  aspect, 
called  attention  to  the  frequency  of  achylia  after 
gastroenterostomy  and  the  possibility  of  treatment 
by  acids  and  alkalis  according  to  the  analysis  of 
the  gastric  contents.  He  suggested  a Wassermann. 

Dr.  Lloyd  spoke  of  malnutrition  and  too  monoton- 
ous diet  as  causative  factors. 

Dr.  R.  P.  Smith  stated  the  physical  condition  was 
suggestive  of  Korsakoff’s  psychosis  of  multiple 
neuritis.  He  compared  the  condition  with  beri-beri, 
stating  it  may  be  due  to  infection. 

A letter  from  Dr.  Lambert  of  Spokane,  relative 
to  lectures  by  prominent  medical  men,  on  motion 
of  Dr.  Willis  was  referred  to  the  trustees. 


The  second  regular  meeting  of  the  society  was 
called  to  order  by  the  president  at  8:10  P.  M.,  Sep- 
tember 20.  About  thirty-three  members  were  pres- 
ent. The  minutes  of  the  last  meeting  were  read 
and  approved. 

Drs.  Allen  and  Koitabashi  were  unanimously 
elected  to  membership.  The  application  of  Dr. 
Joiner  was  read. 

The  president  called  on  Dr.  Dudley  to  introduce 
the  subject  of  the  evening,  “The  Credit  Bureau.” 
He  summarized  the  history  of  the  bureau,  men- 
tioning the  ill  health  and  death  of  its  first  manager, 
the  reports  received  from  the  public  accountants 
as  to  the  inaudibility  of  the  books,  the  selection 
of  a new  manager,  his  admission  of  failure,  the 
vote  of  the  society  in  favor  of  a radical  change,  the 
contract  submitted  by  Robinson  & Thurlow,  ap- 


proved by  a lawyer  and  covered  by  a bond.  He 
introduced  Mr.  Thurlow,  of  Robinson  & Thurlow, 
Inc.,  present  managers  of  the  credit  bureau.  Mr. 
Thurlow’s  address  was  replete  with  trenchant 
points  covering  a wide  field  in  the  business  end 
of  the  practice  of  medicine.  After  answering  many 
questions  by  Mr.  Thurlow  covering  a number  of 
diverse  features  of  the  business,  the  meeting  ad- 
journed to  the  office  of  the  credit  bureau,  where 
Mr.  Robinson  gave  an  illustrative  talk  on  the 
actual  work  of  the  bureau. 
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Edited  by  Kenelm  Winslow,  M.  D. 


Habits  That  Handicap.  The  Menace  of  Opium, 

Alcohol  and  Tobacco,  and  The  Remedy.  By 

Charles  B.  Towns.  Cloth.  Pp.  289.  The  Century 

Co.,  N.  Y„  1915. 

Towns,  though  a layman,  is  the  most  celebrated 
specialist  in  drug  addiction  in  the  medical  world 
today.  His  special  treatment  has  been  largely  popu- 
larized among  the  profession  by  Alexander  Lam- 
bert, who  writes  an  appendix  to  this  book,  while 
Richard  Cabot  supplies  a preface,  in  which  he 
vouches  for  the  efficacy  of  Towns'  methods  from 
personal  experience.  Towns  insists  that  all  cures 
have  hitherto  been  based  on  deprivation  of  the 
drug  but  that  this  does  not  cure  the  habit,  even 
when  months  have  passed  after  complete  absten- 
tion. His  method  is  based  on  “depoisoning”  the 
patient  so  that  the  craving  (temporarily  at  least) 
is  removed.  The  enormous  amount  of  harm  and 
suffering  wrought  to  the  alcoholic  by  simple  de- 
privation during  his  incarceration  in  jail  is  detailed. 
The  delirium  tremens,  “wet  brain,”  and  insanity 
resulting,  Towns  asserts,  is  absolutely  avoidable 
if  proper  treatment  be  given.  He  affirms  that  the 
herding  of  addicts  in  sanatoria  is  bad  in  every 
way;  that  they  are  never  cured  but  the  drug  is 
cut  down  until  the  patient  gets  discontented  and 
leaves,  or  he  is  kept  indefinitely  by  giving  him  his 
poison  in  some  obscured  form  for  selfish  financial 
reasons.  Towns  is  remarkable  for  his  public  spirit 
and  was  the  author  of  the  act  (the  first  in  any 
state)  restricting  the  sale  of  drugs  and  hypodermic 
syringes  in  New  York,  and  has  freely  given  his 
method  of  treatment  to  the  profession.  He  treated 
4,000  Chinese,  in  China,  for  the  opium  habit  after 
the  sale  of  the  drug  was  prohibited  in  that  country. 
Ninety  per  cent  of  the  opium  used  in  this  country 
is  unnecessary  and  the  habit  is  originated  chiefly 
by  doctors,  next  by  patent  medicines,  and  least 
by  association  with  the  underworld.  The  author 
regards  the  use  of  tobacco  as  unquestionably  lead- 
ing to  that  of  alcohol  and  the  most  serious  habit, 
in  its  far-reaching  effects,  as  compared  with  that, 
of  opium  or  cocain.  He  finds  that  about  25  per 
cent  of  chronic  alcoholics  may  he  cured  but  the 
very  poor  and  rich  are  hopeless  subjects.  The 
books  is  written  in  a vigorous,  logical  style  that 
carries  conviction.  It  will  both  interest  and  in- 
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struct  the  medical  man  who  is  commonly  not  so 
well  informed  as  he  should  be  in  drug  addiction. 

Winslow. 


Fractures  and  Dislocations,  Diagnosis  and  Treat- 
ment. By  Miller  E.  Preston,  A.  B.,  M.  D.,  First 
Lieutenant  M.  R.  C„  U.  S.  A.,  etc.  With  a chapter 
on  Roentgenology.  By  H.  G.  Stover,  M.  D..  Pro- 
fessor of  Roentgenology,  School  of  Medicine, 
University  of  Colorado.  860  illustrations.  Price 
$6.50.  C.  V.  Mosby  Co.,  St.  Louis,  1915. 

In  this  excellent  work  the  description  of  frac- 
tures, surgical  anatomy,  symptoms  and  treatment 
have  been  entered  into  in  the  utmost  detail — at 
times,  perhaps,  scarcely  escaping  the  accusation 
of  verbosity.  The  author's  experience  with  disloca- 
tions of  the  outer  end  of  the  clavicle,  has  been  most 
fortunate,  in  that  he  has  been  able  to  hold  them 
in  place  by  splinting  and  strapping.  This  is  direct- 
ly at  variance  with  the  experience  of  most  Ameri- 
can surgeons,  for  this  dislocation  has  been  the 
one  most  often  demanding  operative  interference. 
In  dislocations  of  the  spine  the  author  states  that 
“Complete  crushing  injury  to  the  cord  should  not 
be  operated  on  because  of  the  hopelessness  of  the 
condition,”  and  then  follows  with,  “the  difficulty 
in  determining  when  to  operate  arises  from  the 
difficulty  of  an  accurate  diagnosis  of  the  condi- 
tion of  the  cord.”  Scudder  pointedly  says  on  this 
Question:  “There  are  no  symptoms  which  estab- 

lish (otherwise  than  through  their  persistence)  ir- 
remediable crushing  of  the  cord.”  In  view  of  the 
remarkable  successes  attained  by  Allen,  of  Phila- 
delphia, in  his  experiments  in  fractures  and  dis- 
locations of  the  spine  in  dogs,  the  author  would 
be  justified  in  a more  positive  position.  In  frac- 
tures of  the  neck  of  the  femur,  it  is  advised  that 
Buck’s  extension  be  used  first,  followed  after  the 
swelling  has  disappeared  by  a straight  plaster 
cast.  The  application  of  extreme  abduction  ac- 
cording to  the  principles  laid  down  by  Whitman, 
a procedure  advisable  in  most  cases  of  this  sort, 
is  limited  to  children.  The  author  is  at  his  best 
in  the  chapters  on  the  open  treatment  of  fractures, 
bone-transplantations,  the  treatment  of  compound 
fractures  and  dislocations.  Here  he  is  clear,  defin- 
ite. forceful  and  positive.  This  book  is  to  be  highly 
commended  and  will  prove  an  excellent  addition  to 
anyone’s  library.  Sturgis. 


Operative  Gynecology.  By  Harry  Sturgeon  Crossen, 
M.  D.,  F.  A.  C.  S.  Associate  in  Gynecology, 
Washington  University  Medical  School;  Associate 
Gyneco’ogist  to  the  Barnes  Hospital,  etc.  670  pp. 
770  Original  Illustrations.  Price  $7.50.  C.  V. 
Mosby  Co.,  St.  Louis,  1915. 

This  is  the  best  book  on  its  subject  in  English 
print.  The  author  has  evidenced  a thorough 
familiarity  with  every  phase  of  his  subject,  and 
has  written  his  text  so  clearly  and  his  illustrations 
are  so  excellent,  that  the  danger  lies  perhaps  in 
the  possibility  that  the  reader  will  be  led  to  un- 
derestimate the  technical  difficulties  of  pelvic 
surgery.  Aside  from  detailed  descriptions  of  the 
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steps  of  each  operation,  there  are  many  discus- 
sions as  to  the  exact  procedure  applicable  to  the 
individual  case.  Also  may  be  mentioned  as  unique 
and  valuable,  the  chapter  on  the  history  and 
classification  of  the  operations  for  retrodisplace- 
ment  of  the  uterus,  that  discussing  the  indications 
for  operation  in  fibromyoma,  the  description  of  the 
palliative  measures  for  inoperable  cancer  of  the 
cervix,  and  the  discussion  of  medico-legal  points. 
This  book  would  seem  to  be  a necessity  for  any 
surgeon  who  undertakes  gynecologic  surgery. 

Martin. 


Modern  Medicine.  Its  Theory  and  Practice.  Edited 
by  Sir  Wm.  Osier,  Bart.,  M.  D.,  F.  R.  S.  Regius 
Professor  of  Medicine  Oxford  Univ.,  England, 
etc.,  and  Thomas  McCrae,  M.  D.,  Professor  of 
Medicine  Jefferson  Med.  Col.,  Philadelphia,  etc. 
Vol.  V.  1092  pp.  Cloth,  $5  net;  half  morocco,  $7 
net.  Lea  & Febiger,  Philadelphia  and  New  York, 
1915. 

This  is  the  most  interesting  volume  on  diseases 
of  the  nervous  system  it  has  ever  been  our  pleasure 
to  review.  The  eminent  standing  of  all  its  con- 
tributors makes  it  alone  of  inestimable  value  to 
one’s  library.  It  is  the  only  text-book  on  the  sub- 
ject that  has  been  brought  strictly  up  to  date,  and 
every  subject  is  interesting  to  any  medical  practi- 
tioner desiring  information  on  the  nervous  system. 
The  subjects  are  so  numerous  as  to  preclude  men- 
tioning them  in  detail,  as  none  are  sufficiently  un- 
important to  permit  omission.  The  book  will  appeal 
alike  to  the  general  practitioner  and  specialist. 

R.  P.  Smith. 


A Synopsis  of  Medical  Treatment.  By  George 
Cheever  Shattuck,  M.  D.,  Assistant  Physician  to 
the  Massachusetts  General  Hospital.  Second  Edi- 
tion Revised  and  Enlarged.  Cloth.  185  pp.  $1.25. 
W.  M.  Leonard,  Boston,  1915. 

We  have  had  occasion  to  review  this  little  work 
favorably.  In  this  printing  there  has  been  a re- 
vision of  errors  and  minor  additions  have  been 
made.  It  contains  a large  amount  of  summarized 
information  because  of  its  small  size.  It  repre- 
sents the  practice  of  the  Massachusetts  General 
Hospital  and  the  teaching  of  the  staff  to  the 
students  of  Harvard  Medical  School.  It  is,  there- 
fore, both  sensible  and  sound.  While  it  is1 
wholly  orthodox  and  authoritative,  it  is  not  class- 
ically old-fashioned.  It  is  fully  abreast  of  the 
times,  free  from  faddism  and  an  excellent  lit- 
tle book  containing  just  the  essentials  one  needs. 
In  the  back  of  the  volume  is  a section  describing 
the  proper  use  of  the  most  valuable  drugs,  in- 
cluding salvarsan.  Winslow. 


1914  Collected  Papers  of  the  Mayo  Clinic,  Roches- 
ter, Minn.  Octavo  of  814  pages,  349  illustrations; 
cloth  $5.50  net,  half  morocco  $7  net.  Philadel- 
phia and  London:  W.  B.  Saunders  Company, 

1915. 

This  is  the  sixth  volume  emanating  from  the 
Mayo  Clinic.  In  it  the  papers  are  classified  under 
the  following  heads:  Alimentary  canal,  urogenital 


NORTHWEST  MEDICINE  ADVERTISER. 


PORTLAND  SURGICAL  HOSPITAL 

A New  and  Modern  Private  Hospital  of  Forty-Five  Beds  for  Surgical  Patients. 

SURGEONS: 

ROBERT  C.  COFFEY,  M.  D.  NELLIE  M.  ERICKSON,  Superintendent 

THOMAS  M.  JOYCE,  M.  D.  NINA  WILLIAMS,  Assistant 

611  LOVEJOY  ST.,  PORTLAND,  OREGON. 


862,  864  MARSHALL  STREET,  PORTLAND,  OREGON 

A Private  Hospital  for  Medical  Cases.  Special  Facilities  for  Treating  Nutritional  and  Metabolic  Diseases. 

JULIA  M.  PARKER,  Owner  and  Matron.  JULIA  MATHEWS,  Superintendent. 

ATTENDING  PHYSICIANS:  Dr.  Noble  Wiley  Jones,  Dr.  Chas.  E.  Sears,  Dr.  Philo  E.  Jones. 


338 


BOOK  REVIEWS. 


organs,  ductless  glands,  head,  trunk  and  extrem- 
ities, technic  and  general  papers.  Under  the  first 
head  we  find  Dr.  Charles  Mayo’s  notable  address 
on  Mouth  Infection  as  a Source  of  Systemic  Dis- 
ease. Then  there  are  papers  on  Tonsillectomy  in 
the  Cure  of  Chorea,  by  Archibald,  and  Surgery  of 
the  Tonsils,  by  Matthews.  Anyone  who  has  seen 
Matthews  operate  will  grant  he  is  a past-master, 
requiring  40  seconds  to  three  minutes  for  a clean 
and  complete  enucleation.  He  emphasizes  the  fact 
that  tonsillectomy  is  a major  operation  and  that 
the  patient  should  be  examined  and  prepared  for 
such.  This  is  important  in  view  of  the  number  of 
adults  now  undergoing  the  operation.  Gas,  he 
thinks,  gives  too  little  time  for  a careful  and  com- 
plete operation  and  enucleation  with  the  fingers — 
though  most  skilfully  done — is  apt  to  damage  the 
muscles  inexcusably.  Carman’s  two  papers  on  the 
diagnosis  of  gastric  and  of  duodenal  ulcer  by  the 
x-ray  are  most  instructive,  especially  considering 
the  wealth  of  experience  and  the  skill  of  the  writer 
in  interpretation.  He  made  approximately  3,000 
radiographic  examinations  in  one  year  for  digestive 
lesions  alone.  He  finds  in  gastric  ulcer  that  the 
demonstration  of  a crater  or  ulcer  cavity,  and  op- 
posing incisura  constriction,  are  the  chief  diagnostic 
evidences.  In  duodenal  ulcer  the  main  diagnostic 
features  are  excessive  peristalsis  and  a six-hour 
lesidue.  Hyperperistalsis  is  more  commonly  seen 
otherwise  in  gallbladder  disease,  and  occurs  in  3 
per  cent,  of  other  disorders.  Hypermotility,  hyper- 
tonus,  deformity  of  the  cap,  bismuth  residue  in  the 
cap,  and  pressure-tender  points,  Carman  believes 
of  minor  importance  in  the  diagnosis  of  duodenal 
ulcer.  Giffin  finds  the  x-ray  was  of  diagnostic  value 
in  93  per  cent,  of  carcinomata,  in  83  per  cent,  of 
gastric  ulcers,  and  in  50  per  cent,  of  duodenal  ul- 
cers. To  those  familiar  with  the  work  of  the 
Mayo  Clinic  (and  who  are  not),  it  is  superfluous  to 
enlarge  on  its  merits.  Winslow. 


Amnesia  and  Analgesia  in  Parturition.  By  Alfred 
M.  Heilman,  B.  A.,  M.  D.,  F.  A.  C.  S.  Adjunct 
Attending  Gynecologist  and  Obstetrician  Lebanon 
Hospital,  New  York,  etc.  Paul  B.  Hoeber, 
New  York,  1915. 

This  book,  intended  to  summarize  the  pros  and 
cons  of  this  much  discussed  subject,  is  a corre- 
lation of  the  literature  by  one  who  is  obviously  an 
enthusiastic  supporter  of  Kronig  and  Gauss.  The 
history  of  scopolamin  is  told,  the  Freiburg  technic 
is  detailed,  the  chemistry  and  pharmacology  of 
scopolamin  is  reviewed.  The  use  of  the  drug  in 
England  and  America  is  described  by  references 
to  the  literature.  Statistical  studies  are  numerous. 
The  results  of  a questionaire  addressed  to  fifty 
American  obstetricians  are  summarized.  There  are 
illustrative  case  reports,  brief  considerations  of 
other  methods  of  painless  childbirth  and  some 
specimen  charts  for  recording  the  progress  of  a 
parturient  under  this  treatment.  A notable  feature 
is  the  provision  for  future  bibliography  which  is 
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offered  to  the  purchaser  of  the  book  without  further 
charge.  The  conclusion  reached  by  the  author  is 
that  “twilight  sleep,’’  given  according  to  the  Gauss 
technic,  is  a valuable  adjunct  to  obstetrics.  This 
technic  requires  hospital  facilities,  or  their  equiva- 
lent in  the  home,  constant  supervision,  ample  assist- 
ance and,  withal,  the  best  standard  of  obstetric 
practice.  Martin. 


Gynecology.  Practical  Medicine  Series,  Volume  IV, 
1915.  Edited  by  E.  C.  Dudley,  A.  M.,  M.  D.,  and 
H.  M.  Stowe,  M.  D.  The  Year  Book  Publishers, 
Chicago. 

The  gynecologic  literature  summarized  in  this 
volume  is  of  all  types.  As  one  reads  the  ab- 
stracts, he  is  for  the  most  part  instructed,  some- 
times amused,  and  even  occasionally  horrified, 
Among  the  subjects  best  covered  are  the  ovarian 
secretion  and  its  relation  to  menstruation,  preg- 
nancy and  metabolism;  the  disorders  of  menstrua- 
tion in  general,  the  surgical  treatment  of  displace- 
ments of  the  uterus  and  the  treatment  of  tumors  by 
the  x-ray  and  radium.  The  editorial  comments  are, 
as  usual,  terse  and  illuminating  and  constitute  a 
very  valuable  feature.  Winslow. 


Manual  of  Surgery  for  Students  and  Physicians. 
By  Francis  T.  Stewart,  M.  D.,  Professor  of  Clini- 
cal Surgery  at  Jefferson  College.  Fourth  edition. 
Price  $4.  P.  Blakiston’s  Son  & Co.,  Philadelphia. 
The  author  states  that  this  book  has  been  pre- 
pared for  the  undergraduate,  and  for  the  medical 
practitioner  who  seeks  a guide  to  present  day 
surgery.  As  such  it  is  a success.  Dealing  only 
with  the  essentials  he  has  covered  the  field  of 
surgery,  and  the  present  edition  finds  him  fully  up 
to  date  in  every  respect.  The  illustrations  are  un- 
usually good,  and  the  indexing  is  most  commend- 
able, forty-seven  pages  being  devoted  to  this  most 
necessary  part  of  a book.  Sturgis. 


Collected  Papers.  From  the  Research  Laboratory. 

Parke,  Davis  & Co.,  Detroit,  Mich.  Dr.  E.  M. 

Houghton,  Director.  Volume  3,  1915. 

This  interesting  volume  comprises  a eol’ection  :>i 
tw'enty-two  papers  which  have  been  published  in 
various  journals  of  medicine,  pharmacy,  and  public 
health,  during  the  year  1914.  They  contain  a mass 
of  information  on  a great  variety  of  subjects,  con- 
taining the  results  of  research  laboratory  work. 
The  papers  are  mostly  on  subjects  of  interest  to 
the  general  practitioner,  such  as  infection  and  im- 
munity, disinfection,  the  bacteriological  standard- 
ization of  disinfectants.  There  is  a study  of  the 
bacteriology  of  the  posterior  nasopharynx  in  scar- 
latina and  another  one  on  experiences  with  bac- 
teriological vaccines  in  scarlatina.  The  subject  of 
the  sterilization  of  adrenalin  solutions  is  considered 
by  one  author,  and  the  pnarmacy  of  adrenalin  by 
another.  Other  subjects  of  equal  interest  and  im- 
portance are  discussed  by  writers  who  have  inves- 
tigated them  with  a scientific  thoroughness.  It 
would  be  profitable  for  anyone  interested  in  this 
line  o”  work  to  secure  a volume  of  these  reprints. 
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ADDRESSES. 


A BRIEF  HISTORY  OF  MEDICAF  OR- 
GANIZATION IN  IDAHO* 

By  John  N.  Alley,  M.  D., 
lapwai,  IDA. 

That  any  body  of  scientific  people  may  attain 
their  greatest  efficiency  and  best  serve  the  welfare 
of  their  fellow  men,  it  is  necessary  that  they 
work  in  unison  so  far  as  possible.  “In  a multi- 
tude of  council”  applies  well  to  the  medical  pro- 
fession who  need  to  come  together  to  discuss  and 
exchange  theories,  and  each  profit  by  the  ex- 
periences of  the  others.  Not  only  should  successes 
be  freely  related  but  mistakes  and  failures  frankly 
entered  into  that,  while  the  former  may  be  imi- 
tated and  developed,  the  latter  may  assist  another 
practitioner  to  benefit  by  avoiding. 

The  only  way  for  the  medical  profession  to 
accomplish  a unity  of  purpose  is  by  organization. 
We  find  that  pioneer  physicians  of  Idaho  early 
realized  the  need  for  such,  as  a call  was  issued 
on  June  29,  1893,  signed  by  twenty  physicians, 
that  a meeting  be  held  to  organize  a State  Medi- 
cal Society.  This  call  was  sent  to  all  reputable 

•President's  Address  read  before  Third  Triennial  Medical 
Meeting  of  Idaho,  Oregon  and  Washington,  Lewiston,  Ida  Oct 
13-15,  1915. 


men  of  the  profession  resident  in  Idaho.  On  the 
12th  of  September,  at  a well  attended  meeting 
of  doctors  in  the  City  Hall,  Boise,  the  Idaho 
Medical  Society  was  organized.  Dr.  W.  W. 
Watkins,  of  Moscow,  was  elected  the  first  Presi- 
dent, and  Dr.  C.  L.  Sweet,  Boise,  Secretary. 

Eighteen  physicians  signified  their  intention  of 
becoming  members  of  the  society  by  paying  their 
dues.  There  were  several  scientific  papers  pre- 
sented at  this  session,  the  first  read  and  discussed 
being  one  by  Dr.  W.  C.  Maxey,  (father  of  our 
present  secretary),  on  “Will  Boiling  Water  Spoil 
the  Edge  or  Change  the  Temper  of  Surgical  In- 
struments”. The  first  members  to  sign  the  roll 
were  Drs.  W.  W.  Watkins,  C.  W.  Shaff,  C.  B. 
Brierly,  L.  C.  Bowers,  I.  H.  Moore,  J.  H.  Bean, 
J.  W.  Givens,  W.  C.  Maxey,  J.  H.  Finfrock. 
O.  W.  Hall,  R.  M.  Fairchilds,  W.  D.  Springer, 
E.  L.  Perrault,  C.  E.  Worthington,  R.  C.  Coffey, 
J.  H.  Murray,  W.  F.  Smith,  and  C.  L.  Sweet. 

Since  this  organization  meetings  have  been  held 
annually.  At  the  ninth  annual  meeting,  held 
at  Pocatello,  in  1901,  the  Constitution  and  By- 
Laws  were  so  revised  as  to  conform  with  the 
new  order  recommended  by  the  American  Medi- 
cal Association,  providing  for  the  organization 
of  district  medical  societies,  the  twenty-one  coun- 
ties of  the  state  being  so  divided  as  to  form  the 
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North  and  South  Districts.  The  South  Idaho 
Society  was  organized  the  following  year,  but  the 
North  Idaho  District  Medical  Society  not  until 
the  twelfth  annual  meeting  in  Lewiston,  1904. 

At  the  fourteenth  annual  meeting  in  Lewiston, 
1906,  the  name  of  State  Medical  Society  was 
changed  to  that  of  the  Idaho  State  Medical  Asso- 
ciation. Three  years  ago  the  Pocatello  Medical 
Society  was  organized,  and  about  the  same  time 
the  Bonner  County  Medical  Association  had  its 
birth  registered.  Twin  Falls  County  Medical 
Society  was  organized  in  1909  but  survived  the 
brief  period  of  less  than  two  years.  It  was  reor- 
ganized this  year,  under  the  name  of  the  South 
Side  Medical  Society.  During  the  present  year 
the  Tri-County  Society  was  organized,  including 
the  counties  of  Blair,  Lincoln  and  Gooding.  The 
Boise  County  Medical  Society  has  been  more  or 
less  active  for  years,  but  has  no  connection  with 
the  state  organization. 

Your  attention  is  now  called  to  our  own  part 
of  the  state.  As  you  have  already  noted,  the 
North  Idaho  District  Medical  Society  was  organ- 
ized in  1904,  flourished  for  two  years  and  prom- 
ised a healthy  growth  with  well  attended  meet- 
ings and  increasing  membership,  being  held  in 
Lewiston,  Moscow  and  Coeur  d’Alene,  and  was 
a power  in  the  community.  However,  due  to 
indifference  and  neglect  of  officials,  the  society 
legally  died  and  passed  out  of  existence  for  some 
time.  About  two  years  ago  it  was  reorganized 
and  since  then,  to  the  present  date,  has  had  a 
healthy  and  lively  growth. 

In  1906  the  Kootenai-Shoshone  Medical  So- 
ciety was  organized,  but  the  American  Medical 
Association  directory  of  1914  makes  no  mention 
of  this  body,  so  I presume  this  society  also  is  no 
longer  in  existence.  I am  under  the  impression 
that  there  was  also  a medical  society  organized 
at  Sand  Point,  in  1914,  but  I have  no  official 
record  of  its  existence.  The  Camas  Prairie  Med- 
ical Society  was  of  short  duration,  having,  I be- 
lieve, only  one  meeting  after  its  organization.  A 
well  organized  and  reputable  medical  club,  hav- 
ing no  connection  with  the  state  association,  was 
organized  in  Lewiston  during  the  past  year. 

This,  in  brief,  completes  the  history  of  medi- 
cal organization  in  Idaho.  At  the  first  meeting 
of  our  association,  in  1893,  as  you  know,  there 
were  eighteen  members.  In  1914  there  were  one 
hundred  and  twenty-two  members,  less  than  30 
per  cent,  of  the  physicians  in  Idaho,  of  whom 
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there  were  four  hundred  and  forty-six,  according 
to  the  American  Medical  Association  directory, 
showing  that  two-thirds  of  the  profession  were 
not  interested  in  organized  medicine. 

When  we  consider  all  that  has  been  done  and 
accomplished  during  recent  years  by  a few  to 
combat  disease  and  improve  the  physical  condi- 
tion of  the  population  of  our  young  state,  what 
might  not  be  the  results  of  the  influence,  were 
a large  majority  of  our  medical  men,  not  only 
members  of  the  state  association,  but  working 
together  in  spirit  with  unity  of  purpose.  For  my 
own  part,  I can  see  no  reason  why  every  reputable 
physician  should  not  belong  to  the  state  associa- 
tion. Think  what  an  immense  power  the  united 
profession  of  Idaho  could  wield,  a power  that 
would  permeate  every  nook  and  corner  of  the 
state.  At  least  90  per  cent,  of  all  homes  would 
be  reached  by  our  workers;  our  men  would  log- 
ically be  represented  among  the  high  officers  of 
the  state  and,  therefore,  legislators  would  give 
heed  to  health  measures  when  introduced  into 
their  respective  bodies.  There  is  no  reason  why 
Idaho’s  Governor  should  not  be  chosen  from  the 
medical  profession.  I am  told  that  more  has 
been  accomplished  during  two  years  in  West  Vir- 
ginia, in  the  improvement  of  sanitation  by  proper 
laws  with  a doctor  in  the  governor’s  chair,  than  in 
the  thirty  years  previously. 

With  the  years  our  profession  has  let  all  oppor- 
tunities pass  by.  Comparatively  little  has  been 
done  to  improve  sanitary  conditions  of  the  state. 
There  must  be  some  cause  for  the  apathy  in  medi- 
cal organization  in  Idaho.  It  is  difficult  to  im- 
agine or  believe  that  the  profession  is  intentionally 
indifferent  to  its  welfare.  When  the  question  is 
put  to  the  individual  physician,  asking  his  reasons 
for  withholding  his  interest  in  the  advancement 
of  organized  medicine,  the  excuses  are  varied, 
such  as  lack  of  time,  too  busy,  indifference,  one 
man  stating  that  he  could  make  a living  without 
the  influence  of  the  medical  association.  There 
may  be  weightier  reasons,  but  it  would  appear 
that  just  such  excuses  as  these  seem  to  be  sufficient 
to  prevent  many  from  joining  our  ranks  and  ex- 
tending their  influence  and  activities  where  they 
might,  and  so  permitting  all  kinds  of  irregular 
and  incompetent  heads  to  impose  laws  upon  our 
statute  books.  There  is  not  a physician  in  the 
state  of  Idaho  who  does  not  consequently  suffer 
because  of  the  indifference  of  the  majority  of  our 
profession.  More  than  any  other  body  of  organ- 
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ized  people  we  allow  opportunities  to  pass  bv 
with  the  roll  of  time,  without  heed  to  the  future. 
Legislators  are  permitted  without  protest  to  pass 
laws  in  some  instances,  ignore  them  in  others, 
menacing  to  our  profession  in  its  highest  sense 
and  to  the  health  of  the  public  in  general. 

Note  the  difference  with  other  professions.  Not 
a bill,  without  protest  that  either  annuls  or  modi- 
fies it,  is  allowed  to  pass  legislation,  that  will  in 
any  way  reflect  upon  or  injure  the  legal  profes- 
sion. Brick  layers,  plumbers,  engineers,  mail 
carriers,  etc.,  all  have  their  organizations  and  are 
on  the  alert  for  passage  of  laws  to  their  own 
benefit  or  the  defeat  of  those  considered  detri- 
mental. The  medical  profession  alone,  as  an 
organized  body,  scarcely  heeds  obnoxious  laws 
proposed  by  those  opposed  to  clean,  healthful  liv- 
ing, if  interfering  with  material  gain. 

A National  Bureau  of  Health  should  be  estab- 
lished but  nothing  can  be  accomplished  until  the 
whole  profession  joins  to  work  in  unison  toward 
that  end.  My  address  has  been  intended  to  call 
the  attention  of  those  present  to  cold  facts.  They 
may  not  sound  interesting,  rather  appalling,  on 
the  other  hand.  It  is  time  for  us  to  awake  to  the 
situation  and  as  a body  labor  for  the  advancement 
of  our  profession,  not  simply  to  make  a living  but 
toward  the  truest  relief  of  suffering  humanity  in 
its  preventive,  as  well  as  curative  phase. 

Before  closing  I wish  to  invite  your  attention 
to  the  need  of  better  legislation,  regulating  the 
licensing  of  physicians.  It  seems  to  me  that  all 
applicants  desiring  to  treat  the  sick  should  be  re- 
quired to  take  the  same  examination  before  a 
board  of  medical  examiners,  the  subjects  to  be 
practically  as  they  are  today,  requiring  the  same 
high  standard  in  the  future  as  in  the  past.  Then, 
after  successfully  passing  the  general  examination, 
would  it  not  be  well  for  the  physicians  who  desire 
to  practise  a specialty  to  present  their  credentials 
to  the  examining  board,  and  receive  a special 
license  to  practise  their  chosen  specialty.  By  so 
doing  there  will  be  no  near  cut  for  anyone  to 
practise  a specialty  without  proper  qualification, 
thus  advancing  the  profession  progressively  and 
steadily  on  logical  lines  and  to  the  protection  of 
the  public.  No  physician  should  be  allowed  simply 
to  announce  himself  or  herself  a specialist  without 
the  sanction  of  the  medical  examining  board. 

The  final  subject  to  be  brought  to  your  notice 


for  a short  time  is,  possibly,  the  most  neglected 
subject  in  medicine,  that  of  rural  sanitation  and 
hygiene.  The  city,  as  a rule,  gives  some  attention 
to  hygiene  and  sanitation,  but  the  country  district 
is  almost  invariably  absolutely  neglected,  usually 
no  attention  whatever  being  given  to  these  very 
important  subjects.  Water  supplies  are  polluted; 
carcasses  are  allowed  to  remain  in  the  open ; 
manure  piles,  often  located  above  the  water  sup- 
ply, rot  for  years ; and  closets  are  exposed.  Flies 
have  access  to  all  of  these  and  are  allowed  the 
liberty  of  dwellings,  milk  houses  and  vessels,  and 
supply  cellars.  Our  rural  schools  are  a matter  of 
pride  to  us,  but  from  a sanitary  point  of  view 
they  should  be  relegated  to  past  ages.  They  are 
much  neglected,  unscreened  in  many  instances, 
very  dusty  and  no  attention  given  to  the  water 
supply.  I recall  one  case  in  which  a whole  family 
had  been  infected  with  enteric  fever  from  the 
rural  school  well.  Children,  suffering  from  con- 
tagious diseases,  are  allowed  to  attend  the  public 
schools  and  even  diseased  teachers  permitted  to 
go  on  with  their  school  room  duties.  I myself 
have  found  such  suffering  with  infectious  diseases. 

A few  years  would  accomplish  wonders  in 
benefiting  the  health  of  the  rural  community, 
were  such  preventive  measures  properly  directed 
and  conducted.  School  teachers,  farmers  and 
country  children  are  willing  pupils,  readily  grasp- 
ing the  elementary  laws  of  sanitation  and  hygiene, 
if  given  an  opportunity.  It  is  incumbent  upon  us 
as  a medical  profession  that  this  opportunity  be 
open  to  them. 


THE  DOCTOR  AND  THE  PUBLIC  * 
By  R.  S.  Joyce.  M.  D. 

OGDEN,  UTAH. 

It  is  within  the  memory  of  many  of  my  listeners 
\Vhen  the  practice  of  medicine  was  a personal  mat- 
ter between  the  doctor  and  his  patient.  The  relief 
of  suffering  and  the  prolongation  of  human  life 
applied  to  the  individual.  Gradually  the  import- 
ance of  co-operation  become  manifest,  until  today 
the  medical  man  has  become  an  important  factor 
in  the  growth,  development  and  welfare  of  the 
nation.  He  has  become  a part  of  a great  machine 
and  as  such  has  shared  its  prosperity  and  its  ad- 
versity. The  strength  of  medical  science  has  always 

♦President's  Address  read  before  the  Twenty-first  Annual  Meet- 
ing of  Utah  State  Medical  Association,  Salt  Lake  City,  Utah, 
Sept.  28-29,  1915. 
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been  in  its  scientific  alliance.  So  long  as  our 
cerebral  convolutions  interlock  with  those  of  our 
scientific  neighbor,  be  he  physician  or  artisan,  so 
long  will  the  sum  total  of  efficiency  be  attained. 

We  are  apt  to  take  credit  for  an  achievement 
which,  but  for  the  co-operation  of  our  fellow 
workmen,  could  never  have  been  attained.  Of 
what  use  is  a drug  that  cannot  be  administered, 
and  of  what  use  an  instrument  that  cannot  be 
used?  The  maintenance  of  medical  societies  with- 
out the  aid  of  printers’  ink  would  soon  revert  to 
the  old  condition. 

Perhaps  we  do  not  practise  sufficiently  the  art 
of  telling  things  to  others.  We  are  often  at 
variance  with  the  lay  press  in  furnishing  legitimate 
news  because,  perhaps,  some  over-zealous  reporter 
has  presumed  too  much  upon  the  confidential  rela- 
tions with  our  patients.  T he  telling  might  often 
keep  facts  worth  remembering  in  the  working 
apparatus  of  our  mind.  Just  as  other  scientific 
men  furnish  much  that  is  for  the  common  weal,  so 
must  we  pursue  the  study  of  anatomy,  physiology 
and  pathology,  bearing  in  mind  that  that  study  is 
beneficial  only  so  far  as  such  knowledge  bears  on 
the  health  and  longevity  of  the  race.  There  must 
of  necessity  be  much  which  we  are  obliged  to 
modify.  So  long  as  our  work  is  honest,  the  public 
must  expect  changes  in  treatment  as  there  is 
change  and  improvement  in  other  things.  The 
fool  only  does  not  change  his  mind. 

The  work  which  brings  immediate  reward  is 
the  most  alluring  but,  if  we  have  rested  in  the 
shade  of  the  tree  of  our  forefather  we  must  plant 
a tree  for  our  posterity.  To  do  some  wonderful 
new  thing  is  a delight,  but  often  to  polish  up  an 
old  idea,  or  to  get  all  there  is  in  our  present 
environment  rounds  out  a very  creditable  life’s 
work. 

We  are  now  in  touch  with  hospitals  everywhere. 
These  institutions  need  our  energy  and  brain  as 
badly  as  we  need  their  kind  ministration.  To 
train  internes  and,  most  of  all,  to  assist  in  the 
training  of  nurses  and  in  the  co-operation  with 
those  who  are  our  kindest  and  most  considerate 
friends — these  are  a few  of  the  duties  we  already 
owe. 

The  public  has  asked  us  to  eliminate  tubercu- 
losis. We  have  found  its  cause  and  know  its 
course  of  procedure,  but  it  is  still  with  us,  though 
a much  less  formidable  foe.  Like  a scolding 
woman  it  is  easy  to  understand  but  hard  to  live 
with.  The  recent  experiments  along  the  line  of 
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vaccination  promise  something.  If  the  pregnant 
consumptive  can  be  vaccinated  and  her  newly 
born  babe  vaccinated  and  the  child  fed,  after  re- 
moval from  the  breast,  on  milk  from  a vaccinated 
cow,  an  immunity  may  be  effected. 

That  cancer  is  a curable  disease  if  treated  early 
and  incurable  by  present  means  if  treated  late,  is 
our  belief  today.  That  there  is  an  immunity  to 
cancer  in  some  way  through  the  spleen  is  pretty 
well  established.  That  certain  occupations  tend 
to  cancer  and  that  some  form  of  irritation  is  the 
.exciting  cause  seems  reasonable. 

Syphilis  in  its  early  stages  has  been  dealt  a hard 
blow  by  salvarsan  and  cacodylate  of  soda,  but  we 
are  back  to  mercury  probably  stronger  than  ever 
in  its  late  manifestations. 

We  must  no  doubt  soon  abandon  chemical 
fumigation  and  go  back  to  sunlight  and  soap  suds. 
A foul  smelling  disinfectant  calls  for  soap  and 
fresh  air,  and  it  is  doubtful  if  the  former  does 
much  more  in  the  prevention  of  the  spread  of 
disease.  These  and  many  other  things  the  public 
is  learning,  often,  I regret  to  say,  in  advance  of 
the  physician.  The  public,  however,  is  often  led 
to  expect  too  much,  just  as  it  expected  too  much 
from  “twilight  sleep,”  and  here  often  lies  the 
folly  of  getting  into  public  print  too  early. 

But  few  serums  or  vaccines  have  met  our  ex- 
pectation. We  know  what  to  expect  in  diphtheria 
and  in  some  of  the  autogenous  vaccines  in  therapy, 
in  typhoid,  tetanus,  rabies  and  certain  types  of 
meningitis,  but  the  doctor  who  takes  his  post- 
graduate in  therapeutics  from  the  drug  detail 
man  will  have  many  sad  regrets.  To  more  ac- 
curately determine  the  cause  of  death  and  to 
frankly  state  the  same,  going  more  into  detail  as 
to  possible  etiology,  may  lead  to  the  cure  of  dis- 
ease in  the  future. 

The  tendency  of  the  public  to  look  for  and  ex- 
pect an  operation  to  follow  a consultation  must  be 
corrected  by  us.  A more  gradual  cure  by  the 
internist  is  often  possible.  If  surgery  be  done,  it 
should  be  by  those  who  can  give  the  full  measure 
of  efficiency.  When  the  medical  man  shall  learn 
to  properly  diagnose  and  properly  collect  his  fee 
for  his  work,  then  unnecessary  surgery  will  be  a 
thing  to  be  abhorred.  Then  perhaps  the  internist 
will  arrange  for  the  operation  and  not  become  an 
innocent  bystander. 

We  are  too  prone  to  neglect  treatment  of  what 
we  call  incurable  diseases.  If  we  can  relieve  the 


November,  1915. 


CEREBELLAR  LOCALIZATION EPPLEN. 


343 


symptom  that  is  distressing  the  patient,  it  is  better 
than  to  turn  the  whole  therapy  over  to  an  ignorant 
charlatan.  The  tuberculous  may  then  grow  fat, 
the  tabetic  may  be  relieved  of  his  pain,  and  the 
limp  may  vanish  from  the  poorly  set  limb.  It  is 
the  symptom  that  bothers  the  patient,  not  the 
disease. 

In  the  matter  of  diagnosis  the  tendency  is  back 
to  the  case  history.  The  laboratory  and  x-ray 
can  never  supersede  it  and,  although  of  inestimable 
assistance,  can  often  be  dispensed  with  by  the 
man  who  reasons  as  he  goes  along  and  does  not 
fit  each  symptom  to  his  first  guess. 

Hard  work  has  always  been  the  physician’s  lot 
and,  if  he  is  to  expect  recognition  from  the  public, 
he  must  keep  abreast  of  the  new  things.  He  may 
be  talented  but  talent  is  a frail  child  and  requires 
much  nursing  before  maturity  is  reached.  Its 

golden  harvest  comes  often  with  more  than  the 
usual  amount  of  hard  work  and  self-sacrifice,  and 
those  who  are  envied  by  the  casual  throng  are 
pitied  by  their  nearer  friends  and  associates. 

We  are  licensed  by  the  state  for  life  and  amen- 
able to  every  law  whether  written  or  implied.  For 
life  is  a long  time.  Perhaps  the  first  license 
should  be  for  five  years  and  that  license  should 
permit  a physician  to  practise  anywhere  the  flag 
flies.  The  power  which  grants  a license  might 
often  revoke  the  same,  or  suspend  it,  with  benefit 
both  to  the  public  and  the  profession. 

The  law  does  not  contemplate  that  we  will 
be  made  “the  goat”  in  the  prohibition  controversy. 
If  men  want  whisky  let  them  vote  for  it  and  not 
ask  us  to  perjure  our  souls  in  prescribing  it.  We 
have  turned  down  abortion  and  morphin,  let  us 
not  fall  a prey  to  this  temptation.  Your  profession 
is  always  on  trial  by  a cult  that  is  unfriendly.  Each 
time  the  legislature  meets  we  must  defend  our 
profession  against  ignorance.  Let  us  not  lay  our- 
selves liable  to  censure  but  be  found  busy  in  our 
own  legitimate  affairs. 

The  physician  of  today  must  be  faithful  to  the 
trust  confided  in  him  by  a generous  public.  If 
persons  seek  unreasonable  things,  we  must  be  big 
enough  to  say  no.  No  man  ever  secured  patronage 
of  value  by  giving  a certificate  of  disability  or 
death  that  did  not  conform  to  the  facts.  Neither 
did  he  ever  gain  prestige  or  respect  by  dishonest 
testimony  in  court.  These  things  may  seem  for 
the  moment  to  be  expedient,  but  remember  that 
“whatsoever  a man  sows  that  and  not  something 
else  shall  he  reap.” 


ORIGINAL  CONTRIBUTIONS 

CEREBELLAR  LOCALIZATION  WITH 
REFERENCE  TO  NYSTAGMUS 
AND  VERTIGO  AS  LO- 
CALIZING SIGNS.* 

By  Frederick  Epplen,  M.  D. 

SPOKANE,  WASH. 

The  subject  for  this  paper  wTas  suggested  by  the 
privilege  the  writer  has  had  of  studying  four 
cases  of  cerebellar  disease,  and  a fifth  closely  sim- 
ulating such  symptomatology.  It  is  presented  for 
the  twofold  purpose  of  encouraging  more  careful 
study  of  nystagmus  and  closely  allied  symptoms 
in  intracranial  disease,  and  presenting  if  possible  a 
simple,  perhaps  arbitrary  explanation  of  the  phys- 
iology, normal  and  pathologic,  of  the  organs  in- 
volved. 

von  Bruns,  in  his  report  before  the  Seventeenth 
International  Medical  Congress,  stated  that  he 
considered  but  30  per  cent,  of  intracranial  tumor 
operable,  i.  e.  localizable,  and  after  such  local- 
ization accessible  to  the  operator.  While  the  out- 
look of  brain  tumor  in  general  is  a gloomy  one 
indeed,  with  a mortality  of  fully  100  per  cent, 
if  unoperated,  we  must  not  overlook  the  fact  that 
the  30  per  cent,  of  operable  cases,  as  tabulated 
by  v.  Bruns,  yield  an  end  result  of  3 to  4 per  cent, 
of  complete  cures  and  no  end  of  temporary  re- 
sults. 

This  very  small  percentage  of  recoveries  in  it- 
self demands  a careful  painstaking  effort  in  order 
that  something  may  be  done  for  the  victims  of  so 
hopeless  a disease.  It  is  just  the  studies  quoted 
in  this  paper  that  have  led  to  a remarkable  in- 
crease in  correct  localization  in  the  posterior 
fossa  and,  if  available  literature  be  a criterion, 
the  end  results  here  considerably  exceed  the  pitiful 
4 per  cent,  of  cures  in  intracranial  tumors  in  gen- 
eral. We  are  aware  that  this  statement  is  at 
variance  with  former  accepted  views.  Thus  Fra- 
zier, in  analyzing  operated  cases  (not  total  cases), 
found  in  the  successive  years  1902,  1903  and  1904 
respectively,  7.5,  14  and  15  per  cent,  of  recoveries. 
No  similar  reports  have  been  made  in  later  years 
(the  figures  of  v.  Bruns  being  for  all  cases  of 
brain  tumor),  so  that  comparison  cannot  be  made 
with  Frazier’s  figures.  However,  the  frequency 
with  which  success  seems  to  follow  operation  in 
published  reports  of  cerebellar  cases  leads  to  the 
hopeful  feeling  expressed  above. 

*Read  before  the  Twenty-fourth  Annual  Meeting  of  Washing- 
ton State  Medical  Association,  Tacoma,  Wash.,  July  21-23,  1915. 
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PATHOLOGY. 

The  nature  of  the  pathology  of  cerebellar  dis- 
ease is  perhaps  in  part  to  be  credited  with  the 
relative  operative  success,  since  many  of  the  pro- 
cesses favor  successful  surgical  attack.  Abscesses, 
especially  of  otitic  origin,  are  common  both  intra- 
and  extracerebellar.  Cysts  and  tubercles  pre- 
dominate among  the  intra-  and  neurofibromata 
among  the  extracerebellar  tumors.  Endothelio- 
mata,  gliomata  and  gummata  are  relatively,  and 
all  others  very  rare  in  this  locality.  Hydroceph- 
alus, in  a greater  or  less  degree,  is  a very  frequent 
associate  of  cerebellar  growths,  being  dependent 
upon  and  produced  by  pressure  upon  important 
vessels  and  foramina  of  exit  at  the  base  of  the 
skull  and  the  consequent  disturbance  of  intra- 
cranial hydrostatics.  Cerebellar  softening  due  to 
vascular  disease,  including  embolism,  is  not  rare 
and  constitutes  a process  to  consider  when  typical 
pressure  symptoms  are  absent. 

PHYSIOLOGY. 

Many  efforts  have  been  made  to  give  clinical 
significance  to  localization  within  the  cerebellum 
itself.  Barany,  the  Vienna  otologist,  has  probably 
approached  this  more  closely  than  any  other  in- 
vestigator. His  attention  was  first  directed  to- 
ward the  subject  in  studying  extracerebellar  ab- 
scess of  otitic  origin.  In  many  of  these  patients 
he  noted  a peculiar  inability  to  repeat,  blindfolded, 
previously  executed  movements  necessary  to  point 
at  a certain  object.  Further  study  led  him  to  be- 
lieve there  were  cortical  areas  in  the  cerebellum 
for  control  of  the  movements  of  the  extremities 
in  the  various  geometric  planes.  He  then  demon- 
strated a relationship  between  these  movements 
and  the  direction  of  falling  in  cerebellar  ataxia. 
In  one  case,  that  of  a boy  with  a trephine  opening 
in  the  skull  over  his  “cerebellar  hand  and  arm 
area,”  he  was  able  to  reproduce  with  mathematical 
constancy  the  same  error  in  pointing  and  a ten- 
dency to  fall  in  a direction  to  correspond,  by 
freezing  the  overlying  scalp  with  ethyl  chloride, 
thereby  throwing  the  subjacent  cerebellar  cortex 
out  of  function.  It  is  quite  probable  that  he  has 
discovered  the  existence  of  centers  for  the  inter- 
pretation of  the  planes  in  space,  with  the  semicir- 
cular canals  lying  in  close  relationship  as  peri- 
pheral end  organs. 

Baranv’s  extensive  studies  on  cerebellar  nystag- 
mus, which  antedate  the  preceding  and  the  evo- 
lution of  his  caloric  functional  tests  of  the  laby- 
rinth, tend  more  or  less  to  unify  the  semicircular 
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canals,  the  cerebellum  and  the  oculomotor  (3rd. 
4th  and  5th)  nuclei,  into  one  general  organ  for 
the  control  of  equilibrium  and  the  semivoluntary 
movements  of  the  head  and  eyes.  Clinically, 
therefore,  morphologic  and  physiologic  division 
of  the  cerebellum  fails  to  have  any  real  signifi- 
cance; indeed,  quite  the  opposite  is  true. 

Broadly  speaking,  the  functions  of  this  com- 
posite organ,  that  we  will,  for  conciseness  sake, 
call  the  cerebellum,  are:  (1)  To  receive  and 

interpret  impulses  from  the  periphery — -joints, 
muscles  and  especially  the  labyrinth — that  inform 
it  of  body  posture.  (2)  To  coordinate,  inhibit  or 
reinforce  motor  impulses  arising  elsewhere  (motor 
cortex),  so  that  equilibrium  may  be  made  stable 
without  volitional  effort.  (3)  To  properly  dose 
or  measure  and  time  the  components  of  a complex 
movement  so  that  all  muscles  act  to  the  same 
result,  i.  e.,  synergetically.  (4)  To  control  the 
semiautomatic  mechanism  of  posture  of  the  head 
and  eyes,  and  especially  the  conjugate  movements 
of  the  same.  (5)  To  send  tonic  impulses  to  the 
homolateral  anterior  horn-cells  of  the  cord. 

Loss  of  the  organ  leads  to  muscular  weakness 
ascribed  by  Luciani  to  astasia  atonia  and  asthenia. 

SYMPTOMATOLOGY. 

A trite  repetition  of  the  classical  symptoms  of 
cerebellar  disease  will  be  indulged  in,  so  that  we 
may  logically  approach  the  details  in  presenting 
the  newer  views  of  one  or  two  of  these. 

The  reeling,  staggering  gait,  likened  to  that  of 
a drunken  man,  is  too  classical  to  need  any  em- 
phasis; it  is  looked  for  by  every  novice.  The 
general  tendency  of  the  patient  to  fall  toward  the 
side  of  the  lesion  is  a function  of  certain  rules 
worked  out  by  Barany  in  his  studies  of  the  symp- 
toms of  these  cases,  and  also  by  ablation  experi- 
ments of  earlier  workers,  and  will  be  taken  up 
in  greater  detail  later.  Often  there  is  a tendency 
to  walk  in  a circle,  the  center  of  which  is  on  the 
side  of  the  lesion,  and  probably  depends  upon  the 
tendency  to  fall  toward  the  lesion. 

Peculiar  posture  of  the  head  is  often  noted ; 
the  patient  approximates  the  occiput  toward  the 
shoulder  on  the  affected  side,  that  is  to  say,  the 
face  is  turned  upward  and  away  from  the  lesion 
(Case  5). 

Homolateral  hvpotonus,  without  diminished  re- 
flexes, is  a sign  frequently  present  (Case  1).  It 
must  not  be  confused  with  homolateral  asthenia, 
which  may  be  present  without  the  hvpotonus. 
This  symptom  has  crept  into  the  literature  through 
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the  experimental  work  of  Luciani,  and  has  been 
amply  corroborative  clinically  by  Stewart  and 
Holmes  in  an  analytic  study  of  forty  cases  ob- 
served in  the  National  Hospital,  London.  Its 
modus  operandi  is  not  clear,  but  probably  depends 
upon  or  bears  a close  relationship  to  the  afore- 
mentioned hypotonus.  It  was  also  present  in  our 
case  1 . 

A peculiar  separation  of  complex  movements 
into  their  component  simple  movements  is  ob- 
served in  most  cases,  usually  on  the  homolateral 
side.  For  example,  in  straightening  the  leg  from 
a position  of  flexion  of  all  joints,  first  one,  then 
another  is  straightened,  accomplishing  the  result 
by  a series  of  awkward  over-  or  underdosed  move- 
ments rather  than  one  graceful  complex  movement 
as  in  the  normal.  This  symptom  depends  upon 
“improper  dosage  of  impulses.”  It  is  the  mani- 
festation of  the  loss  of  that  function,  spoken  of 
under  physiology  as  productive  of  synergia  in  mus- 
cular effort.  Because  of  the  intimate  connection 
of  the  cerebellar  hemispheres  with  both  sides  of 
the  cerebrum,  this  symptom  may  occur  on  both 
sides.  It  was  present  in  our  cases  1 and  2,  though 
only  on  one  side.  Stewart  and  Holmes  called  it 
dysmetria,  i.  e.,  improper  dosage  of  impulses. 
Babinski,  basing  his  nomenclature  on  the  belief 
that  it  was  due  to  fundamentally  improper  inner- 
vation, called  it  cerebellar  asynergia  (asynergie 
cerebelleause) , though  he  is  said  to  have  used  the 
expression  “dt'smetrie”  at  times. 

On  the  side  of  the  lesion,  patients  with  cere- 
bellar disease  are  unable  to  execute  accurate- 
ly rapidly  alternating  movements,  such  as  pro- 
nation and  supination  of  the  forearm,  or  opening 
and  closing  of  the  hand.  These  movements  are 
performed  awkwardly,  are  irregularly  timed  and 
much  slower  than  on  the  normal  side.  This  symp- 
tom is  probably  a form  of  asynergia  but  has  been 
given  a special  name,  that  of  a-  or  dys-  diadocho- 
kinesia,  by  Babinski.  It  was  present  in  our  cases 
1,  2 and  4.  The  sign  is  not  altogether  pathog- 
nomonic, as  is  shown  by  case  4 (a  glioma  of  the 
cerebrum),  but  has  great  corroborative  value. 

Babinski  states  that  tremors  are  rare.  Indeed, 
where  the  cerebellum  is  diseased,  his  patients  have 
shown  an  ability  to  hold  their  extremities  remark- 
ably still  for  rather  unusually  long  periods  of  time, 
described  by  him  as  a form  of  catalepsy,  a symp- 
tom corroborated  by  Stewart  and  Holmes  in  their 
large  series.  We  have  not  noted  this  symptom  in 
our  cases. 


The  reflexes  are  usually  not  much  disturbed. 
Occasionally  the  knee  jerks  are  absent  (as  in  case 
3),  this  depending  upon  traction  on  the  posterior 
nerve-roots  by  distention  of  the  subarachnoid  space 
(Batten  and  Collier).  Increased  reflexes  occur 
on  the  contralateral  side,  when  the  tumor  exerts 
sufficient  pressure  upon  the  nearby  pyramidal 
tract  in  the  medulla. 

Forced  movements,  such  as  described  by  Lu- 
ciani, do  not  occur  in  the  human,  except  possibly 
in  operative  or  other  sudden  destructions  of  large 
parts  of  hemisphere.  One  such  operative  case  is 
reported  by  Stewart  and  Holmes.  Several  other 
patients  in  their  series  experienced  an  imperative 
impulse  to  lie  on  the  sound  side,  which  was  inde- 
pendent of  the  vertigo  present  when  lying  upon 
the  diseased. 

Stewart  and  Holmes  maintain  that  there  is  a 
definite  direction  of  the  subjective  whirling,  both 
for  the  surrounding  objects  and  for  the  patient 
himself,  that  differ  somewhat  in  intra-  and  extra- 
cerebellar  vertigo.  All  our  patients  questioned 
on  this  point  have  either  lacked  comprehension  or 
had  not  been  sufficiently  observing  to  give  satis- 
factory answers. 

Articulation  is  sometimes  disturbed  by  pressure 
on  the  medullary  centers,  as  is  also  delugitition. 
and  occasionally  a speech  similar  to  that  of  multi- 
ple sclerosis  occurs  in  cerebellar  atrophy  (Gordon 
Holmes). 

In  1905  Dana  described  What  he  considered  a 
characteristic  symptom  complex  of  cerebellar  tu- 
mors which  he  called  the  “cerebellar  fit,”  consist- 
ing of  sudden  high-pitched  tinnitus,  loud  and 
increasing  in  intensity,  vertigo  with  or  without 
forced  movement  and  a tendency  to  fall  in  a cer- 
tain direction.  Often  there  was  sudden  blindness 
and  coma  and  in  severe  cases  extensor  spasms.  Not 
much  has  been  written  on  this  symptom  either 
before  or  since  his  publication.  It  would  appear 
to  be  some  sudden  irritation  or  loss  of  function 
in  the  cerebellum,  doubtless  quite  characteristic 
when  present  but  too  rare  to  be  classical. 

OCULAR  SYMPTOMS. 

These  are  probably  the  most  constant,  certainly 
the  most  interesting,  in  the  light  of  more  recent 
observations  on  cerebellar  disease. 

Nystagmus,  observed  in  nearly  every  case,  is 
identical  in  character  with  that  of  labrynthine  dis- 
ease. It  consists  of  oscillatory  and  rotatory  move- 
ments, both  of  which  have  a slow  component  away 
from  and  a fast  component  toward  the  diseased 
side  in  a typical  case  of  labyrinthine  disease.  It  is 
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In  fig.  1 are  represented  the  important  tracts  and  nuclei,  and  their  various  crossed  and  recrossed,  direct  and  indirect  con- 
nections with  each  other.  B.  0.,  bulbus  oculi.  3,  nucleus  of  motor  oculi  nerve.  6,  nucleus  of  abducens  nerve  (trochlear  nucleus 

omitted  for  simplicity).  S,  supranuclear  center.  G.  V.,  ganglion  vestibulare.  D.  N.,  Dieter’s  nucleus.  Cerebral  cortex, 

cochlea  and  semicircular  canals  are  graphically  represented. 

In  fig.  2 certain  details  are  omitted,  retaining  sufficient,  however,  to  successfully  bridge  the  gap  between  fig.  1 and  fig.  3, 

which,  shcrn  of  all  detail,  may  yet  be  understood,  it  being  an  absurdly  simple  representation  of  fig.  2.  From  this  the  horse-rein 
comparison  has  been  drawn. 


named  from  the  direction  of  the  fast  component. 
Thus,  in  a lesion  on  the  left  side  there  will  be 
rapid  jerks  to  the  left,  and  slow  corrective  move- 
ments toward  the  right.  This  has  been  called 
“nystagmus  to  the  left,”  probably  because  it  is 
most  marked  when  the  eyes  are  deviated  to  the 
left,  and  also  because  it  had  been  so  named  before 
the  finer  mechanism  of  the  symptom  was  studied. 

The  origin  of  the  two  components  is  still  in 
doubt.  Barany  believes  that  they  are  of  separate 
and  distinct  origin.  The  fast  component  undoubt- 
edly arises  in  the  cerebral  cortex  or  in  some  center 
under  its  control,  for  the  following  study  will 
show  that  it  is  at  least  semivolitional.  The  slow 
component  just  as  clearly  arises  somewhere  in  the 
vestibulo-cerebellar  apparatus.  For  these  assump- 
tions there  is  certain  clinical  corroboration,  e.  g., 
during  anesthesia  and  comatose  conditions  these 
patients  lose  the  fast  component  entirely,  substi- 
tuting for  the  pre-existant  nystagmus  a conjugate 
deviation  in  the  opposite  direction,  a phenomenon 
which  the  writer  has  seen  in  both  types  of  stupor. 
All  that  remains  of  the  nystagmus  is  its  slow  com- 
ponent. In  fact,  it  might  be  said  to  be  a nystag- 
mus without  fast  component.  The  cortex  being 
out  of  commission,  the  automatic  labyrinthine  ap- 
paratus or  what  is  left  of  it  reigns  supreme. 

Take  as  a concrete  example  the  simplest  case 
possible,  that  of  sudden  destruction  of  a labyrinth, 
let  us  say  on  the  right  side.  The  patient  will  have 


a spontaneous  nystagmus  to  the  left.  The  de- 
struction of  the  right  leaves  the  left  semicircular 
canals  alone  active.  As  a result  a one-sided  action 
occurs  (before  compensation  has  set  in)  that,  un- 
corrected, would  result  in  conjugate  deviation, 
such  as  occurs  during  anesthesia.  The  cortex  in- 
tervenes and  attempts  to  maintain  an  optimum 
position  for  the  eyes  or  one  approximating  the 
same,  but  the  sudden  disturbance,  and  the  unfa- 
miliar conditions  produced,  render  this  quite  im- 
possible. The  tonic  traction  exerted  on  the  eye- 
balls by  the  remaining  labyrinth  through  the  vari- 
ous oculomotor  nuclei  is  toward  the  lesion  or 
destroyed  labyrinth  and  tends  to  produce  a con- 
jugate deviation  if  unopposed.  During  conscious- 
ness, however,  a semivolitional,  certainly  a corti- 
cal, influence  is  brought  to  bear  to  overcome  this. 
As  soon  as  the  deviation  becomes  sufficiently  great 
to  be  troublesome,  this  influence  on  ocular  position 
becomes  manifest  by  quickly  replacing  the  eyes  in 
the  desired  position,  immediately  to  relax  its  vigi- 
lance under,  the  impression  that  its  object  has  been 
accomplished.  Again  released  the  labyrinth  at  once 
seizes  the  opportunity  to  slowly  deviate  the  eyes 
again,  only  to  be  overcome  in  this  action  a moment 
later  by  cortical  correction,  etc.,  ad  infinitum. 
Constant  alternate  repetitions  are  called  nystag- 
mus. 

When  we  recall  the  minuteness  of  the  various 
oculomotor  nuclei,  their  proximity  to  each  other 
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and  their  fellows,  the  multiplex  ramifications  of 
communicating  fibers  and  the  complications  of 
reciprocal  crossed  and  recrossed  stimulation  and 
inhibition,  as  well  as  the  “governor”  action  of  the 
supranuclear  center  of  Spitzer  (Blickzentrum) , 
we  can  readily  understand  that  the  exact  mechan- 
ism of  these  phenomena  will  probably  never  be 
clearly  understood.  But  if  we  permit  ourselves 
a bit  of  effect-to-cause  reasoning,  granting  certain 
premises  as  correct,  we  can  gain  a fairly  clear 
conception  of  a possible  mechanism  by  the  accom- 
panying simplified  diagrams  and  descriptions 
(Figs.  1,  2,  3). 

Reduced  to  an  absurd  simplicity  we  have  a con- 
dition somewhat  like  that  of  the  driver  of  a team 
of  horses  who  is  handling  the  reins  crossed,  each 
hand  representing  a corresponding  labyrinth, 
while  another  individual,  whom  we  may  call  cere- 
bral cortex,  is  on  guard  and  has  his  hands  (the 
supranuclear  centers)  in  touch  with  the  situation 
by  grasping  the  reins  at  their  points  of  divergence 
(the  oculomotor  nuclei).  If  driver  should  drop  a 
rein  (destruction  of  one  labyrinth)  his  horses  will 
deviate  toward  the  side  of  the  dropped  rein  be- 
cause of  the  constant  tension  or  traction  on  the 
other  (slow  component).  Mr.  Cerebral  Cortex 
then  notes  the  imminence  of  danger  and  exercises 
a corrective  jerk  well  forward  on  the  dropped 
rein  at  its  point  of  divergence  (supranuclear  cen- 
ter acting  upon  the  oculomotor  nuclei)  and  the 
horses  leap  back  into  the  road  (fast  component). 
Early  in  his  experience  as  supervisor  of  the  driver 
he  relaxes  his  vigilance  as  soon  as  correction  is 
brought  about,  only  to  find  immediate  repetition 
of  the  condition  needing  his  attention,  until  finally 
he  exercises  just  that  constant  amount  of  correc- 
tion needed  to  prevent  repetition.  Thus  we  may 
at  the  same  time  explain  the  ultimate  loss  of  nys- 
tagmus that  Barany  calls  “compensation,”  but 
has  as  yet  failed  to  explain  even  theoretically. 

As  a matter  of  fact,  conditions  are  very  much 
as  in  the  foregoing  simile,  absurd  as  it  may  seem. 
Practical  application  clearly  demonstrates  this. 
When  examining  for  slight  degrees  of  nystagmus 
we  modify  the  process  somewhat  by  making  the 
task  imposed  as  difficult  as  possible.  By  asking 
Mr.  Driver  to  turn  the  corner  toward  the  side 
on  which  he  is  unable  to  exert  traction,  because 
of  having  dropped  the  rein,  he  finds  it  necessary 
to  begin  the  task  through  the  help  of  Cerebral 
Cortex  (volitional  contralateral  position).  Slight 
degrees  of  inefficient  team  work  at  once  become 


evident  by  unequal  repeated  jerkings.  By  the  sim- 
ple trick  of  asking  patients  to  look  to  one  side, 
slight  degrees  of  nystagmus  become  evident  in  dis- 
turbance of  those  tracts,  whether  it  be  due  to 
onesided  loss  of  function  or  irritation  on  the  other. 
. It  simply  relaxes  normal  automatic  traction  or 
tension  on  one  side  and  increases  it  on  the  other 
by  volitional  effort.  If  inequalities  or  unbalance 
exist,  they  become  more  evident  as  soon  as  the 
volitional  factor  is  momentarily  relaxed  by  rota- 
tion toward  the  side  of  greater  tension  (the  slow 
component  of  nystagmus) , which  automatically 
revives  the  volitional  effort  to  look  sidewise.  Its 
momentary  frustration  by  this  manifestation  of 
inequality  in  the  automatic  portion  of  the  mech- 
anism is  set  aside  by  a revival  of  the  volitional 
effort  to  look  to  one  side. 

Elaboration  of  this  permits  of  application  to 
nystagmus  in  all  possible  directions,  involving  all 
possible  eye  positions  and  all  possible  planes  of  the 
labyrinth,  as  well  as  the  varied  effects  of  irrita- 
tion and  inhibition  by  disease  in  any  portion  of 
that  complex  organ,  the  cerebellum.  On  the  other 
hand,  it  must  be  borne  in  mind  that  intracranial 
disturbances  leading  to  nystagmus  vary  greatly 
in  their  manifestations,  very  much  as  the  various 
aphasias  may  vary  from  what  would  be  expected 
when  the  lesion  is  seen.  The  important  thing 
however,  is  that  an  aphasia  is  present ; so  also  in 
nystagmus,  they  may  or  may  not  be  absolutely 
typical. 

Barany  also  demonstrated  that  the  direction  of 
falling  is  a function  of  the  slow  component  of  ves- 
tibular nystagmus.  In  pure  cases  the  tendency  to 
fall  is  always  in  the  direction  of  the  slow  compo- 
rent,  plus  a tendency  backward.  In  intracranial 
cases  these  rules  are  not  so  absolute,  inasmuch  as 
the  nystagmus  and  the  falling  depend  upon  wheth- 
er irritation  or  paralysis  of  Deiter’s  nucleus  and 
its  connecting  tracts  predominate.  He,  therefore, 
has  called  nystagmus  of  cerebellar  origin  “intra- 
cranial or  atypical”  in  contradistinction  to  the 
pure  vestibular  cases  which  he  first  saw  and 
studied,  because  it  does  not  always  conform  to  his 
rules  as  first  postulated. 

He  evolved,  in  the  course  of  his  study  of  these 
cases,  what  he  has  called  the  “caloric  test”  of 
vestibular  function,  which  is  based  upon  observa- 
tion and  correlation  of  these  phenomena  under  the 
influence  of  thermic  stimuli.  It  is  executed  by  in- 
jecting either  cold  or  warm  water  into  the  external 
auditory  meatus,  thereby  setting  up  convection 
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currents  in  the  semicircular  canals,  artificially 
producing  the  normal  stimulus  for  the  nerves  end- 
ing there.  When  practised  on  a healthy  individ- 
ual, cold  water  produces  nystagmus  toward  the 
opposite  side  and  a tendency  to  fall  toward  the 
ear  irrigated,  warm  water  vice  versa.  If  a given 
labyrinth  be  destroyed,  or  the  continuity  of  its 
various  connections  with  the  cerebellum,  Deiter’s 
nucleus  and  oculomotor  nuclei,  be  broken,  it  is  evi- 
dent that  these  laws  will  not  be  obeyed  as  in  the 
normal.  Interpretation  of  these  variations  where 
possible  often  leads  to  diagnoses  otherwise  quite 
impossible.  Those  of  labyrinthine  destruction  are 
relatively  simple  because  quite  obedient  to  the 
fundamental  rules  laid  down  by  Barany.  Those 
of  intracranial  origin  are  less  easily  interpreted 
but  variations  from  the  normal  are  none-the-less 
significant,  even  though  the  exact  type  of  lesion, 
whether  irritative  or  destructive,  cannot  always 
be  determined. 

As  a matter  of  fact,  Barany  did  a great  deal  of 
preliminary  work  on  nystagmus  leading  up  to  the 
caloric  test  that  was  slow,  tedious  and  objection- 
able in  its  clinical  application.  His  studies  ori- 
ginated in  the  “turning  test,”  revolving  patients 
rapidly  ten  to  twelve  revolutions  and  then  observ- 
ing the  various  types,  duration  and  direction  of 
nystagmus,  both  with  the  head  erect  and  tilted  in 
various  directions,  and  drawing  conclusions  from 
the  results.  No  doubt  this  still  has  its  place  and 
value  in  this  work,  but  the  frequency  with  which 
patients  are  distressingly  nauseated  or  even  vomit 
after  this  test  forbids  its  routine  application  in  any 
but  dispensary  practice.  We  have  used  it  on 
three  occasions  but  found  the  objections  of  patients 
so  strenuous  that  we  have  abandoned  it  entirely. 

There  are  certain  fundamental  rules  governing 
these  turning  tests  just  as  there  are  certain  other 
governing  the  caloric  test.  Of  these  the  following 
two  are  of  greater  importance. 

(1)  The  resulting  nystagmus  is  in  the  op- 
posite direction  to  that  of  the  currents  in  the 
fluid  in  the  semicircular  canals.  Thus,  while 
turning  patient,  head  erect,  nystagmus  is 

in  the  same  direction  as  the  turning,  be- 
cause the  inertia  of  the  fluid  sets  up  oppositely 
directed  currents.  When  turning  ceases,  because 
the  fluid  has  acquired  a certain  momentum,  and 
therefore  continues  to  circulate  in  the  direction 
the  patient  was  turned,  the  nystagmus  reverses 
itself  and  continues  for  30  to  40  seconds  or  more, 
depending  upon  the  speed  and  number  of  origi- 
nal revolutions. 
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(2)  The  nystagmus  resulting  from  these 
revolutions  is  in  the  same  geometrical  plane 
as  that  of  the  semicircular  canal  responsible 
for  its  occurrence.  To  illustrate,  let  us  think  of 
three  semicircular  canals  represented  each  by  the 
surface  of  the  forehead,  the  tongue  and  the  exter- 
nal ear.  These  lie  in  the  three  possible  dimensions 
in  space.  If  the  head  be  held  erect  while  revolv- 
ing, circulation  will  be  induced  in  the  canal  rep- 
resented by  the  tongue  and  we  will  have  horizon- 
tal nystagmus  (practically  plus  a slight  rotatory). 
If  the  head  be  tilted  forward  or  backward  during 
rotation,  we  get  rotatory  nystagmus  either  clock 
or  anticlockwise,  that  is  in  the  plane  of  the  fore- 
head. Finally,  if  the  head  be  tilted  to  one  side  or 
the  other,  circulation  occurs  in  the  canal  repre- 
sented by  the  ear,  and  a perpendicular  nystagmus 
results,  either  upward  or  dowmvard. 

It  might  be  stated  here  that  the  direction  of 
falling  is  truly  a function  of  the  slow  component 
and  may  be  made  to  vary  with  it  by  turning  the 
head.  Thus  a tendency  to  fall  to  the  left  when 
there  is  nystagmus  to  the  right  is  converted  into 
one  to  fall  forward  when  the  head  is  turned  to 
the  right,  or  backward  if  the  head  be  turned  to  the 
left. 

Galvanism  also  produces  certain  typical  reac- 
tion, depending  upon  the  direction  of  flow  of  cur- 
rent through  the  head  but  is  too  painful  to  be  of 
practical  value. 

The  inability  to  repeat,  blindfolded,  previously 
executed  movements  of  pointing  at  an  object  also 
bears  a definite  relationship  to  the  slow  compo- 
nent. Like  the  tendency  to  fall,  there  is  an  error 
that  deviates  in  the  same  direction.  In  intracranial 
cases  this  relationship  is  less  constant  but  always 
the  same  in  a given  case. 

Our  case  1 showed  the  intracranial  type  of 
nystagmus;  it  was  most  marked  toward  the  lesion, 
and  the  tendency  to  fall  was  with  the  fast  com- 
ponent. The  left  ear  was  less  responsive  to  warm 
water  than  the  right  by  one-half.  In  making  the 
pointing  test  the  error  was  always  to  the  right 
in  the  right  hand  and  corresponded  to  the  fast 
component.  Like  the  falling,  it  was  against  the 
rule — atypical. 

In  case  2,  one  of  extracerebellar  tumor  (neuro- 
fibroma of  the  8th  nerve),  we  had  nearly  typical 
relationship  of  these  three  signs,  the  falling  and 
slow  component  corresponding.  The  pointing  test 
was  unsatisfactory  because  the  patient  was  too  dull 
mentally  to  obey.  On  the  side  of  the  disease  the 
labyrinth  failed  to  react  to  stimulation  of  any 
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kind  (broken  continually  in  the  course  of  the 
auditory  nerve). 

In  case  3 these  signs  were  entirely  absent. 

The  caloric  test  has  a wide  applicability  both 
for  the  otologist  and  internist,  for  the  former  in 
the  study  of  labyrinthine  disease  and  complicating 
cerebellar  abscess,  for  the  latter  in  studying  sub- 
tentorial disease  in  general  but  tumors  in  particu- 
lar. 

Fixation  of  the  eyes  occurs  at  times,  usually 
away  from  the  lesion.  This  is  probably  a domi- 
nation of  the  situation  by  the  slow  component. 
It  is,  as  it  were,  a nystagmus  without  the  fast 
component. 

The  fixation  that  occurred  in  our  case  1 was 
straight  forward,  associated  with  cervical  rigidity 
and  spasms  in  the  foot.  This  symptom  has  been 
attributed  to  pressure  on  the  superior  worm.  A 
similar  case,  reported  by  Hughlings  Jackson,  was 
found  at  autopsy  to  have  a tumor  of  the  worm. 
Another  explanation  and  one  more  plausible,  at 
least  for  the  ocular  fixation,  is  that  of  German 
writers,  called  “paralysis  of  conjugate  ocular 
movement”  (Blicklahmung,  Bleuler).  This  ex- 
planation attributed  the  fixation  to  paralysis  as  the 
result  of  pressure  on  the  association  fibers  in  the 
posterior-longitudinal  bundle.  Pressure  paralysis 
of  the  “Blickzenstrum”  of  Spitzer  in  the  corpora 
quadringemina  would  have  a like  result. 

CEREBELLOPONTINE  ANGLE  TUMORS. 

Extracerebellar  tumors  located  in  the  cerebello- 
pontine angle  are  by  no  means  as  rare  as  would  ap- 
pear from  the  general  lack  of  knowledge  of  their 
pathology  and  symptomatology.  They  are  usually 
neurofibromata  of  the  auditory,  occasionally  of  the 
trigeminus  nerve.  The  writer  has  seen  one  case 
with  bilateral  tumors  of  this  type,  occurring  in  a 
case  of  von  Recklinghausen’s  disease.  The  symp- 
tomatology is  quite  characteristic.  There  are  at 
first  signs  of  irritation  of  the  eighth,  more  rarely 
the  fifth  nerve,  followed  after  a greater  or  less 
period  by  complete  loss  of  function  of  these  nerves. 
Still  later  there  are  the  signs  of  tumor  in  the  pos- 
terior fossa  and  pressure  upon  surrounding  struc- 
ture. 

The  symptomatology  may  therefore  be  sum- 
marized as  follows:  First  and  most  often  tinnitus 

aurium,  or  Meniere’s  syndrome  to  be  followed 
later  by  nerve  deafness,  less  often  trifacial  irrita- 
tion or  even  tic  douloureux  with  later  facial  hemi- 
anesthesia and  loss  of  conjunctival  reflex  (either 


by  involvement  primarily  of  the  nerve  or  by  pres- 
sure). Second,  the  signs  of  cerebellar  tumor. 
Third,  pressure  on  neighboring  organs.  (a) 
Homolateral  facial  hemiparesis  of  the  nuclear  type 
from  pressure  on  the  7th  nerve  at  its  point  of  exit 
from  the  pons,  (b)  Facial  hemianesthesia  from 
similar  pressure  on  the  trigeminus  nerve  (c) 
Lingual  hemiparesis,  pressure  on  the  hypoglossal, 
(d)  Occasionally  palatal  hemiparesis  from  pres- 
sure on  the  hypoglossal. 

Our  case  2 had  all  these  signs  except  the  pala- 
tal hemiparesis,  While  1 had  only  the  palatal 
hemiparesis  without  any  of  the  others. 

barany' s syndrome. 

Barany  has  described  a syndrome  attributed  by 
him  to  collections  of  cerebrospinal  fluid  in  the  lat- 
eral pontine  cistern,  most  often  due  to  adhesions 
following  the  middle  ear  suppurations,  syphilis  .nd 
other  obscure  infections.  There  is  more  or  less 
difficulty  in  hearing,  vertigo,  tinnitus,  occipital 
headache  with  tenderness  over  mastoid  and  point- 
ed errors  outward  on  the  affected  side.  He  has 
recommended  spinal  puncture  as  a cure,  the  change 
in  intracranial  hydrostatics  breaking  up  adhesions. 

The  following  case  reports  are  made  as  brief 
as  compatible  with  clearness,  negative  findings 
being  omitted  where  unessential. 

Case  1.  Mrs.  W.  W.  P.,  age  30,  Kiesling, 
Wash.  Referred  by  Dr.  F.  M.  Hoag,  on  July 
30,  1913. 

Diagnosis.  Non-neoplastic  cerebellar  disease 
of  unknown  etiology.  Right  hemisphere. 

Diagnostic  features : ( 1 ) Dizziness  and  persist- 

ent tendency  to  fall  to  the  right  and  backward. 
(2)  Nystagmus  of  the  intracranial  type,  with  cor- 
roborative pointing  test  (vorbeizeigen,  Barany). 
Caloric  test  not  satisfactory.  (3)  Right  lateral 
hypotonus.  (4)  Right  sided  asynergia.  (5) 
Right  sided  adiodochokinesia.  (6)  Paralysis  of 
conjugate  movements  of  eyes  (Blicklahmung) 
with  cervical  rigidity.  (7)  Location  of  headache, 
right  suboccipital.  (8)  Tenderness  of  right  ear 
and  eye.  (9)  Dysarthria  (value?)  (10)  Right 
sided  palatal  paralysis. 

Family  history  good.  Patient  has  had  no  nerv- 
ous diseases,  has  been  pregnant  but  once,  child 
living  and  healthy,  20  months  old.  Has  had  pneu- 
monia and  several  acute  infections  of  childhood; 
had  a sepsis  with  milk  leg  following  the  birth  of 
child.  Has  had  considerable  tonsillar  and  throat 
trouble.  A year  ago  had  frequent  hemorrhage 
from  mouth,  source  unknown.  No  history  of  head 
injury. 

Present  trouble.  In  November,  1912,  noted  a 
clumsiness  and  dragging  of  the  ring  and  little 
finger  of  the  right  hand,  and  soon  after  began 
having  headaches,  localized  “at  the  base  of  the 
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brain”  on  the  right  side  chiefly;  these  always 
worse  at  night  and  aggravated  by  strains  or  jars. 
Dizziness  was  present  but  not  as  severe  as  later. 
About  two  months  later  the  neck  became  rigid, 
head  could  be  turned  only  by  turning  body  and, 
to  make  the  condition  still  worse,  patient  lost  the 
ability  to  move  eyes  in  any  direction,  same  being 
fixed  for  forward  vision.  Frequently  at  night 
would  be  wakened  by  painful  spasms  of  the  right 
foot,  subsiding  sometimes  suddenly,  at  others  grad- 
ually. At  this  time  dizziness  became  so  severe 
that  patient  could  not  get  about  alone.  About 
March,  1913,  the  right  side  of  body  became  weak 
and  the  foot  was  constantly  dragged  in  getting 
about. 

For  the  past  four  months  has  lost  all  control 
of  the  right  hand  in  the  execution  of  finer  move- 
ments, coarse  movements  being  executed  without 
difficulty.  Vomiting  has  been  present  for  four 
or  five  months  but  is  not  typically  projectile.  The 
dizziness  continues  and  patient  falls  frequently 
when  turning  quickly  or  when  stepping  up  or 
down,  direction  of  falling  said  to  be  uncertain. 
The  suboccipital  pain  on  right  side  continues  se- 
vere and  there  is  a sense  of  fullness  in  the  eyes, 
the  right  being  distinctly  tender  as  is  also  the 
right  half  of  the  nose  and  the  right  ear. 

There  has  been  no  dysphagia  and  no  loss  of 
sphincter  control.  Diplopia  was  present  at  times 
for  a period  of  three  months  but  has  been  entirely 
absent  for  one  month.  Articulation  is  thick  and 
slightly  impaired  at  times;  the  voice  is  said  to  be 
weaker  in  volume. 

Patient  says  she  suffers  frequently  from  impuls- 
ive ideas,  such  as  having  an  irresistible  desire  to 
leave  home.  There  have  been  no  convulsive 
spasms  or  seizures;  no  fainting  attacks;  was  never 
unconscious.  The  memory  is  good.  Patient  is 
right  handed,  eyesight  and  hearing  reported  good, 
no  hallucinations  of  sight,  hearing,  smell  or  other 
sensations;  appetite  good. 

Physical  examination.  Pulse  100;  temperature 
98.4'  ; systolic  blood  pressure  122;  diastolic  90; 
respiratory  irregularity  of  heart  marked.  The 
usual  physical  examination  is  entirely  negative. 

N eurologic  examination.  At  present  goes  about 
without  companion.  Sensorium  intact,  intelli- 
gence good.  No  aphasia  or  apraxia.  The  upper 
one-half  of  the  recti  abdominis  contract  more 
forcibly  than  the  lower  one-half.  All  reflexes 
normal  and  equal  except  that  the  scapulo-humeral 
and  the  ankle  jerk  on  the  right  are  brisker  than 
on  the  left. 

Superficial  reflexes.  Abdominal  tire  more  eas- 
ily on  left  than  right.  Toe  reflex  not  satisfactory 
but  probably  responds  by  flexion.  Rhomberg 
present  with  a constant  tendency  to  fall  to  the 
right  and  backward,  which  also  occurs  when  pa- 
tient attempts  to  walk  with  eyes  closed,  the  reel- 
ing becoming  progressively  worse.  Sensation  ev- 
erywhere normal,  being  especially  carefully  tested 
in  the  region  of  the  face.  Conjunctival  reflexes 
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and  sensation  equal.  4 here  is  no  intention  or 
other  tremor,  no  distinct  incoordination  in  hand 
tests.  Finger — nose  and  finger — finger  tests  nor- 
mal. 

Adiadochokinesia  in  the  right  hand  is  very 
marked. 

No  asynergia  in  the  arm  or  hand  but  is  very 
marked  in  right  foot  or  leg  movements. 

Hypotonus  is  not  noted  on  palpatory  examina- 
tion of  the  extremities,  but  well  marked  when  pa- 
tient walks,  the  right  leg  when  foot  is  planted 
always  assuming  a genu  recurvatum  position,  and 
with  a characteristic  jerk  as  if  there  were  a flac- 
cid paralysis  of  the  static  musculature. 

Nystagmus.  Right  rotatory  and  right  oscilla- 
tory nystagmus  present  in  both  first  and  second 
degree  (Barany).  Caloric  test  (Barany)  : cold 
water  produced  reaction  in  40  seconds  in  left  and 
38  seconds  in  right  ear.  Warm  water  in  80  sec- 
onds in  left  and  40  in  the  right.  Pointing  test: 
error  always  toward  the  right,  in  right  hand, 
otherwise  normal. 

August  5.  Pulse  still  above  100.  Oscillatory 
nystagmus  in  both  directions,  to  left  first  degree, 
to  right  second  degree,  toward  right  also  rotatory 
of  second  degree.  Cerebellar  asynergia  fairly 
well  marked  in  arm  as  well  as  in  leg.  Eyes,  nose 
and  throat  reported  normal  (Dr.  E.  M.  Ander- 
son). There  was  no  choked  disc  present.  Was- 
sermann  negative.  Spinal  puncture  declined. 
Radiograph  of  head  normal. 

Patient  directed  to  keep  herself  under  observa- 
tion, but  was  lost  sight  of  two  weeks  later.  She 
had  been  on  antiluetic  medication  for  some  time 
but  without  definite  improvement. 

February  1,  1914.  Was  reported  by  one  of  the 
physicians  of  the  city  as  being  under  his  care  and 
suffering  from  “neurasthenia.”  She  was  still 
“very  weak  on  her  right  side,”  often  dizzy  and 
uncertain  in  her  gait  but  slowly  improving. 

March  31.  Reported  to  have  had  much  more 
trouble  recently  in  getting  about,  right  sided 
“weakness”  as  bad  as  ever  or  worse.  Has  been 
rapidly  taking  on  weight.  Report  inaccurate  in 
details.  Is  now  in  hands  of  a chiropractitioner. 
No  reports  since. 

Case  2.  R.  R.,  age  52,  laborer,  Swiss,  married. 
Referred  for  examination  by  Dr.  S.  B.  Hopkins, 
Jan.  7,  1914. 

Diagnosis.  Neurofibroma  of  left  auditory 
nerve  (tumor  of  cerebellopontine  angle). 

Diagnostic  features.  Those  of  tumor  in  gen- 
eral, headache,  choked  disc,  projectile  vomiting. 

Those  of  cerebellum  and  closely  related  organs, 
nystagmus  to  the  left,  absent  caloric  reaction  in 
left  ear,  left-sided  asynergia,  left-sided  adiodocho- 
kinesia. 

Those  of  cerebellopontine  angle  (pressure  on 
nearby  cranial  nerves),  paresis  of  upper  eyelid  left 
side,  facial  paresis  ( infranuclear  type),  left  hemi- 
paresis  of  tongue,  conjunctival  reflex  absent  in  left 
eye,  left  ear  deaf  (lesio  aurae  internae). 
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November,  1915. 

Family  history  irrelevant.  Previous  history  not 
accurate ; admits  some  sort  of  venereal  disease, 
probably  gonorrhea,  at  age  of  19  or  20. 

Present  trouble.  Five  years  ago  began  with 
headaches  and  dizziness;  direction  of  tendency  to 
fall  uncertain,  did  not  have  sensation  of  whirl- 
ing. Left  ear  gradually  became  deaf,  two  months 
ago  totally.  Gradual  impairment  of  sight  during 
past  two  or  three  years.  Has  had  vomiting  ap- 
proaching the  projectile  type  for  the  past  three 
or  four  months  but  this  is  rarely  present  now. 

Some  six  weeks  ago,  during  a very  severe  exa- 
cerbation of  headaches  and  vomiting  attacks,  was 
quite  stupid  throughout  one  night  and  during  that 
time  is  said  to  have  had  several  generalized  con- 
vulsive seizures.  There  have  been  none  since 
and  were  never  noted  before  that  time.  Were 
reported  to  be  not  of  Jacksonian  type  (Dr.  Ghise- 
lin). 

Headache  is  growing  progressively  worse, 
though  patient  has  been  on  vigorous  antisyphilitic 
treatment  (KI  and  Hg).  Weakness  is  becoming 
a marked  symptom.  No  dysphagia  or  dysarthria, 
no  diplopia,  no  disturbance  of  taste  or  smell.  Left 
upper  eyelid  has  been  dropping  and  lagging  for 
two  months  or  more. 

Physical  examination..  Height  5 ft.  7 in.; 
weight  normal  160,  now  150.  Pulse  120  (has 
been  persistently  rapid).  Blood  pressure  138. 
Temperature  98.6°. 

Neurologic  examination.  Patient  is  led  into 
office  by  nurse.  Gait  shuffling  and  uncertain,  men- 
tal attitude  decidedly  dull  and  apathetic.  He  is 
manifestly  very  weak.  Impaired  vision  and  left- 
sided deafness  very  evident,  memory  a little  uncer- 
tain, no  aphasia  or  apraxia.  Skull  percussion  ev- 
erywhere painful.  Eyesight  reduced  to  a very 
small  fraction.  Smell  and  taste  normal.  Hear- 
ing: left  ear  completely  deaf,  bone  conduction 

shortened.  There  is  also  some  evidence  of  an  old 
middle  ear  trouble. 

Pupils  equal,  moderately  dilated,  reaction  very 
sluggish  both  to  light  and  accommodation.  Eye- 
lid  on  left  side  lags  in  effort  to  close  eye.  No 
other  3rd,  4th  or  6th  nerve  paralysis.  Motor  5th 
normal.  Seventh,  definite  paresis  on  the  left  side 
of  infranuclear  type.  Ninth  normal.  Eleventh 
normal.  Twelfth,  tongue  deviates  considerably 
to  the  left.  Speech  not  impaired  except  in  so  far 
as  mentality  disturbs.  Head  held  erect,  no  cer- 
vical rigidity. 

Reflexes.  Left  conjunctival  and  corneal  reflex 
absent.  Rhombergism  marked,  constant  tendency 
to  fall  backward  and  to  the  right;  could  not  be 
allowed  to  walk  blindfolded  because  uncertainty 
too  great.  Adiadochokinesia  on  left  side.  Cere- 
bellar asynergia  in  both  left  leg  and  arm.  No  hyp- 
otonus. 

Nystagmus  second  degree,  left  oscillatory  and 
left  rotatory  (Barany).  Caloric  test  totally  ab- 
sent in  left  ear,  normal  reaction  in  right  (64  sec- 
onds with  warm  water).  Pointing  test  not  satis- 
factory. High  grade  of  choked  disc  both  sides. 


Deafness  labyrinthine  in  type  (Dr.  S.  B.  Hok- 
kins).  Wassermann  and  x-ray  examination  de- 
clined. 

Feb.  15,  1914.  Just  before  death  patient  re- 
gained his  hearing  for  several  days,  then  gradual- 
ly developed  coma  and  died  on  this  date. 

Autopsy  by  Drs.  S.  B.  Hopkins  and  M.  M. 
Patton.  Examination  of  brain  only  permitted. 
Weight  1380  gm. 

In  removing  the  brain  there  was  rather  more 
than  the  usual  amount  of  cerebrospinal  fluid.  The 
dura  was  nowhere  attached.  The  convolutions  on 
the  upper  surface  of  brain  was  very  much  flat- 
tened. A mass  in  the  left  cerebellopontine  angle 
was  firmly  adherent  to  the  petrous  portion  of  the 
temporal  bone  and  had  caused  some  necrosis  of 
the  process  which  after  removal  shows  itself  as  a 
tumor-mass  irregularly  round  in  shape,  4:75  cm. 
in  its  greatest  transverse  and  4 cm.  in  the  antero- 
posterior diameter.  It  is  firmly  attached  by  its 
inner  and  posterior  pole  to  the  lateral  surface  of 


Fig.  3.  Case  2.  Fibroma  of  left  acoustic  nerve. 

the  medulla  and  pons  and  to  the  anterior  surface 
of  the  cerebellum.  The  5th  nerve  runs  along  the 
anterior  surface  of  the  tumor  and  is  very  much 
flattened;  the  7th  and  8th  nerves  are  not  to  be 
seen.  The  left  half  of  the  pons  and  the  upper 
portion  of  the  left  side  of  the  medulla  are  very 
much  flattened  by  impression  of  the  tumor.  The 
anterior  surface  of  the  left  cerebellar  lobe  shows 
a similar  indentation  of  considerable  depth. 

Microscopic  examination  shows  it  to  be  a neuro- 
fibroma. Anatomic  diagnosis,  neurofibroma  of  au- 
ditory nerve. 

Case  3.  V.  N.,  age  9T/2,  seen  is  consultation 
with  Dr.  A.  C.  Johnson,  Dec.  10,  1913. 

Diagnosis.  Uncertain.  Hydrocephalus  of  un- 
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known  cause,  or  subtentorial,  non-localizable  tu- 
mor (the  latter  considered  because  of  very  rapid 
appearance  of  choked  disc  and  atrophy). 

Family  history.  Parents  healthy;  maternal  un- 
cle said  to  have  had  paresis.  A maternal  cousin, 
at  the  age  of  10,  had  headaches,  vomiting,  spasms, 
and  developed  blindness  that  resulted  in  death  af- 
ter three  or  four  years  (tumor  cerebellar?) 

Personal  history.  Never  strong,  had  pertussis 
and  diphtheria.  Has  been  unusually  bright  in 
school.  Adenectomy  a year  ago. 

Present  trouble  began  April,  1913,  with  head- 
aches that  were  frontal  in  location  and  did  not 
radiate.  She  was  always  free  from  headaches  in 
the  morning,  came  on  after  the  strain  of  study 
at  school.  Almost  free  from  headaches  during 
vacation.  Headaches  progressively  more  severe 
and  frequent,  sometimes  came  on  suddenly  at  night 
and  would  waken  patient  with  sharp  scream  and 
as  suddenly  disappear  (Intermittent  hydrocepha- 
lus?). 

Seen  in  September,  referred  to  oculist  who 
found  compound  hyperopic  astigmatism  in  both 
eyes.  Correction  gave  20/20  vision  at  that  time 
(Dr.  X.  L.  Anthony).  Discs  were  not  consid- 
ered abnormal.  Headaches  were  improved  slight- 
ly only  to  increase  in  severity  in  course  of  two 
weeks  and  glasses  seemed  to  do  less  good.  An- 
other examination  of  eyes  in  latter  part  of  No- 
vember by  oculist  showed  6/20  in  one  eye  and 
10/20  in  other.  Fundus,  marked  choked  disc, 
2 D.  Swelling  in  O.  D.  and  1 )4  D.  in  S.  D.  At 
that  time  reported  vomiting  for  two  months  past 
but  was  not  projectile  (had  always  vomited  eas- 
ily). Case  referred  by  oculist  to  family  physi- 
cian. 

Examination.  Child  unusually  intelligent,  in 
good  flesh,  appetite  good,  slightly  constipated,  has 
a slight  mitral  leak. 

Neurologic.  Prominent  forehead  (family  char- 
acteristic). Percussion  elicited  a cigar-box  note 
everywhere  with  no  apparent  tenderness.  No  nys- 
tagmus in  any  direction.  Eighth  no  deafness, 

but  in  left  ear  there  had  been  slight  deafness 
which  recovered  under  treatment;  more  recently 
hearing  was  hyperacute.  No  cervical  rigidity. 
Head  showed  a tendency  to  droop  forward  with 
chin  somewhat  nearer  chest  than  normal ; no  tilt- 
ing to  either  side.  Knee  reflex  is  always  very 
much  depressed  (always  absent  when  seen  by  Dr. 
Epplen)  ; all  others  normal,  including  ankle  jerk. 
No  definite  ataxia  but  patient  was  awkward  in 
walking  barefooted,  especially  in  making  turn- 
abouts. No  cerebellar  asynergia. 

Dysdiadochokinesia.  The  feeling  by  both  Dr. 
Johnson  and  the  writer  was  that  this  sign  wras 
unsatisfactory  as  both  hands  were  handled  very 
awkwardly  (in  the  light  of  autopsy  findings  the 
question  arises  whether  this  was  not  a bilateral 
manifestation  of  the  sign).  No  Rhombergism. 

Physical  examination.  Pulse  always  about  112, 
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temperature  from  normal  to  100°,  afternoon  exa- 
cerbations. 

Heart.  Systolic,  apical  murmur  transmitted  to 
left,  second  pulmonic  accentuated.  Size  of  heart 
slightly  enlarged  to  the  left. 

Spinal  puncture.  Two  cc.  removed  with  no 
immediate  symptoms.  Thirty-six  hours  later 
headache  increased  again  after  a period  of  free- 
dom. Clear,  chemically  and  microscopically  nega- 
tive. 

Wassermann  and  Noguchi  in  blood  and  fluid 
negative,  no  increase  of  cells  in  the  fluid.  Butyric 
acid  and  Nonne  tests  were  negative. 

Operation.  Drs.  J.  M.  Neff  and  A.  C.  John- 
son. Subtemporal  decompression.  Cranial  con- 
tents under  great  tension,  marked  injection  of 
meninges.  Cerebrospinal  fluid  gushed  out  freely. 
Needle  inserted  into  ventricles  through  Kocher’s 
area  and  allowed  escape  of  a very  small  amount 
of  bloody  fluid.  Death  eight  hours  later.  Res- 
piratory failure  without  return  of  consciousness. 

Autopsy  (by  Dr.  Epplen).  On  the  right  side 
of  the  head  over  the  temporal  region  is  a horse- 
shoe shaped  incision,  the  pedicle  having  the  base 
immediately  above  the  right  ear,  diameter  of  the 
flap  being  about  two  and  one-half  incres.  Nothing 
abnormal  to  be  seen  about  the  wound. 

In  removing  the  skull  cap  it  is  found  to  be 
unusually  thin.  The  digital  impressions  are  very 
deep  and  the  entire  inner  table  is  much  roughened 
but  more  especially  so  over  the  parietal  lobes. 
The  dura  is  of  about  normal  adherence.  The  ar- 
achnoid and  pia  are  intensely  injected,  so  much 
so  as  to  suggest  a hemorrhagic  arachnoiditis.  This 
is  present  over  both  hemispheric  eminences,  less 
marked  over  the  temporal  lobes  and  the  base  but 
present ; the  venous  sinuses  are  free  from  throm- 
boses. The  convulutions  of  the  cerebrum  are  in- 
tensely flattened.  The  usual  rounded  occipital 
edges  of  the  cerebrum,  where  they  rest  upon  the 
tentorium  cerebelli,  are  flattened  to  a degree  mak- 
ing the  edge  very  sharp ; this  is  especially  marked 
on  the  right  side.  The  cerebellum  is  equally  free- 
ly removable  from  its  pocket ; the  right  cerebellar 
hemisphere  is  a great  deal  larger  than  the  left. 
The  transverse  diameter,  left  5 )4  cm.,  right  7 cm. 
Greatest  longitudinal  diameter,  left  6 cm.,  right 
8 cm.  Thickness  of  the  left  3j4>  right  5 cm.  Semi- 
circumference of  the  left  14)4,  °f  the  right  17J4 
cm.  Semicircumference  of  largest  part  of  the  left 
15)4  cm.,  °f  the  right  19)4  cm.  Markings  on 
the  left  cerebellar  hemisphere  are  about  the  nor- 
mal, but  slightly  flattened.  The  convolutions  of 
the  right  hemisphere  are  very  much  wider  than 
normal.  The  sulci  are  practically  obliterated  and 
there  is  a marked  puffy  appearance  of  the  right 
hemisphere.  The  injection  is  less  marked,  par- 
ticularly over  the  lower  outer  portion  of  the  cere- 
bellar prominences,  where  the  swelling  is  most 
marked.  The  consistency  of  the  left  hemisphere 
is  about  that  of  the  normal;  the  right  is  much 
softer  and  semifluctuant. 


November,  1915. 


CEREBELLAR  LOCALIZATION EPPLEN. 


353 


especially  on  the  outer  and  anterior  surfaces.  The 
tumor  is  easily  detached  from  the  surrounding 
compressed  cerebellar  tissue  and  shows  in  its  cen- 
ter an  area  of  gelatinous  softening,  approximately 
3^4  cm.  in  all  diameters.  The  remaining  solid 
cortex  is  quite  homogeneous,  of  whitish  pink  tinge 
with  an  occasional  cystic  mass  as  though  there  were 
minute  areas  of  gelatinous  degeneration.  The  in- 
ner surface  is  rough  and  ragged  and  contains  con- 
siderable gelatinous  material  the  color  of  blood 
serum.  On  the  inner  surface  there  are  numerous 
telangiectases.  At  the  anterior  end  of  tumor  is 
a small  hazel-nut-sized  cyst  with  smooth  walls  and 
containing  the  same  kind  of  fluid. 

Weight  of  brain  after  draining  ventricles, 
1640  gms.  (note  the  abnormally  great  weight  in 
a 9J4  year  old  child,  a common  condition  in  neo- 
plasms, and  in  this  case  certainly  in  excess  of  the 
added  weight  of  the  tumor).  Microscopically  an 
endothelioma. 

Case  4.  H.  T.,  age  23,  Thompson  Falls,  Mont. 
School  teacher.  Nov.  19,  1913. 

The  following  case  of  cerebral  tumor  is  report- 
ed here  because  it  demonstrates  clearly  that  adia- 
dochokinesia  cannot  be  regarded  as  a sign  patho- 
gnomonic of  cerebellar  disease,  as  sometimes 
stated.  The  sign  was  definitely  present  in  left 
arm  movements  and,  in  association  with  other 
signs  of  tumor,  had  led  an  Eastern  surgeon  to 
make  the  diagnosis  of  cerebellar  tumor.  In  this 
case  it  was  undoubtedly  the  earliest  possible  sign 
of  a beginning  paresis  of  upper  motor  neuron 
origin,  as  the  tumor  was  found  under  the  arm 
and  hand  area  of  the  right  cortex. 

Diagnosis,  cortical  tumor  in  right  Rolandic 
area,  involving  the  temporal  lobe. 

Diagnostic  points.  Tumor  in  general:  Pro- 

jectile vomiting,  history  of  choked  disc  bilateral, 
finding  choked  disc  on  right  side  and  optic  atrophy 
on  the  left,  severe  persistent  headaches. 

Localizing  signs:  Cortical  type  of  facial  hemi- 

paresis,  Jacksonian  type  of  epileptic  attacks  begin- 
ning in  arm,  left-sided  Babinski  toe  reflex,  olfac- 
tory paresthesia. 

Misleading  signs:  Left-sided  adiodochokinesia. 

Family  history.  Father  died  of  brain  tumor 
(osteosarcoma  of  skull,  report  of  autopsy  by  Dr. 
T.  D.  Tuttle  of  Warm  Springs,  Mont.) 

Personal  history:  Unimportant. 

Present  trouble  began  twenty  months  ago. 
Noted  peculiar  odors,  followed  at  once  by  vomit- 
ing of  projectile  type.  Gradually  noted  loss  of 
vision  and  the  development  of  a left-sided  facial 
paresis.  Choked  disc  found  eight  months  later, 
at  which  time  was  having  very  severe  headaches. 
Recently  has  had  attacks  of  Jacksonian  type  of 
epilepsy,  beginning  in  arm. 

Examinations.  Tenderness  of  skull  on  deep 
pressure  over  upper  edge  of  squamous  portion  of 
right  temporal  bone.  Left  eye : sight  less  than 
ability  to  count  fingers  and  limited  to  very  small 
central  area.  Right  eye:  irregularly  bounded  nasal 


On  opening  the  right  hemisphere  of  the  cere- 
bellum in  a horizontal  plane,  a large  round  tu- 


Fig.  4.  Case  3.  V.  K.  Base  of  brain  before  opening  cerebellum. 
Note  bulging  right  lobe. 


Fig.  5.  Case  3.  Horizontal  cross  section  of  cerebellum  at 
same  level  in  both  lobes. 

mor  presents  itself,  very  sharply  demarcated 
from  its  surroundings,  with  the  cerebellar  tissue 
completely  atrophied  and  compressed  on  all  sides, 
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hemianopsia.  Supranuclear  type  of  facial  paresis. 
Other  cranial  nerves  normal. 

All  other  findings  normal  except  left-sided  Ba- 
binski  and  Oppenheim  sign;  left-sided  adiodocho- 
kinesia. 

Gait  normal,  no  Rhombergism,  no  asynergia. 
Slight  nystagmoid  uncertainty  in  both  directions. 
Conjunctival  reflex  normal.  Pupils  unequal,  the 
left  larger,  eccentric  and  not  round.  Reaction  to 
light  slow  and  uncertain,  to  accommodation  at 
times  paradoxical,  at  others  normal.  Caloric  test 
normal. 

Operation  (by  Dr.  J.  M.  Neff).  Subcortical 
glioma  of  face  and  arm  region  and  extending  into 
the  temporal  lobe. 

Condition,  Jan.  9,  1914,  excellent.  Left  hemi- 
paresis  of  high  grade  but  slowly  improving.  Out- 
look for  complete  recovery  very  bad. 

March  20,  1914.  Reported  able  to  get  about 
with  assistance.  Hemiparesis  much  improved. 
Sight  in  right  eye  very  much  improved ; in  left 
no  change.  No  hernia  cerebri.  Headaches  and 
vomiting  have  ceased. 

June  1,  1915.  Death  after  gradual  return  of 
all  symptoms. 

Case  5.  R.  S.,  age  13,  school  boy.  Referred 
by  Drs.  E.  M.  Anderson  and  D.  E.  Cornwall, 
Jan.  7,  1914. 

Diagnosis.  Cerebellar  tumor,  probably  of  right 
lobe. 

Diagnostic  features.  Those  of  tumor  in  gener- 
al: Periodic  headaches  not  localizable,  bilateral 

choked  disc,  vomiting,  bilateral  4th  nerve  paresis. 

Those  of  the  cerebellum : Posture  of  head, 

face  looking  upward  and  to  the  left  away  from 
right  cerebellar  lobe.  Second  degree  nystagmus 
to  the  right  and  first  degree  to  left.  Left  knee 
jerk  exaggerated. 

History.  Has  had  no  previous  illnesses  aside 
from  some  of  the  diseases  of  childhood.  For 
the  past  ten  weeks  has  had  pains  in  the  chest,  arms 
and  legs  described  as  “cramps.”  These  have  been 
present  for  the  past  two  weeks  and  are  subject 
to  irregular  exaccerbations.  During  the  past 
three  weeks  has  had  periodic  headaches  coming 
at  first  two  or  three  times  per  week,  but  during 
the  past  ten  days  being  quite  constant.  Vomiting 
has  been  present  for  the  past  week;  has  been  very 
frequent,  irrespective  of  food  taking,  but  never 
projectile  in  type.  There  were  no  convulsive  seiz- 
ures, no  disturbances  of  speech,  memory  or  loco- 
motion. Has  had  no  vertigo,  no  tinnitus.  Glasses 
have  never  been  worn.  Appetite  was  good,  no 
emaciation.  Disposition  and  temperament  were 
undisturbed. 

Physical  examination  normal.  Pulse  80,  tem- 
perature 99°. 

N eurologic.  Skull  normal.  Percussion  caused 
occipital  pain.  Smell,  taste  and  hearing  normal. 
Eyesight  20/30.  Pupils  equal,  react  normally. 
All  cranial  nerves  normal  except  the  4th,  which  is 
bilaterally  paretic.  Head  held  in  a position  with 
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the  right  occipital  region  depressed,  the  head 
slightly  turned  to  the  left  and  upward.  All  re- 
flexes normal  except  that  the  left  knee  jerk  was 
exaggerated.  Rhomberg’s  sign  absent.  No  inco- 
ordination. Bilateral  Babinski’s  sign.  Gordon 
and  Oppenheim  unsatisfactory.  Sensation  normal. 
No  tremors.  No  asynergia  or  adiadochokinesia. 
No  hypotonus. 

Nystagmus  both  to  the  left  and  to  the  right, 
but  most  marked  toward  the  right.  Nystagmus 
uninfluenced  by  caloric  stimulation. 

Wassermann  negative.  Spinal  puncture  omit- 
ted for  therapeutic  reasons. 

Operation.  Aug.  14,  1915  (Dr.  J.  M.  Neff). 
Suboccipital  decompression,  bilateral.  Right 
cerebellar  lobe  was  under  very  great  excess  of 
pressure,  bulging  into  muscular  gap  to  such  degree 
as  to  place  cerebellar  tissue  in  danger  of  auto- 
amputation. The  left  hemisphere  showed  only  a 
moderate  degree  of  increased  pressure.  No  tumor 
was  found,  nor  did  paracentesis  in  various  direc- 
tions reveal  a cyst.  Closure  with  expectation  of 
doing  a secondary  operation  for  more  radical 
search.  Since  then  is  free  from  all  symptoms. 
Last  seen  May  15,  1915. 


CESAREAN  SECTION  OPERATION  OF 
CHOICE* 

By  Ernest  F.  Tucker,  M.  D., 

PORTLAND,  ORE. 

There  is  no  question  but  what  Napoleon  was 
right  when  he  said  that  woman’s  most  important 
function  was  to  bear  children.  This  is  not  only 
anatomically  and  physiologically  true  but  psy- 
chically, as  the  maternal  instinct  is  the  strongest 
instinct  possessed  by  normal  woman.  This  is  not 
only  true  of  the  human  race  but  of  all  living 
things.  Reproduction  is  the  first  law  of  nature 
and  must,  therefore,  be  a perfectly  normal  and 
physiologic  act,  in  order  to  insure  its  accomplish- 
ment. Unfortunately  it  is  not  always  so,  and 
abnormal  conditions  may  arise  by  which  not  only 
injuries  but  even  death  may  occur  to  either  the 
parent  or  offspring  or  both,  unless  art  comes  to 
their  assistance  and  not  always  then  can  it  avert 
the  impending  danger. 

The  art  of  obstetrics  has  for  its  object  the 
guarding  against  accidents  which  may  arise,  even 
in  apparently  physiologic  cases,  as  well  as  the 
relief  of  those  conditions  which  imperil  the  in- 
tegrity or  lives  of  mother  and  child. 

In  a general  way  let  us  see  what  are  the  condi- 
tions which  may  arise  to  interfere  with  a normal 
labor.  In  the  first  place,  any  disproportion  be- 

*Read  before  the  Forty- first  Annual  Meeting  of  Oregon  State 
Medical  Association,  Portland,  Ore.,  Sept.  9-10,  1915. 
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tween  the  size  of  the  child  and  the  parturient 
canal ; second,  any  abnormal  presentation ; third, 
any  diseased  condition  of  the  mother;  and,  fourth, 
any  diseased  condition  of  the  child,  including  ab- 
normalities of  development. 

In  regard  to  the  first  condition,  while  we  have 
means  at  our  disposal  to  measure  deviations  of  the 
maternal  passages,  we  have  no  accurate  ones  to 
measure  the  size  of  the  child,  and  after  all  it  is 
the  disproportion  between  the  two  which  causes 
the  trouble.  We  see  normal  births  in  contracted 
pelves,  and  the  necessity  for  interference  when 
the  pelvis  is  normal,  owing  to  the  diminished  or 
increased  size  of  the  child.  These  cases  of  dis- 
proportion not  infrequently  result  in  the  sacrifice 
of  the  child,  sometimes  the  mother  and  sometimes 
both. 

In  the  second  class  of  cases,  abnormal  presenta- 
tions, we  find  the  most  common  conditions  which 
call  for  unusual  care  and  often  interference.  It 
is  said  that  in  97  per  cent,  of  labors  at  full  term 
the  vertex  presents.  This  includes  occiput  pos- 
terior as  well  as  anterior  presentations.  In  2 per 
cent,  the  breech  presents,  and  in  1 per  cent,  brow, 
face  and  transverse  presentations  occur.  In  all 
premature  deliveries  the  percentage  of  vertex  pre- 
sentations diminishes  rapidly.  Most  of  these  con- 
ditions, even  when  aided  by  the  ordinary  obstetric 
procedures,  result  in  more  or  less  severe  lacera- 
tions to  the  mother,  possible  infections,  sometimes 
death,  and  frequently  to  injury  or  death  of  the 
child. 

In  the  third  class,  eclampsia  is  the  condition 
most  frequently  calling  for  interference  and  one 
of  the  most  dreaded  of  all,  as  the  life  of  the  mother 
is  usually  at  stake  and  frequently  that  of  the  child, 
and  as  a rule  it  is  only  the  most  active  interference 
which  can  save  both. 

In  the  fourth  class  of  cases,  abnormalities  of 
the  child,  death  frequently  results  to  the  child  and 
serious  injuries  to  the  mother. 

In  all  these  classes,  when  unassisted,  the  dangers 
resolve  themselves  into  injuries  to  the  mother,  or 
death  to  the  mother  or  child  or  both.  I cannot 
omit  infection  entirely,  as  I have  seen  it  occur  in 
women  in  whom  absolutely  no  manipulation  had 
taken  place  either  before  or  after  delivery. 

In  a short  paper  of  this  character  it  would  be 
impossible  for  me  to  go  into  the  details  of  all  the 
pathologic  conditions  which  may  occur  or  of  all 
the  remedies  that  have  been  devised  for  their 
relief,  and  I prefer  to  confine  myself  to  very  gen- 


eral statements.  In  a general  way,  then,  I shall 
refer  to  the  usual  obstetric  operations  instituted 
for  the  relief  of  the  various  conditions  mentioned 
as  consisting  of  versions,  forceps  both  high  and 
low,  accouchement  force,  craniotomy  and  other 
destructive  operations,  Cesarian  section,  symphy- 
seotomy, vaginal  Cesarian  section  and  other 
operations  of  a like  nature  which  have  for  their 
object  the  avoidance  of  opening  the  peritoneal 
cavity. 

Let  us  now  consider  the  risks  and  dangers  of 
these  procedures.  While  I lay  absolutely  no  claim 
to  being  an  expert  obstetrician  and  admitting  that 
I have  never  performed  some  of  these  operations, 
at  the  same  time  I have  had  the  opportunity  of 
witnessing  the  results  of  nearly  all  of  them,  so 
that  I feel  I have  a right  to  express  an  opinion 
concerning  them. 

External  version,  where  it  can  be  accomplished 
successfully,  is  fraught  with  little  danger  to  either 
mother  or  child.  Combined  or  internal  version, 
on  the  other  hand,  particularly  podalic  version 
which  is  most  frequent,  may  result  in  fracture  of 
one  of  the  long  bones  or  in  the  separation  of  one 
of  the  epiphyses,  a more  serious  accident,  or  in 
death  of  the  child  from  compression  of  the  cord. 
To  the  mother  injuries  of  the  soft  parts  I would 
say  usually  occur,  where  the  parts  had  not  been 
injured  before,  and  of  course  the  opportunities 
for  infection  are  greatly  increased. 

Low  forceps,  where  their  use  is  properly  indi- 
cated, probably  do  little  harm,  although  they  in- 
crease the  risk  of  injury  to  the  mother  and  the 
risk  of  infection.  The  higher  the  forceps  are 
applied  in  the  birth  canal  the  greater  the  risk  to 
both  mother  and  child.  Long  cervical  tears  may 
produce  death  from  hemorrhage,  and  lacerations 
are  of  usual  occurrence.  The  fetal  mortality  is 
increased,  as  well  as  pressure  injuries  from  which 
the  child  may  suffer  later. 

Accouchement  force  is  often  a slow  procedure, 
where  time  is  an  important  item  and  often  in- 
volves serious  risks  both  to  the  mother  and  child, 
as  do  all  intrauterine  manipulations,  which  applies 
with  equal  force  to  vaginal  Cesarian  section  and 
allied  operations. 

While  the  occurrence  of  puerperal  sepsis  is 
comparatively  rare  since  we  have  learned  the 
cause  of  it,  yet  it  does  occur  every  now  and 
then  in  spite  of  all  our  efforts  to  prevent  it,  be- 
cause it  is  practically  impossible  to  render  the 
parturient  canal  and  the  external  genitals  free 
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from  pathogenic  germs,  of  which  in  many  cases 
they  are  the  natural  habitat. 

Injuries  to  the  soft  parts  of  the  mother  result- 
ing in  impairment  of  the  functions  of  the  pelvic 
floor,  in  prolapse  of  the  interior  wall,  in  down- 
ward displacements  of  the  uterus  lead  up  to  a 
long  train  of  symptoms  and  chronic  invalidism, 
which  can  only  be  relieved  by  later  operative  pro- 
cedures with  all  their  social  and  economic  incon- 
veniences, and  which  even  so  are  not  always  suc- 
cessful, as  I am  not  sure  that  their  pathology  is 
always  understood,  and  consequently  the  methods 
for  their  relief  cannot  always  be  properly  devised. 

Wherever  there  is  danger  to  the  mother  or  the 
child  or  both  we  have  yet  to  consider  abdominal 
Cesarian  section  which,  in  spite  of  the  dread  in 
which  it  has  been  held  by  both  the  laiety  and  the 
profession,  offers  to  my  mind  the  safest  solution 
of  the  problems  before  us.  What  are  the  dangers 
of  Cesarian  section  to  the  mother?  Infection  and 
hemorrhage.  To  the  child  practically  none.  When 
this  operation  can  be  undertaken  at  the  time  of 
election,  say  a few  days  before  the  expected  date 
of  labor,  the  bug-bear  of  infection  disappears.  We 
operate  through  a clean  field  on  clean  uninfected 
tissues.  And  let  me  say  right  here  that  I believe 
the  peritoneum  withstands  infection  better  than 
any  of  the  other  tissues,  except  the  uninjured  skin 
and  mucous  membrane. 

As  to  the  danger  of  hemorrhage,  I believe  it 
has  been  greatly  exaggerated,  as  in  those  cases 
which  have  come  under  my  personal  observation 
it  has  been  no  greater  than  is  frequently  seen  in 
a normal  case  of  labor  and  is  quite  as  readily  con- 
trolled. In  one  case  that  I operated  on,  that  of 
an  aged  primpara  who  had  been  in  labor  for 
forty-eight  hours  without  any  dilation  of  the 
cervix,  and  who  suffered  from  a marked  atony  of 
the  uterus,  the  hemorrhage  was  somewhat  trouble- 
some, but  it  was  controlled  and  I do  not  believe 
it  was  any  greater  than  it  would  have  been  had 
the  child  been  born  through  the  natural  passages 
and  all  the  risks  of  an  accouchement  force  to  both 
mother  and  child  were  avoided.  Today  she  and 
her  child  are  well  and  strong. 

The  dangers  of  this  operation  increase  in  pro- 
portion as  it  is  delayed.  After  the  cervix  has  become 
thoroughly  dilated,  the  presenting  part  has  entered 
the  vaginal  canal,  many  manipulations  have  been 
made,  as  is  usual  in  such  cases,  the  strength  of  the 
mother  is  becoming  exhausted,  the  possibility  of 
shock,  infection  and  hemorrhage  increases.  The 
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proper  thing  to  do  is  for  the  obstetrician  to  make 
his  diagnosis  early,  give  proper  weight  to  all  the 
conditions  and  circumstances  as  he  finds  them,  and 
then  make  his  decision.  Of  course  no  one  should 
undertake  an  operation  of  this  kind  unless  he  has 
had  experience  in  abdominal  work. 

What  the  result  of  this  operation  might  be  on 
future  pregnancies  is  hard  to  tell  from  the  scarcity 
of  statistics,  but  two  and  even  three  successive 
Cesarian  sections  have  been  reported  on  the  same 
woman  performed  successfully,  and  I can  see  no 
reason  why  the  wound  in  the  uterus,  where  prop- 
erly sutured,  should  not  heal  as  solidly  and  offer 
as  firm  resistance  as  in  any  other  tissue.  There 
is  no  question  but  what  it  entails  less  suffering  on 
the  mother  and  insures  the  safety  of  the  child. 

While  my  personal  experience  has  been  limited 
to  a small  number  of  cases  and  a few  cases  seen 
in  the  practices  of  others,  I certainly  feel  that  it  is 
the  operation  of  choice,  where  the  indications  are 
made  out  early  as  they  often  can  be,  particularly 
in  eclampsia  and  in  aged  primiparae.  It  seems  to 
me  in  these  days  of  increasing  safety  in  abdominal 
operations,  where  the  abdomen  is  so  often  opened 
for  almost  trivial  reasons,  the  indications  for  this 
operation  have  been  overlooked  and  that  it  will 
not  be  long  before  its  advantages  over  other  pro- 
cedures will  be  properly  appreciated,  and  that  it 
will  take  the  place  in  our  practice  that  it  really 
deserves  for  the  welfare  of  the  mother  and  of  the 
child. 


THE  PRESENT  STATUS  OF  SALVARSAN 
AND  ALLIED  PRODUCTS  IN  THE 
TREATMENT  OF  SY  P H I L I S 
FROM  THE  STANDPOINT 
OF  THE  GENERAL 
PRACTITIONER* 

By  J.  R.  Brown,  M.  D., 

TACOMA;  WASH. 

When  Professor  Erlich,  after  many  years  of 
painstaking  labor,  gave  to  the  world  his  “606”  or 
salvarsan,  a new  era  in  the  treatment  of  syphilis 
dawned.  The  name  606  simply  indicates  that 
this  substance  was  the  606th  preparation  synthe- 
sized from  the  amido  group  of  phenylarsenious 
acid.  Chemically  salvarsan  is  a dichlorhydrate  of 
dioxy-diamido-arsenobenzol,  having  a trivalent 
arsenic  molecule.  Erlich’s  great  discovery  was 
that  it  is  only  the  trivalent  arsenic  molecule  that 

♦Read  before  the  Twenty-Sixth  Annual  Meeting  of  Washington 
State  Medical  Association,  Tacoma,  Wash.,  July  21-23,  1915. 
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is  deadly  to  the  protozoan  organisms.  It  may  be 
of  interest  to  know  that  Erlich’s  418th  product 
of  the  amido  group,  arsenophenylglycin,  is  also 
an  antisyphilitic  remedy  of  considerable  power, 
but  it  is  slower  in  action.  When  salvarsan  was 
produced,  it  was  found  that  one  dose  would  kill 
the  spirochaeta  in  animals  in  twenty-four  hours, 
hence  Erlich  fondly  hoped  that  he  had  discovered 
a “therapia  sterilisans  magna.”  Unfortunately  it 
did  not  fulfil  all  expectations  when  used  on  syph- 
ilized  man.  And  yet  it  is  undoubtedly  the  most 
powerful  antisyphilitic  known  and  at  the  same 
time  the  safest  remedy  yet  proposed. 

At  the  present  stage  of  our  knowledge  we  know 
of  but  two  elements  that  kill  the  spirochaeta  in 
man.  These  are  mercury  and  the  trivalent  arsenic 
molecule.  Mercury  is  too  toxic  to  be  used  in 
large  enough  doses  to  effect  a rapid  cure.  It  is, 
however,  a valuable  weapon  and  should,  I think, 
always  be  used  in  conjunction  with  salvarsan  or 
its  modification,  neosalvarsan.  Mercury  should  be 
administered  by  intramuscular  injections  of  an 
insoluble  salt  like  the  salicylate  of  mercury,  calo- 
mel or  the  soluble  sozoiodolate.  Where  injections 
are  impracticable,  the  inunction  method  is  next 
best.  The  oral  administration  of  mercury  is  less 
effective,  is  often  followed  by  serious  consequences 
and  often  with  disappointment  in  its  effect  upon 
the  disease. 

It  is  becoming  more  and  more  apparent  that 
the  iodides  possess  but  slight  if  any  antisyphilitic 
powers.  Potassium  iodide  should  be  dropped  en- 
tirely from  its  use  in  syphilis.  Salvarsan  is  so 
much  more  rapid  in  its  action  on  gross  lesions  of 
tertiary  syphilis,  that  we  should  always  think  of 
it  first. 

The  general  practitioner  is  the  big  man  in  med- 
icine. The  specialist,  devoting  himself  to  a small 
branch  of  medical  or  surgical  practice,  should  be 
and  sometimes  is  more  skillful  in  technic.  We 
have  a right  to  demand  that  of  him.  But  no  phy- 
sician ever  became  a truly  great  specialist  unless 
he  was  also  great  and  skillful  in  general  practice. 
The  demands  upon  the  general  practitioner  are 
very  great.  He  sees  the  case  first  and  it  is  up  to 
him  to  give  the  very  best  advice  in  his  power  to 
give.  He  should  realize  his  limitations  as  well 
as  his  abilities.  Now  syphilis  is  an  ubiquitous  dis- 
ease and  protean  in  its  appearance.  How  very 
important,  then,  that  the  general  practitioner 
should  be  able  to  recognize  and  treat  this  disease 
in  its  many  manifestations. 


From  the  standpoint  of  the  general  practitioner 
and  indeed  of  anyone  laying  claim  to  any  knowl- 
edge of  the  treatment  of  syphilis,  salvarsan  or 
neosalvarsan  should  be  the  first  thought.  The 
general  practitioner  should  be  able  to  make  the 
diagnosis  early.  One  should  not  wait  for  second- 
ary symptoms,  as  the  first  secondaries  may  be  a 
meningitis  which  may  prove  fatal  before  the  true 
state  of  affairs  is  understood. 

A brief  suggestion  as  regard  to  the  treatment 
of  a given  case  of  syphilis  may  not  be  out  of  the 
way  as  defining  the  method  to  be  pursued  by  the 
general  practitioner.  The  diagnosis;  should  be 
made  from  clinical  symptoms  and  confirmed  by 
finding  the  spirochaeta  in  the  primary  or  second- 
ary lesions  and,  secondly,  by  serologic  examina- 
tions of  blood  or  spinal  fluid.  However,  a nega- 
tive Wassermann  should  be  disregarded  in  presence 
of  positive  clinical  findings  and  a positive  history. 
It  is  not  good  practice  to  wait  for  appearance  of 
classic  secondaries,  as  a case  treated  early  and 
intensively  is  more  apt  to  remain  Wassermann 
negative  permanently. 

As  soon  as  the  diagnosis  is  cleared  up,  it  is  best 
to  begin  the  treatment  by  an  intensive  course  of 
salvarsan  or  neosalvarsan,  say  one  dose  adminis- 
tered intravenously  once  a week  for  from  four  to 
six  weeks.  Simultaneously  one  may  give  one  or 
two  grains  of  salicylate  of  mercury  once  a week 
intramuscularly.  Continue  mercury  treatments 
for  twenty  weeks,  increasing  the  dose  until  slight 
symptoms  of  intoxication  appear.  If  it  be  not 
practical  to  give  injections  of  mercury,  the  next 
best  is  inunction  of  the  same  which  should  be 
pushed  to  mild  ptyalism  in  most  cases.  After  this 
course  it  is  well  to  give  a rest  of  six  weeks.  Then 
a Wassermann  is  made.  If  negative,  repeat  every 
three  months  for  one  year,  then  twice  a year.  If 
Wassermann  becomes  positive,  the  course  of  sal- 
varsan and  mercury  must  be  repeated.  As  to  the 
relative  merit  of  salvarsan  and  neosalvarsan,  it 
is  our  opinion  that  salvarsan  is  the  more  active 
of  the  two  and  should  be  given  the  preference, 
though  its  administration  is  sometimes  followed 
by  severe  reactions. 

The  following  cases  are  cited  as  examples  of 
the  action  of  salvarsan  in  some  bad  cases : 

A woman  lies  in  muttering  delirium  absolutely 
helpless  mentally  and  physically.  Two  small  gum- 
mata  on  the  inner  sides  of  the  thighs  suffice  to 
clinch  the  diagnosis  and  make  serologic  examina- 
tion unnecessary.  In  less  than  one  month  of  inten- 
sive salvarsan  and  mercury  treatment  this  woman 
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is  up  and  attending  her  house  work  and  is  appar- 
ently well. 

Another  woman  is  bedridden.  She  is  paralyzed 
in  one  side.  Her  mental  condition  is  bad.  A 
serpiginous  ulcer  on  one  hip  tells  the  tale.  The 
history  shows  that  she  was  infected  from  a dent- 
ist’s instruments.  In  six  weeks  this  woman  is 
doing  her  own  housework  and  restored  to  full 
strength  and  her  mental  condition  is  normal. 

A policeman  has  lancinating  and  other  pains 
called  rheumatic.  Reflexes  are  lost,  ataxia  pro- 
nounced. Diagnosis,  locomotor  ataxia.  After  six 
intravenous  injections  of  old  salvarsan  and  three 
months  of  mercury’  treatment  all  pain  is  gone,  the 
knee  jerk  has  returned  though  somewhat  slow  and 
the  man  can  be  found  at  his  regular  beat  at  any 
time. 

A woman  found  herself  pregnant.  She  had 
three  miscarriages  before.  The  husband  became 
mildly  insane  about  this  time  and  the  true  state 
of  affairs  was  recognized.  Both  husband  and  wife 
were  put  under  intensive  treatment.  The  former 
recovered  clinically,  but  is  still  Wassermann  posi- 
tive. In  due  time  the  wife  bore  a healthy  child 
and  the  baby’s  blood  was  Wassermann  negative. 

Supported  by  evidence  such  as  this  in  a large 
number  of  cases,  one  must  recognize  the  extraor- 
dinary value  of  salvarsan  and  its  congeners  in  the 
treatment  of  syphilis,  and  the  general  practitioner 
must  make  himself  familiar  with  its  indications, 
method  of  administration  and  advantages.  Then, 
too,  salvarsan  may  be  used  to  advantage  in  many 
conditions  not  syphilitic,  where  arsenic  is  indi- 
cated. It  is  to  be  preferred  to  the  more  poisonous 
forms  of  arsenic  on  account  of  the  rapidity  of 
its  action,  comparative  freedom  from  danger  of 
poisoning  and  the  ease  and  simplicity  of  its  admin- 
istration. 

One  should,  however,  not  fall  into  the  error 
of  thinking  that  salvarsan  is  an  infallible  cure 
for  syphilis.  In  all  probability  we  shall  find,  as 
more  time  has  elapsed,  that  it  is  not  any  more 
infallible  than  mercury,  but  it  possesses  certain 
advantages  over  mercury  that  should  by  right 
place  it  in  the  front  rank  of  weapons  against  this 
all  too  prevalent  disease. 


FRACTURE  OF  THE  JAW  IN  CHIL- 
DREN AND  THE  IMPORTANCE 
OF  PRESERVING  THE  SIX- 
YEAR  MOLARS. 

By  J.  B.  McNerthney,  M.  D., 

TACOMA,  WASH. 

Fractures  of  the  maxillary  bones  or  alveolar 
borders  in  children  and  early  adult  life  are  among 
the  most  common  in  the  whole  body.  No  other 
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bone  requires  such  perfect  adjustments  of  the  frag- 
ments, for  almost  any  degree  of  deformity  destroys 
the  natural  occlusion.  During  that  period  of 
childhood  when  the  deciduous  teeth,  having  served 
their  purpose,  are  being  replaced  by  the  permanent, 
the  six-year  molars  are  the  natural  corner  posts  of 
the  face  and  skull.  Too  much  attention  cannot 
be  paid  to  the  preservation  of  the  six-year  molars 


Fig.  i . Six-year  molar,  natural  corner  post.  The  second  molar 
(12th  year)  does  not  erupt  until  twelfth  year. 


Fig.  2.  Result  of  l'oss  or  extraction  of  permanent  six-year 
molar  in  early  childhood. 


and  every  effort  should  be  made  to  preserve  a nat- 
ural corner  post  (Fig.  1). 

The  inferior  maxillary  condyle,  resting  in  the 
glenoid  fossa,  may  be  compared  to  the  rear  end 
of  a bungalow  resting  upon  a bank,  while  the 
first  permanent  molars  (six-year)  would  repre- 
sent the  front  corner  posts  under  the  street  end 
of  the  building.  That  portion  of  the  jaws  an- 
terior to  the  first  permanent  molars  would  be  a 
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cantilever  porch.  Remove  the  only  support  at 
this  period  of  life  and  you  have  not  only  the  me- 
chanical but  the  physiologic  forces  left  uncontrolled 
to  obliterate  the  spaces  once  used  by  the  six-year 
molars.  The  result  is  anteroposterior  shortening 
in  the  maxillae,  changes  in  skull  and  nasal  pas- 
sages (Fig.  2). 

Text-books  tell  us  in  case  of  fractures  of  the 
jaws  (Scudder  and  others),  “If  a tooth  inter- 
feres with  the  perfectly  accurate  closure  of  the 
month  and  if  adjustments  of  the  fragments  are 
prevented  by  the  position  of  the  tooth,  it  should 
be  extracted  at  once.”  This  should  not  be  taken 
relative  to  the  six-year  molars  in  children  for. 


Fig.  3.  Auth'or’s  method  of  preserving  six-year  molars  and 
alveolar  process  in  fracture  of  lower  jaw  in  cases  where 
12th-year  molar  has  erupted. 

should  the  above  teaching  be  followed,  extraction 
allows  adjustments  of  the  fragments,  but  a long 
train  of  deformity  follows  and,  should  extraction 
be  necessary,  the  surgeon  should  see  that  this 
space  is  blocked  at  once. 

A correct  adjustment  of  the  fragments  can  be 
accomplished  by  many  of  the  orthodontia  appli- 
ances, depending  on  the  age,  and  if  the  twelve 
year-molar  has  erupted.  The  writer  uses  a light 
metallic  band  over  the  loose  tooth  which  aids  in 
keeping  the  fragments  in  position,  as  shown  in 

Fig.  3. 

Many  of  the  mouth  breathers  of  childhood  or 
early  adult  life  are  due  to  injury  and  loss  of  al- 
veolar processes  containing  tooth-buds  or  early 
extraction  of  these  important  and  useful  teeth, 
the  six-year  molars. 

PHYSICIANS  WANTED. 

The  Methodist  hospital  at  Wuhu,  near  Nanking, 
China,  has  vacancies  for  two  physicians.  Beside 
the  salary  there  is  opportunity  for  outside  practice 
and  an  exceptional  field  for  the  study  of  tropical 
diseases.  Further  information  may  be  obtained 
through  Dr.  Herbert  E.  Coe.,  Stuart  Bldg.,  Seattle. 


MESENTERIC  CYSTS* 

By  Leo  W.  Chilton,  M.  D., 

CANYON  CITY,  ORE. 

Mesenteric  cysts  belong  to  the  rarities  of  sur- 
gical observation.  Chylous,  dermoid,  echinococ- 
cus, serous  and  hemorrhagic  cysts  have  been  ob- 
served, very  little  being  known  of  the  last  two 
named  varieties. 

Bouvert  states  that  mesenteric  cysts  have  the 
histologic  structure  of  the  intestine  and  represent 
the  remains  of  the  vitilline  duct.  They  are  gen- 
erally located  in  the  wall  of  the  abdomen  near  the 
umbilicus  or  in  the  vicinity  of  the  small  intes- 
tines. These  cysts  are  congenital,  unilocular  and 
consist  of  a clear  yellowish  fluid  containing  fat 
and  cholestrin. 

The  diagnosis  of  the  nature  of  such  conditions 
is  impossible  until  the  abdomen  is  opened.  Frent- 
zel  says  that  the  exact  diagnosis  can  be  made  by 
laparotomy  only,  puncture  being  out  of  the  ques- 
tion. The  prognosis  is  serious  where  obstruction 
of  the  bowel  exists. 

HISTORY  OF  THE  CASE. 

Bov,  five  years  old,  thin  and  poorly  nourished, 
family  history  negative.  He  had  been  sick  two 
days  before  I was  called  to  see  him,  complaining 
of  severe  pain  in  the  abdomen  more  on  the  right 
side;  he  was  unable  to  keep  anything  on  his  stom- 
ach and  was  constipated.  Temperature  101)4°, 
pulse  120. 

On  examination  I found  a tumor  on  the  right 
side  below  the  umbilicus,  bulging  and  prominent. 
From  symptoms  and  clinical  findings  a diagnosis  of 
acute  suppurative  appendicitis  was  made.  I ad- 
vised operation  at  once  and  parents  finally  con- 
sented. 

The  abdomen  was  opened  with  an  incision  along 
the  border  of  the  right  rectus  muscle. . Appendix 
was  found  to  be  acutely  inflamed  with  some  ad- 
hesions and  contained  an  entrolith.  It  was  re- 
moved. On  enlarging  the  incision  a large  mass 
the  size  of  an  orange  was  found,  attached  to  the 
mesentery  of  the  ileum  about  one  foot  above  the 
ileocecal  valve.  The  tumor  was  removed  and 
found  to  contain  straw-colored  fluid  and  colloid 
material.  It  was  smooth  and  fluctuating.  The  in- 
cision was  closed  without  drainage  and  the  patient 
made  an  uneventful  recovery. 

♦Read  before  the  Forty-first  Annual  Meeting  of  Oregon  State 
Medical  Association,  Portland,  Ore.,  Sept.  9-10.  1915. 

MEDICAL  CORPS  OF  THE  NAVY. 

The  next  examination  will  be  held  Nov.  15  at 
Puget  Sound  Navy  Yard,  Bremerton,  Wash.,  among 
other  designated  localities.  After  passing  the  medi- 
cal examination  the  candidate  attends  a course  at 
the  Naval  Medical  School,  receiving  a salary  of 
$2,000  per  annum.  Passing  another  examination  he 
is  commissioned  Assistant  Surgeon  in  the  Navy. 
For  full  information  address  Surgeon  General  of 
the  Navy,  Washington,  D.  C. 
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EDITORIAL 


THE  THIRD  TRIENNIAL  MEDICAL 
MEETING  AT  LEWISTON. 

The  third  triennial  meeting  of  the  medical 
associations  of  Idaho,  Washington  and  Oregon, 
which  was  held  at  Lewiston  last  month  in  con- 
nection with  the  annual  meeting  of  the  Idaho 
association,  was  one  of  the  most  successful  and 
satisfactory  which  has  occurred  in  the  Northwest. 
Some  months  ago  there  was  some  uneasy  specula- 
tion on  the  part  of  the  Idaho  profession  lest  this 
tristate  meeting  prove  a failure  on  account  of  the 
associations  of  the  other  two  states  having  already 
held  their  separate  annual  meetings.  The  result 
of  this  meeting,  however,  entirely  dispelled  any 
such  anticipation.  Although  Lewiston  is  some- 
what inaccessible  and  reached  only  after  a pro- 
longed journey  on  the  part  of  most  visitors,  yet 
the  attendance  was  excellent,  all  facts  considered. 
Of  the  ninety-seven  physicians  registered  thirty- 
seven  were  from  Idaho,  thirty-nine  from  Wash- 
ington, nineteen  from  Oregon  and  one  from  Cali- 
fornia. While  the  prepared  program  seemed  at 
first  to  be  of  undue  length,  consisting  of  thirty- 
five  papers,  all  were  read  as  scheduled  except  four 
or  five  whose  authors  were  not  present.  The 
papers  were  of  unusual  merit,  on  a variety  of  im- 
portant subjects  and  prepared  with  care,  addi- 
tional satisfaction  being  derived  from  the  free  and 
earnest  discussion  following  each  paper.  These 
gratifying  results  were  partly  due  to  the  fact 
that  social  entertainments  were  reduced  to  a mini- 
mum and  all  visitors  made  it  their  chief  business 
to  attend  the  sessions  and  participate  in  the  pro- 
gram. Hence  the  unusual  result  was  observed 
that  even  the  last  paper  was  received  and  dis- 
cussed by  an  attentive  audience.  It  was  observed 
that  these  pleasing  features  were  one  compensa- 
tion for  meeting  in  a small  city,  where  numerous 
outside  attractions  were  not  presented  to  divert 
the  visitors  from  the  scientific  program. 

One  pleasing  feature  of  the  meeting  was  the 
spirit  of  sociability  and  friendship  developed 


among  those  present.  There  being  no  preponder- 
ance of  visitors  from  any  one  city  and  so  many 
cities  of  the  three  states  being  represented,  an 
opportunity  was  offered  for  forming  of  acquaint- 
ances from  widely  scattered  areas.  This,  in 
reality,  is  one  of  the  most  desirable  and  pleasing 
features  of  these  meetings  and  one  which  might 
well  be  seriously  considered  as  an  inducement  to 
attend  them  in  larger  numbers  by  the  physicians 
of  the  three  states.  The  beauty  and  apparent 
prosperity  of  Lewiston  was  a revelation  to  nearly 
all  in  attendance  who  had  not  hitherto  been 
favored  with  a visit  to  this  section  of  Idaho.  It 
was  the  unanimous  opinion  of  those  present  that 
this  was  one  of  the  most  profitable  and  memorable 
meetings  in  the  medical  history  of  the  Northwest. 

CONTINUATION  OF  THE  TRISTATE 
MEETINGS. 

It  will  be  remembered  by  our  readers  that 
when  the  triennial  meeting  between  the  medical 
associations  of  Washington,  Oregon  and  Idaho 
was  inaugurated  six  years  ago,  the  plan  adopted 
was  for  the  three  associations  to  meet  once  in 
three  years,  rotating  among  the  three  states.  The 
two  associations  which  were  guests  of  the  third 
were  to  abandon  their  separate  meetings  for  that 
year.  After  carrying  out  this  plan  for  two  meet- 
ings it  was  conceded  to  be  a mistake  for  any  asso- 
ciation to  pass  its  own  meeting  for  any  one  year, 
as  only  a few  of  its  members  will  attend  the  meet- 
ing in  another  state  and  it  was  felt  a distinct  loss 
not  to  meet  annually.  Accordingly,  this  year  the 
associations  of  Washington  and  Oregon  decided 
to  violate  the  agreement  of  six  years  ago  and  hold 
their  separate  meetings.  As  already  indicated, 
the  tristate  meeting  at  Lewiston  proved  an  unex- 
pected success  in  spite  of  this  fact,  and  it  was 
agreed  by  the  representatives  of  the  three  associa- 
tions present  that  this  plan  for  the  tristate  meet- 
ing should  be  adopted  for  the  future.  Therefore, 
in  1918,  the  next  tristate  meeting  will  be  held 
with  the  Washington  association  as  host  to  the 
other  two,  both  of  which  will  in  addition  hold 
their  own  separate  meetings.  Those  who  have 
made  it  a practice  to  attend  these  tristate  meetings 
fully  realize  the  benefits  to  be  derived  from  the 
opportunity  for  widening  their  acquaintance  and 
fellowship  among  the  physicians  of  the  other 
states.  These  are  the  only  occasions  for  close 
contact  among  the  doctors  of  these  three  states 
and  it  is  the  universal  opinion  that  it  is  very 
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much  to  the  advantage  of  all  that  such  close  rela- 
tions should  be  fostered.  It  is,  therefore,  a matter 
for  congratulation  that  this  plan  has  been  adopted 
for  the  future,  and  it  is  to  be  hoped  it  may  be 
carried  out  successfully  for  an  indefinite  period. 


MEDICAL  NOTES 

OREGON. 

The  Health  Department  of  Portland  is  having 
the  annual  difficulty  with  the  budget  committee, 
nearly  $17,000  having  been  cut  from  the  estimate 
for  next  year.  By  this  cut  thirteen  positions  are 
eliminated,  and  several  salary  increases  refused. 
By  this  action  three  men,  constituting  a majority 
of  the  council,  have  succeeded  in  materially  ham- 
pering the  ability  of  the  health  department  in  safe- 
guarding the  public  health. 

Tuberculosis  Sanatoria  Barred.  An  ordinance 
has  been  discovered  on  the  statute  books  of  Port- 
land barring  tuberculosis  sanatoria  from  the  city. 
Under  it  such  institutions  should  have  been  re- 
moved beyond  the  city  limits  a year  ago  but  owing 
to  a misunderstanding  the  ordinance  has  not  been 
considered  effective  until  the  present  time. 

Antivaccination  Suit  Lost.  A suit  which  was 
brought  by  an  antivaccinationist  of  Portland  to  re- 
cover $2,000  from  an  assistant  City  Health  Officer 
has  been  lost.  The  vaccination  in  question  was 
performed  during  a smallpox  epidemic  about  one 
year  ago  and  it  is  claimed  that  consent  was  not 
obtained  from  the  parents  and  that  the  return  of 
the  child  to  school  was  not  an  implied  consent. 

Fund  for  Medical  School.  Dr.  Mackenzie,  Dean 
of  the  Medical  Department  of  the  State  University, 
is  working  energetically  upon  the  raising  of  $25,000. 
The  last  Legislature  appropriated  the  sum  of 
$75,000  for  the  erection  of  a new  building  on  condi- 
tion that  $25,000  additional  should  be  raised.  May 
he  attain  early  success. 

Fatal  Case  of  Leprosy.  There  has  been  consid- 
erable excitement  in  and  about  Portland  over  the 
recent  discovery  of  a leper.  The  patient,  an  Italian, 
was  discovered  about  the  middle  of  September  to 
be  in  an  advanced  stage  of  the  disease.  The  case 
terminated  fatally  after  treatment  for  three  weeks 
at  the  Detention  Hospital. 

A Medical  Collision.  Two  automobiles,  driven  by 
Drs.  G.  E.  Darrow  and  E.  L.  Zimmerman,  of  Eugene, 
came  together  with  such  force  as  to  render  exten- 
sive repairs  necessary  upon  the  machines  as  well 
as  minor  repairs  to  the  occupants.  Two  nurses 
who  were  in  Dr.  Zimmerman’s  car  were  severely 
but  not  seriously  injured. 

Lost  His  Auto.  Dr.  R.  O.  Pray,  of  Sheridan,  was 
stranded  in  Portland  over  night  recently  when  his 
machine  was  stolen.  When  he  found  the  missing 
auto  he  said  that  the  tires  looked  as  if  they  had 
been  driven  sixty  miles  over  porcupine  quills. 

Rat-Catching  Campaign.  City  Health  Officer 
Marcellus,  of  Portland,  has  inaugurated  another 
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rat-catching  campaign,  following  the  return  of  one 
of  his  inspectors  from  San  Francisco,  where  he 
investigated  the  methods  followed  in  that  city.  The 
new  campaign  will  consist  of  rat-trapping,  exami- 
nations for  bubonic  plague  and  an  effort  to  increase 
the  number  of  rat-proof  structures  in  the  city. 

Dr.  E.  A.  Noyas,  of  Portland,  who  recently  passed 
his  examinations  for  the  Medical  Reserve  Corps 
of  the  Army,  has  left  for  Washington,  D.  C.,  where 
he  will  take  the  regular  course  in  the  Army  Medical 
School. 

Dr.  DeVaul,  of  Portland,  formerly  of  Ukiah,  has 
returned  to  his  former  residence  to  locate. 

Medical  Weddings.  Dr.  R.  F.  James,  of  Portland, 
and  Miss  Eva  Cox,  of  Boston,  were  married  Oct.  20 
in  San  Francisco,  and,  after  a trip  through  Cali- 
fornia, will  return  to  Portland  about  November  first. 
Dr.  B.  E.  Smith,  of  Portland,  and  Miss  Annette 
Erickson,  of  Aberdeen,  were  married  in  September. 


WASHINGTON. 

The  Pulmonary  Hospital  of  the  City  of  Seattle. 

Dr.  Frederick  Slyfield,  of  Seattle,  has  been  ap- 
pointed medical  director  of  this  hospital,  situated 
at  Riverton,  in  place  of  Dr.  Elmer  E.  Heg,  resigned. 
Dr.  J.  H.  Sayer  has  been  appointed  visiting  physi- 
cian. Improvements  have  been  made  on  the  hos- 
pital buildings,  greatly  facilitating  the  comfort  and 
usefulness  of  the  institution.  The  following  Seattle 
physicians  have  been  appointed  as  a consulting 
staff:  J.  B.  Eagleson,  C.  W.  Sharpies,  G.  S.  Peter- 

kin.  Ivar  Janson,  E.  P.  Fick,  Mabel  Seagrave,  G.  M. 
Horton,  W.  A.  Shannon,  W.  C.  Heusey,  E.  W.  Young, 
P.  W.  W’illis,  J.  A.  Mackinnon. 

King  County  Hospital  Staff.  The  following  phy- 
sicians have  been  appointed  on  the  staff  of  the 
King  County  Hospital  for  the  last  quarter  of  this 
year:  General  surgery,  Drs.  O.  F.  Lamson,  N.  A. 

Jolianson,  M.  G.  Sturgis,  W.  C.  Spidel,  U.  C.  Bates, 
and  D.  Buckley.  Internal  medicine,  Drs.  J.  Richter, 
X.  P.  DeDonato,  and  K.  Winslow.  Eye,  Dr.  E.  B. 
Burwell.  Ear,  nose  and  throat,  Dr.  F.  Adams.  Neu- 
rologist, Dr.  D.  A.  Nicholson.  Pediatrics,  Dr.  J.  A. 
Benshoof.  Radiologist,  Dr.  C.  H.  Thompson.  Con- 
sulting surgeon,  Dr.  J.  B.  Eagleson. 

Doctors  on  Full-time  Basis.  The  board  of  county 
commissioners,  of  Spokane  County,  in  considering 
the  budget  for  the  operation  for  the  new  tubercu- 
losis sanatorium,  has  decided  to  reorganize  the 
county  medical  service,  placing  all  physicians  em- 
ployed in  indigent  relief  and  hospital  duty  on  a 
full-time  basis.  This  is  a distinct  step  in  advance 
and  will  result  in  much  greater  efficiency  and  more 
satisfactory  work,  as  two  men  will  be  able  to 
handle  well  the  work  to  which  several  have  been 
giving  part  of  their  time. 

Pay  Patients  in  County  Sanatorium.  The  County 
Commissioners,  of  Spokane  County,  have  decided 
to  make  the  new  tuberculosis  sanatorium  partially 
self-supporting  and  to  that  end  have  agreed  to  take 
residents  of  Spokane  county  at  a rate  of  $12.50 
a week,  while  for  patients  from  other  counties  a 
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charge  of  $15  will  be  made.  The  question  arises 
where  indigent  patients  will  he  placed  if  the  wards 
are  full  of  pay  eases. 

Institution  for  the  Feeble  Minded.  Contracts  for 
new  buildings  for  the  Institution  for  the  Feeble 
Minded  at  Medical  Lake,  to  cost  $270,000,  have 
recently  been  let.  The  buildings  will  be  of  brick 
and  re-enforced  concrete  and  will  include  two  ward 
buildings,  administration  building,  laundry  and 
power  house. 

A Tuberculosis  Survey.  The  Associated  Chari- 
ties of  North  Yakima  have  decided  upon  a tuber- 
culosis survey  of  the  county,  for  which  they  have 
engaged  Mrs.  Bessie  Davies.  This  is  the  first 
survey  of  this  kind  to  be  made  in  this  state  and 
the  result  will  be  watched  with  great  interest. 

Raised  the  Doctor’s  Pay.  The  County  Commis- 
sioners of  King  County  have  raised  the  salary  of 
the  jail  physician  from  $75  to  $125  a month.  This 
has  been  done  on  account  of  the  controversy  over 
the  question  whether  the  physician  should  receive 
a flat  sum  or  payment  for  the  amount  of  work 
actually  done. 

Sulphurro  Convicted.  Last  month,  in  the  Federal 
Court  at  Seattle,  the  United  States  prosecuted  the 
manufacturers  of  Sulphurro  for  using  the  mails  to 
defraud  by  making  impossible  and  preposterous 
claims  of  cure  for  this  nostrum.  A verdict  of  guilty 
was  rendered  by  the  jury  in  fifteen  minutes. 

Practising  Without  a License.  The  following 
physicians  have  been  charged  with  practising  in 
Skagit  County  without  a license:  Drs.  A.  R.  Dun- 

ham, N.  W.  Franks,  J.  L.  Holm  and  C.  M.  Miller. 

Collision  With  a Tree.  Dr.  A.  G.  Belshime,  of 
Troutdale,  was  seriously  but  not  fatally  injured 
when  the  vehicle  upon  which  he  was  riding  col- 
lided with  a tree,  the  vehicle  consisting  of  a mule. 

Dr.  Maud  Parker,  of  Seattle,  was  bruised  and 
severely  cut  about  the  face  last  month  in  an  auto- 
mobile collision.  She  has  recovered  sufficiently 
to  resume  her  professional  duties. 

Dr.  Elmer  E.  Heg,  of  Seattle,  for  many  years 
secretary  of  the  State  Board  of  Health,  has  re- 
tired from  practice  and  begun  the  life  of  a farmer 
in  Jefferson  County. 

Dr.  Carroll  Smith,  of  Spokane,  has  gone  East 
for  a year’s  study  on  the  eye,  ear,  nose  and 
throat. 

Dr.  R.  N.  Tooker  has  located  in  the  University 
district  of  Seattle. 

Dr.  E.  H.  Current,  of  Spokane,  has  returned  from 
several  weeks  of  postgraduate  work  in  Minneapolis. 

Miss  Dora  Atkinson  has  been  appointed  Skagit 
County  nurse  to  succeed  Mrs.  Davies,  whose  ap- 
pointment to  a new  field  has  been  noted  above. 

Dr.  F.  S.  Bourns  has  returned  to  Seattle  after  a 
postgraduate  course  of  two  months  in  the  East. 

Dr.  A.  E.  Shaw,  of  Pullman,  suffered  a severe 
loss  by  fire  when  his  residence  burned  about  the 
middle  of  September. 

Dr.  Henry  D.  Brown,  of  Seattle,  and  formerly  of 


the  Philippine  Islands,  has  located  in  Mount  Ver- 
non. 

Lost  His  Ford.  Joy  riders  have  been  having  fun 
at  the  expense  of  Dr.  H.  H.  Skinner,  of  North  Yaki- 
ma. It  was  only  a Ford  but  it  was  bad  enough  at 
that. 

Dr.  R.  S.  Reed,  of  Chicago,  has  located  in  Seattle. 

Dr.  J.  L.  Harvey,  of  Seattle,  has  gone  to  China 
as  a missionary. 

Dr.  R.  D.  Wiswall,  of  Vancouver,  has  returned 
from  a postgraduate  course  in  the  east. 

Medical  Weddings.  Dr.  E.  W.  White,  of  Castle 
Rock,  and  Miss  Eleanor  Hibbard,  of  Portland,  were 
married  early  in  October.  Dr.  H.  L.  Gibbon,  of 
Spokane,  and  Miss  Nell  Bayly,  of  Portland,  were 
married  Oct.  26. 

IDAHO. 

New  Hospital  for  Shoshone.  A modern  hospital 
is  to  be  erected  in  Shoshone  under  the  direction 
and  management  of  the  Sisters  of  Mercy. 

New  County  Hospital.  Contracts  for  the  erection 
of  an  additional  building  to  be  used  as  a county 
hospital  of  Bonner  County  has  been  let.  The  build- 
ing is  to  cost  over  $3,01)0. 

Dr.  C.  Y.  Terry,  of  Nampa,  has  returned  from  a 
postgraduate  course  in  Chicago. 


OBITUARIES. 

Dr.  E.  O.  Sutton,  of  Tacoma,  Wash.,  died  Oct. 
2,  of  meningitis,  following  an  operation  for  ac- 
cessory sinus  infection.  He  was  born  in  Quincy, 
Mich.,  in  1875.  He  attended  Northwestern  Uni- 
versity for  two  years  and  studied  medicine  at 
the  University  of  Michigan,  graduating  in  1903. 
Since  then,  with  the  exception  of  one  year  at 
Dollar  Bay,  Mich.,  he  has  practised  in  Tacoma, 
during  the  last  seven  years  of  which  time  he 
was  secretary  of  the  Pierce  County  Medical 
Society. 

Dr.  Dent  K.  Thyng,  of  Tacoma,  Wash.,  died  O'ct. 
2 at  the  Mayo  Hospital,  Rochester,  Minn.,  from 
splenomyelogenous  leukemia.  He  was  born  at  Still- 
water, Minn.,  in  1864,  later  going  with  his  parents 
to  Osceola.  He  was  educated  in  the  schools  of  Wis- 
consin and  obtained  his  medical  degree  at  the 
University  of  Minnesota  in  1896.  He  first  prac- 
tised in  Willow  City,  for  ten  years,  after  which 
he  located  in  Tacoma  and  developed  a large  prac- 
tce,  being  especially  known  for  his  ability  as  a 
surgeon. 

Dr.  Gilbert  F.  Parks  died  at  Eugene,  Ore.,  Oct.  3. 
He  was  born  in  Sterling  City,  Mich.,  in  1856.  He 
studied  at  the  University  of  Michigan,  and  later 
completed  his  medical  course  at  the  Detroit  Medi- 
cal College.  He  practised  first  in  Michigan  and 
later  in  Orland,  California.  In  1903  he  came  to 
Junction  City,  where  he  practised  until  his  death. 

Dr.  E.  E.  Furguson  died  at  Hood  River,  Ore.,  Oct. 
6 as  a suicide  from  a revolver  shot.  He  was  a 
native  of  Missouri  and  about  40  years  of  age.  He 
was  a well  known  surgeon  for  many  years  in  this 
part  of  Oregon.  For  a number  of  years  he  prac- 
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tised  at  The  Dalles,  where  he  founded  The  Dalles 
hospital  in  1890.  In  1912  he  retired  from  practice 
and  at  the  time  of  his  death  was  living  on  a ranch. 

Dr.  Geo.  C.  Wall  died  at  Cottage  Grove,  Ore., 
Sept.  15,  from  apoplexy.  He  was  63  years  of  age 
and  born  in  England.  He  first  settled  in  Cottage 
Grove  twenty-five  years  ago.  Later,  he  moved  to 
Eugene.  After  a postgraduate  course  of  study  in 
Germany  he  recently  returned  to  Cottage  Grove. 
He  had  a wide  reputation  as  an  able  physician.  At 
one  time  he  served  as  president  of  the  State  Medi- 
cal Association. 

Dr.  C.  L.  Ransom,  of  Mill  City,  Ore.,  died  from  a 
gunshot  wound  sometime  during  the  latter  part  of 
September  while  hunting  in  the  mountains  near 
Wilson,  Wyo.  After  his  disappearance  parties 
searched  a long  time  before  finding  his  body.  He 
was  the  son  of  Dr.  J.  W.  Ransom,  of  Riddle,  where 
he  resided.  He  was  35  years  of  age  and  graduated 
from  the  Willamette  Medical  School  in  1903,  since 
which  time  he  has  practised  in  Mill  City.  During 
the  Spanish-American  War  he  served  in  the  Phil- 
ippines as  a volunteer  in  a middle  Western  regi- 
ment. 

Dr.  W.  M.  McCoy  died  at  Wenatchee,  Wash.,  Oct. 
2,  as  a result  of  appendicitis  and ’intestinal  ob- 
struction. He  was  born  in  Fulton,  111.,  in  1876. 
He  was  a graduate  of  the  College  of  Physicians  and 
Surgeons  of  Chicago.  Thirteen  years  ago  he  located 
at  Leavenworth  and  two  years  later  began  practice 
in  Wenatchee,  which  was  continued  until  his  death. 
He  had  accumulated  a large  practice,  making  a 
specialty  of  surgery. 

Dr.  James  K.  Reader,  of  Ashland,  Ore.,  died  at 
Santa  Rosa,  Calif.,  Oct.  12,  where  he  had  gone  for 
his  health.  He  was  69  years  of  age  and  a native 
of  Illinois.  ’ He  settled  at  Ashland  about  twenty 
years  ago  and  lived  there  until  the  time  of  his 
death. 


REPORTS  OF  SOCIETY  MEETINGS 

THE  THIRD  TRISTATE  MEETING. 
Proceedings  of  the  Third  Triennial  Meeting  of  the 
State  Medical  Associations  of  Idaho, 
Oregon  and  Washington,  Lewis- 
ton, Idaho,  Oct.  13-15, 

1915. 


First  Day,  Morning  Session. 

10:30  O’clock. 

The  third  triennial  meeting  of  the  State  Medi- 
cal Associations  of  Idaho,  Oregon  and  Washington 
convened  in  the  Temple  Theatre  at  Lewiston,  and 
was  called  to  order  by  Dr.  John  N.  Alley.  President 
of  the  Idaho  association.  For  list  of  members  and 
visitors  present  see  registration  published  else- 
where in  this  number. 

Report  of  Committee  on  Arrangements. 

Dr.  O.  C.  Carssow,  Chairman,  reported  that  on 
evening  of  first  day  an  athletic  entertainment  and 
smoker  had  been  provided,  and  that  the  banquet 
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would  be  on  evening  of  second  day  about  nine- 
thirty,  after  completion  of  night  session.  Also, 
that  automobiles  would  be  provided  for  those  de- 
siring to  see  the  environs  of  Lewiston. 

Address  of  Welcome,  by  Dr.  L.  J.  Perkins,  Mayor 
of  Lewiston: 

“It  is  a pleasure  to  have  the  honor  and  privilege 
to  extend  to  you,  on  behalf  of  the  Lewiston  people, 
a cordial  welcome  to  our  city.  There  is  no  doubt 
in  my  mind  but  what  you  are  one  of  the  most  dis- 
tinguished bodies  of  men  and  women  who  have 
ever  assembled  in  our  city. 

“Your  profession  entails  the  grandest  and  noblest 
work  that  man  can  do  for  man;  you  are  ever  work- 
ing untiringly  for  the  benefit  of  others;  you  are 
ever  solving  the  hidden  mysteries  of  hygiene,  sani- 
tation, physiology,  pathology,  bacteriology,  diseases 
and  their  remedies;  you  are  counseling  and  advis- 
ing with  school  boards,  towns,  cities,  states  and 
rations,  that  hygiene  and  sanitation  may  be  better 
understood  and  adopted  to  preserve  the  health  of 
mankind. 

“I  am  pleased  to  say  and  to  know  that  the  gov- 
erning boards  of  the  various  sections  of  your  pro- 
fession and  the  enactment  of  the  legislatures  of 
the  various  states  have  placed  your  qualification 
high,  so  that  you  are  well  fitted  to  render  excellent 
service  in  performing  your  work.  The  standard 
has  been  placed  high  so  that  a young  man  on  enter- 
ing your  profession  is  required  to  have  a four  years’ 
course  in  high  school,  at  least  two  years  in  a uni- 
versity, four  years  in  a medical  college,  and  one 
year’s  service  as  an  interne  in  a reputable  hospital 
before  he  is  permitted  to  enter  upon  duty  in  his 
profession. 

“I  have  just  said  the  various  state  legislatures 
have  given  you  laws  to  aid  in  maintaining  your 
high  standing,  which  they  have.  But  I am  ashamed 
and  sorry  to  say  that,  on  the  other  hand,  some  of 
cur  legislatures  have  enacted  laws  licensing  chiro- 
practors, osteopaths  and  other  frauds.  And  this 
reminds  me  of  what  happened  in  our  own  legis- 
lature a few  years  ago  which  I shall  tell.  I have 
always  noticed  that  men  sometimes  pray  very 
earnestly  and  with  great  zeal,  and  often  in  their 
prayers  they  ask  for  the  very  impossible,  as  the 
chaplain  did  a few  years  ago  in  the  opening  of  our 
legislature,  when  he  with  closed  but  upturned  eyes, 
voice  deep  and  solemn,  tinged  with  a pleading 
expression,  face  as  stern  as  a sepulchre,  did  not 
even  crack  a smile,  and  said:  ‘O  Lord  God,  give 

this  body  intelligence.’  This  was  the  legislature 
which  enacted  the  osteopathic  law  in  Idaho.  If 
the  Holy  Rollers  had  not  been  so  busy  rolling  that 
winter,  no  doubt  they  too  would  have  gotten  some 
special  legislation  in  their  favor  had  they  asked  it. 

“How  long,  oh  how  long  is  Idaho,  fair  Idaho, 
the  gem  of  the  mountains,  the  gem  of  the  Union, 
with  her  untold  wealth,  mines  and  forest,  fertile 
valleys,  beautiful  streams,  with  her  villages,  towns, 
cities,  schools  and  universities,  affording  homes  for 
millions  of  people  yet  to  be,  going  to  be  blasted 
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by  laws  giving  the  unprepared,  uneducated  and  the 
illiterate  men  and  women  the  power  to  prey  upon 
the  unfortunate  and  helpless  sick,  as  hyenas  prey 
upon  their  victims? 

“Ladies  and  gentlemen,  the  town  is  yours,  and  if 
you  want  anything  else  you  shall  have  it.  If  you 
come  in  contact  with  the  policeman,  twist  his  ear 
and  tell  him  he  has  no  rights  to  be  on  eartn  or  in 
Lewiston. 

“As  your  profession  stands  for  so  much  and  as 
you  have  given  up  your  time  and  money  to  be 
present  at  this  meeting,  for  the  benefit  of  the  suf- 
fering, I again  take  pleasure  in  extending  to  you  a 
sincere  welcome  to  our  city,  and  may  your  time 
here  be  both  pleasant  and  profitable.” 

Address  of  Welcome,  by  Dr.  E.  G.  Braddock, 

President  of  the  North  Idaho  District  Medical 

Society. 

“It  gives  me  much  pleasure,  in  behalf  of  our 
profession,  associated  with  the  North  Idaho  Dis- 
trict, to  welcome  you  who  have  honored  us  with 
your  presence  today.  Believe  that  welcome  to  be 
most  hearty  and  sincere  and  with  the  hope  that 
the  meetings  begun  today  will  bring  to  each  a 
wider  circle  of  friendships,  won  during  the  acquaint- 
ance of  the  next  few  days,  will  open  up  a larger 
and  broader  outlook  in  the  interchange  of  ideas, 
heighten  and  strengthen  the  high  ideal  and  good 
each  should  have  already  placed  before  himself 
in  his  work  of  healing  and  of  teaching  others  how 
to  live. 

“There  will  be  placed  before  the  meeting  for  your 
consideration  a number  of  scientific  and  profes- 
sional papers  which  will  speak  for  themselves. 
Beside  these  and  the  study  and  discussion  of  med- 
ical matters  and  ideas,  we  wish  to  express  our 
pleasure  in  your  coming  by  several  entertainments, 
to  which  you  are  all  most  cordially  invited.  There 
will  be  an  athletic  contest  tonight  at  the  Temple 
Theatre.  An  automobile  sight-seeing  ride  is  planned, 
the  time  to  be  settled  at  one  of  the  meetings.  W'e 
have  also  prepared  for  you  Thursday  evening  a 
banquet.  By  invitation  of  the  Exalted  Ruler,  the 
Elks’  Club  throughout  the  entire  session  extends 
to  you  unreserved  hospitality  of  all  its  rooms  and 
privileges. 

“When  the  time  approaches  that  unavoidably  we 
must  part,  may  it  be  with  mutual  satisfaction,  be- 
cause of  benefits  and  profit  gained  through  contact 
with  one  another's  experiences;  of  mutual  regret 
to  leave  friends;  and  full  of  hope  that  we  may  at 
some  future  time,  meet  again.” 

Dr.  W.  T.  Williamson,  of  Portland,  responded 
on  behalf  of  Oregon,  and  Dr.  J.  R.  Brown,  of  Ta- 
coma, on  behalf  of  Washington. 

President’s  Address.  Dr.  John  N.  Alley,  of  Lap- 
wai.  President  of  the  Idaho  State  Medical  Associa- 
tion, then  read  his  annual  address,  choosing  for 
his  subject,  “Medical  Organization  in  Idaho.”  (See 
page  339.) 


SCIENTIFIC  PROGRAM. 

First  Day,  Afternoon  Session,  1:30  O’clock. 
Meeting  called  to  order  by  Dr.  Alley. 

Backache  from  the  Viewpoint  of  the  Orthopedist. 
By  Dr.  Joel  E.  Goldswaithe,  of  Boston,  Mass.,  and 
Dr.  J.  C.  Graves,  Jr.,  of  Spokane,  Wash.,  read  by 
Dr.  Graves.  Discussed  by  Drs.  A.  E.  Rockey,  Port- 
land, Ore.;  J.  M.  Semple,  Spokane,  Wash.;  J.  R. 
Brown,  Tacoma,  Wash. 

The  Pathology  of  Insanity.  By  Dr.  J.  W.  Givens, 
Orofino,  Ida.  Discussed  by  Drs.  J.  M.  Semple,  Spo- 
kane, Wash.;  W.  T.  Williamson,  Portland,  Ore.; 
J.  E.  Else,  Portland,  Ore. 

Some  Point  of  Interest  in  Cerebral  Localization 
to  the  General  Practitioner.  By  Dr.  J.  T.  Mason, 
Seattle,  Wash.  Discussed  by  Drs.  Maud  Parker, 
Seattle;  W.  T.  Williamson,  Portland;  J.  W.  Giv- 
ens, Orofino;  C.  P.  Thomas,  Los  Angeles,  Cal.; 
Gustav  Baar,  Portland. 

Auricular  Flutter.  By  Dr.  M.  H.  Tallman,  Boise, 
Ida. 


Second  Day,  Morning  Session. 

9:30  O’clock. 

The  meeting  was  called  to  order  by  Dr.  J.  N. 
Alley,  who  introduced  Dr.  Wm.  Kuykendall,  of  Eu- 
gene, Ore.,  President  of  Oregon  State  Medical  As- 
sociation, presiding  officer  for  the  day. 

The  Physician’s  Part  in  the  Problem  of  Human 
Evolution.  By  Dr.  Wm.  Kuykendall,  Eugene. 

A Clinical  Study  of  Gastric  and  Duodenal  Ulcer. 
By  Drs.  G.  F.  Koehler  and  Ralph  Walker,  Portland. 
Read  by  Dr.  Koehler. 

Cancer  of  the  Stomach.  By  Dr.  C.  E.  Sears, 
Portland. 

Surgery  of  Alimentary  Canal.  By  Dr.  C.  F. 
Thomas,  Los  Angeles. 

These  three  papers  were  discussed  by  Drs.  R.  C. 
Coffey,  Portland;  W.  C.  Cox,  Everett;  A.  E.  Rockey, 
Portland;  C.  L.  Gritman,  Moscow,  Ida.;  Gustav 
Baar,  Portland;  J.  T.  Mason,  Seattle;  K.  A.  J.  Mac- 
kenzie, Portland. 

Afternoon  Session,  1:30  O’clock. 
Malignant  Tumors  of  the  Gall-Bladder.  By  Dr. 
J.  E.  Else,  Portland. 

The  X-Ray  as  an  Aid  in  the  Diagnosis  of  Intra- 
thoracic  Disease.  By  Dr.  R.  W'.  Matson,  Portland. 

Tuberculin  Therapy.  By  Dr.  E.  S.  Jennings,  Spo- 
kane. 

Autoserotherapy  versus  Artificial  Pneumothorax 
in  the  Treatment  of  Pleurisy  with  Effusion.  By 
Dr.  E.  A.  Pierce,  Portland. 

The  last  three  papers  were  discussed  by  Drs. 
J.  N.  Alley,  Lapwai;  A.  S.  Martin,  Spokane;  J.  B. 
Manning,  Seattle. 

Constipation  and  Diarrhea  from  a Clinical  Point 
of  View.  By  Dr.  Frederick  Epplen,  Spokane.  Dis- 
cussed by  Drs.  Maud  Parker,  Seattle;  Gustav  Baar, 
Portland;  J.  N.  Alley,  Lapwai;  C.  E.  Sears,  Poi’t- 
land. 

Diagnosis1  and  Treatment  of  Inflammatory  Affec- 
tions of  the  Accessory  Nasal  Sinuses.  By  Dr.  C. 
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A.  Veasey,  Spokane.  Discussed  by  Drs.  J.  M. 
Waugh,  Hood  River,  Ore.;  C.  E.  Sears,  Portland. 

Medical  Ethics.  By  Dr.  Susan  E.  Bruce,  Lewis- 
ton, Ida.  Discussed  by  Dr.  J.  B.  Morris,  Lewiston. 

Excision  of  Ulcer-Bearing  Area  in  Gastric  Sur- 
gery. By  Dr.  C.  N.  Suttner,  Walla  Walla,  Wash. 
Discussed  by  Dr.  R.  C.  Coffey,  Portland. 

Evening  Session,  7:30  O’clock. 

Some  Remarks  on  Infant  Feeding.  By  Dr.  J.  B. 
Manning,  Seattle. 

The  Future  Ophthalmologist.  By.  Dr.  J.  L.  Mc- 
Cool,  Portland. 

Rabies.  By  Dr.  C.  S.  White,  Portland. 

Responsibility  of  the  Profession  and  Laity  in  the 
Cure  of  Cancer.  By  Dr.  K.  A.  J.  Mackenzie,  Port- 
land. 

Third  Day,  Morning  Session. 

10  O’clock. 

The  meeting  was  called  to  order  by  Dr.  Alley, 
who  introduced  Dr.  J.  R.  Brown,  Tacoma,  President 
of  Washington  State  Medical  Association,  the  pre- 
siding officer  for  the  day. 

Hypothyroidism.  By  Dr.  J.  R.  Brown,  Tacoma. 

Hyperthyroidism.  By  Dr.  H.  P.  Marshall,  Spo- 
kane. 

The  Use  of  Electricity  in  the  Various  Forms  of 
Goiter.  By  Dr.  Edmund  Myers,  Portland.  This 
paper  was  read  by  title.  These  three  papers 
were  discussed  by  Drs.  C.  A.  Smith,  Seattle; 
D.  H.  Ransom,  Clarkston,  Wash.;  W.  T.  Wil- 
liamson, Portland;  A.  E.  Rockey,  Portland; 
J.  E.  Else,  Portland;  P.  B.  Swearingen,  Ta- 
coma; O.  A.  Jeffreys,  Nez  Perce,  Ida.;  Maud  Parker, 
Seattle;  C.  P.  Thomas,  Los  Angeles;  H.  W.  Coe, 
Portland;  C.  S.  White,  Portland;  J.  B.  Morris, 
Lewiston;  C.  E.  Sears,  Portland;  Gustav  Baar, 
Portland. 

The  Recurring  Cold  in  Children.  By  Dr.  P.  D. 
McCornack,  Spokane.  Discussed  by  Dr.  J.  B.  Man- 
ning, Seattle;  E.  A.  Pierce,  Portland;  Susan  E. 
Bruce,  Lewiston. 

The  Fracture  Problem.  By  Dr.  C.  F.  Eikenbary, 
Spokane.  Discussed  by  Drs.  K.  A.  J.  Mackenzie, 
Portland;  C.  P.  Thomas,  Los  Angeles;  W.  C.  Cox, 
Everett;  J.  M Waugh,  Hood  River. 

Afternoon  Session,  2 O’clock. 

Clinical  Observations  on  Late  Syphilitic  Post- 
syphilitic Disease.  By  G.  S.  Whiteside,  Portland. 

Some  Indefinite  Nervous  Conditions  due  to  La- 
tent Syphilis  of  the  Brain  or  Cord.  By  Drs.  Gustav 
Baar  and  T.  H.  Coffey,  Portland.  These  two 
papers  were  discussed  by  Drs.  W.  T.  Williamson 
and  J.  L.  McCool,  Portland;  J.  B.  Manning  and  F. 
L.  Ashton,  Seattle;  C.  E.  Sears,  Portland;  S.  M. 
Samuels,  Seattle;  G.  S.  Whiteside,  Portland. 

At  this  point  the  chair  recognized  Dr.  C.  A. 
Smith,  of  Seattle,  and  later,  Dr.  George  S.  White- 
side,  of  Portland,  who,  for  their  respective  state 
associations,  expressed  their  appreciation  of  the 
value  of  this  meeting,  and  complimented  the  offi- 
cers in  charge. 

Dr.  Alley  thanked  the  physicians  of  Washington 
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and  Oregon  for  their  cooperation  in  making  this 
meeting  a success,  and  moved  that  it  be  the  sense 
of  those  attending  this  meeting  that  the  tristate 
meetings  be  continued  in  the  future.  Dr.  Williamson 
seconded  this  motion  and  it  was  unanimously 
carried. 

A Brief  Discussion  of  the  Improper  Management 
of  the  Ordinary  Acute  Case  of  Gonorrhea  and  a 
Review  of  a Few  Practical  Points  in  Diagnosis  and 
Therapeutics,  Important  but  Commonly  Neglected. 
By  Dr.  F.  L.  Ashton,  Seattle.  Discussed  by  Drs. 

G.  S.  Whiteside  and  Gustav  Baar,  Portland. 

A Prophylaxis  for  Venereal  Diseases  and  Quack- 
ism.  By  Dr.  E.  L.  White,  Lewiston.  Discussed  hy 
Drs.  F.  L.  Ashton,  Seattle;  A.  E.  Rockey,  Portland; 
C.  S.  Moody,  Hope,  Ida.;  S.  E.  Bruce,  Lewiston; 
W.  T.  Williamson,  Portland;  J.  T.  Mason,  Seattle; 

H.  W.  Coe,  Portland. 

An  Unusual  Case  of  Otitic  Brain  Abscess.  By 
Dr.  E.  E.  Maxery,  Boise.  Discussed  by  Drs.  C.  P. 
Thomas,  Los  Angeles;  J.  M.  Waugh,  Hood  River; 
S.  M.  Samuels,  Seattle;  W.  T.  Williamson  and  Gus- 
tav Baar,  Portland. 

Case  Report  of  Stomach  Perforation.  By  Dr.  C. 
F.  Tuomy,  Genesee. 


The  following  physicians  were  in  attendance  at 
the  tri-state  medical  meeting  at  Lewiston,  Ida., 


Oct.  13-15. 


IDAHO. 


Alley,  J.  W.,  Lapwai. 
Aspray,  Joseph,  Moscow. 
Barrows,  F.  L.,  Moscow. 
Braddock,  E.  G.,  Lewiston. 
Bruce,  Susan  E.,  Lewiston. 
Burke,  E.  L.,  Vollmer. 
Busey,  C.,  Reubens. 
Carssow,  O.  C.,  Lewiston. 
Faust,  R.  C.,  Deary. 

Fairly,  J.  M.,  Orofino. 
Frank,  A.  M.,  Lewiston. 
Givens,  J.  W.,  Orofino. 
Gritman,  C.  L.,  Moscow. 
Habel,  W.  P.  H.,  Lapwai. 
Harris,  F.  T.,  Lewiston. 
Herrington,  J.  J.,  Gifford. 
Hoyt,  J.  E.,  Kendrick. 
Jeffreys,  O.  A.,  Nez  Perce. 
Johnson,  C.  T.,  Lewiston. 


Kerby,  J.  P.,  Arrowrock. 
Lewybrald,  Elizabeth  H.,  Lewis- 
ton. 

Lyle,  J.  M.,  Peck. 

McLaughlin,  J.  E.,  Reubens. 
Maxey,  E.  E.,  Boise. 

Moody,  C.  S.,  .Hope. 

Morris,  J.  B.,  Lewiston. 

Payne,  0.  F.,  Sandpoint. 
Perkins,  L.  J.,  Lewiston. 
Puchner,  Edward,  Lewiston. 
Roe,  S.  A.,  Juliaette. 

Rothwell,  W.  A.,  Kendrick. 
Sansing,  Campbell,  Lewiston. 
Shaft,  C.  W.,  Lewiston. 
Tallman,  M.  H.,  Boise. 

Tuomy,  C.  F.,  Genesee. 

White,  E.  L.,  Lewiston. 

Wiik,  J.  C.,  Moscow. 


WASHINGTON. 


Ashton,  F.  L.,  Seattle. 
Batcheller,  0.  T.,  Spokane. 
Boyd,  G.  T.,  Palouse. 

Brown,  J.  R.,  Tacoma. 

Burg,  W.  A.,  Uniontown. 
Cox,  W.  C.,  Everett. 
Eikenbary,  C.  F.,  Spkoane. 
Eppler,  Frederick,  Spokane. 
Frost,  W.  S.,  Spokane. 
Graves,  J.  C.,  Jr.,  Spokane. 
Harrington,  W.  W.,  Spokane. 
Hoag,  P.  D.,  Spokane. 
Jennings,  E.  S„  Spokane. 
Johnson,  P.  W.,  Clarkston. 
Kimzey,  L.  G.,  Pullman. 
Lambert,  S.  E.,  Spokane. 
McCarthy,  H.  II. , Spokane. 
McCornack,  P.  D.,  Spokane. 
Manning,  J.  B.,  Seattle. 
Marshall,  H.  P.,  Spokane. 


Martin,  A.  S.,  Spokane. 
Mason,  J.  T.,  Seattle. 
Matthews,  J.  G.,  Spokane. 
Newman,  W.  M.,  Spokane. 
Parker,  L.  Maud,  Seattle. 
Patee,  E.  T.,  Pullman. 
Pennock,  W.  J.,  Spokane. 
Ransom,  D.  H.,  Clarkstno. 
Samuels,  S.  M.,  Seattle. 
Sawyer,  E.  D.,  Asotin. 
Semple,  J.  M.,  Spokane. 
Skaife,  R.  J.,  Colfax. 

Smith,  C.  A.,  Seattle. 
Sprowl,  F.  G.,  Spokane. 
Suttner,  C.  N.,  Walla  Walla. 
Swearingen,  P.  B.,  Tacoma. 
Veasey,  C.  A.,  Spokane. 
West,  W.  A.,  Winona. 
Woodruff,  Lafayette,  Asotin. 


OREGON. 


Baar,  D.  G.,  Portland. 

Coe,  II.  W.,  Portland. 

Else,  J.  E.,  Portland. 

Fisher,  E.  E.,  Salem. 
Gilleland,  J.  D.,  Pilot  Rock. 
Kuykendall,  William,  Eugene. 
Koehler,  G.  F.,  Portland. 
McCool,  J.  L.,  Portland. 
Maekenkie,  K.  J.,  Portland. 
Matson,  R.  W.,  Portland. 


Pierce,  E.  A.,  Portland. 
Ringo,  R.  E.,  Pendleton. 
Rockey,  A.  E.,  Portland. 
Sears,  C.  E.,  Portland. 
Tucker,  E.  F.,  Portland. 
Waugh,  J.  M.,  Hood  River. 
White,  C.  S.,  Portland. 
Whiteside,  G.  S.,  Portland. 
Williamson,  W.  T.,  Portland. 


CALIFORNIA. 


Thomas,  C.  P.,  Los  Angeles. 


November,  1915. 
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IDAHO  STATE  MEDICAL  ASSOCIATION. 
Proceedings  of  Executive  Sessions  of  the  Twenty- 
third  Annual  Meeting  of  the  Idaho  State 
Medical  Association,  Lewiston, 

Oct.  13-15,  1915. 


The  members  of  the  Idaho  State  Medical  Asso- 
ciation present  were  called  to  order  in  executive 
session  at  11:30  a.  m.,  Oct.  13,  1915,  by  Dr.  J.  N. 
Alley,  President.  For  list  of  members  present  see 
registration  roll. 

The  Secretary-Treasurer  then  read  his  annual 
report  as  follows,  which  was  on  motion  accepted. 

Annual  Report  of  Secretary-Treasurer. 

At  present  our  Association  is  composed  of  five 
subordinate  societies,  eighteen  members  at  large, 
and  one  non-resident  member,  or  a total  of  128 
members,  made  up  as  follows: 

North  Idaho  District  Medical  Society,  compris- 
ing the  counties  of  Nez  Perce,  Lewis,  Idaho, 
Latah,  Benewah  and  Clearwater.  President, 

E.  G.  Braddoclt;  Secretary,  A.  M.  Frank. 

Number  of  members  in  good  standing 

Bonner  County  Medical  Society,  including  Bon- 
ner and  Boundary  counties.  President,  O.  F. 
Page;  Secretary,  C.  P.  Stackhouse.  Num- 
ber of  members  in  good  standing  

South  Idaho  District  Medical  Society,  compris- 
ing Adams,  Washington,  Boise,  Gem,  Canyon, 

Ada,  Owyhee,  Elmore,  Blaine,  Gooding  and 
Lincoln  counties.  President,  J.  L.  Reynolds; 
Secretary,  R.  L.  Glase.  Number  of  members 

in  good  standing  

Pocatello  Medical  Society,  including  Pocatello 
and  environs.  President,  A.  M.  Newton;  Ses- 
retary,  W.  F.  Howard.  Number  of  members 

in  good  standing  13 

South  Side  Medical  Society,  including  Twin 
Falls,  Cassia  and  Minidoka  counties.  Pres- 


ident, T.  O.  Boyd;  Secretary,  A.  H.  Dunn. 

Number  of  members  in  good  standing 19 

Members  at  large,  or  members  residing  in  other 

counties  than  those  given  above 18 

Non-resident  members,  or  members  residing 
out  of  the  state  1 

Total  membership  in  good  standing 128 


The  above  includes  twelve  members  of  the  South 
Side  Medical  Society  (the  old  Twin  Falls  County 
Medical  Society  reorganized  and  enlarged)  who  will 
become  active  members  of  the  State  Association 
as  soon  as  their  charter  is  issued. 

At  last  year’s  meeting  our  by-laws  were  amended 
to  provide  for  payment  of  dues  in  advance,  on  the 
first  of  the  year  or  beginning  of  our  fiscal  year, 
and  this  new  law  going  into  effect  has  no  doubt 
been  the  cause  of  a few  old  members  being  dropped, 
but  not  many.  This  cause  of  confusion,  however, 
will  not  exist  another  year,  and  I expect  that  next 
year’s  report  will  show  a considerable  growth  of 
membership. 


Last  July  at  a meeting  held  in  Shoshone  (which 
I attended)  the  South  Side  Medical  Society,  com- 
prising the  counties  of  Twin  Falls,  Cassia  and  Min- 
idoka, was  organized  with  a membership  of  19 
and,  as  their  organization  complies  with  the  pro- 
visions of  our  by-laws,  I recommend  that  a char- 
ter be  granted  them.  At  the  same  time  and  place 
most  of  the  physicians  residing  in  Gooding,  Lincoln 
and  Blaine  counties  took  the  initial  steps  towards 
the  organization  of  a Tricounty  Medical  Society, 
and  I suggest  also  that  the  secretary  be  authorized 
at  this  meeting  to  issue  a charter  to  this  society 
as  soon  as  they  have  completed  their  organization. 
Following  is  condition  of  the  Association’s  funds: 

Balance  on  hand  as  shown  by  last  year’s 

report  $225.70 

Received  from  North  Idaho  District  Medi- 
cal Society  82.00 

Received  from  Bonner  County  Medical 

Society  9.00 

Received  from  South  Idaho  District  Medi- 
cal Society  155.50 

Received  from  Pocatello  Medical  Society.  42.00 
Received  from  South  Side  Medical  Society  74.00 

Received  from  members  at  large  131.00 

29  Received  from  applications  pending  10.00 

Total  receipts  for  the  year  $729.20 

The  expenditures  for  the  year  were: 

8 For  subscriptions  to  Northwest 

Medicine  $146.25 

For  Secretary’s  salary  150.00 

For  stationery  and  printing  76.60 

For  postage  21.46 

For  expense  1914  meeting  8.50 

For  badges  for  this  meeting  31.25 

40  For  telegrams  and  express  4.85 

For  expenses  of  Dr.  Mitchell  112.00 

For  sundries  6.70 


Total  expenditures  $557.61 

Balance  on  hand  October  12,  1915  171.59 


$729.20 

Respectfully  submitted, 

ED.  E.  MAXEY, 
Secretary-Treasurer. 

On  motion  of  the  Secretary  a charter  was  grant- 
ed to  the  South  Side  Medical  Society. 

On  motion  the  Secretary  was  also  instructed  to 
issue  a charter  to  the  Tricounty  Medical  Society 
as  soon  as  they  have  completed  their  organization. 

On  behalf  of  the  Committee  on  Legislation  the 
Secretary  reported  on  the  work  of  this  committee 
during  the  last  year. 

The  Secretary  presented  the  application  of  Dr. 

Mowery  and  Dr.  Mowery  for  membership, 

and  on  motion  the  rules  were  suspended  and  they 
were  elected  to  membership. 

On  motion  of  Dr.  Maxey  all  counties  in  the  north 
end  of  the  state  not  now  included  in  local  societies 
shall  become  territory  of  the  North  District  Medi- 
cal Society. 

Owing  to  the  failure  of  local  medical  societies 
to  elect  or  have  present  representatives  on  the 
Committee  on  Nominations,  the  President  an- 
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nounced  the  following  appointments:  M.  H.  Tail- 

man,  for  the  South  Idaho  District  Medical  Society; 
A.  M.  Frank,  for  the  North  Idaho  District  Medical 
Society;  R.  N.  Jackson,  for  the  Bonner  County  Med 
ical  Society;  James  P.  Kerby,  for  the  Pocatello 
Medical  Society,  and  T.  O.  Boyd,  for  the  South 
Side  Medical  Society,  to  act  as  a Committee  on 
Nominations  and  instructed  them  to  have  their 
report  ready  Friday  morning. 

Adjourned  until  Friday  morning. 

Friday  Morning,  Oct.  15. 

The  Idaho  State  Medical  Association  reconvened 
in  executive  session  at  8:30  o’clock. 

The  following  applications  for  membership  were 
read  by  the  Secretary,  and  on  motion  the  appli- 
cants were  elected  to  membership,  subject  to  the 
payment  of  the  membership  fee:  O.  A.  Jeffreys, 

of  Nez  Perce;  Charles  S.  Moody,  of  Hope;  F.  C. 
Gibson,  of  Bovill,  and  E.  B.  Rogers,  of  Winchester. 

On  motion  the  Secretary  was  instructed  to  pay 
the  rent  of  the  Opera  House  for  this  year’s  meet- 
ing, which  amounted  to  $55. 

The  Committee  on  Nominations  reported  as  fol- 
lows: 

To  the  Idaho  State  Medical  Association: 

Your  Committee  on  Nominations  report  the  fol- 
lowing nominations  for  election. 

For  President,  Dr.  T.  O.  Boyd,  Twin  Falls. 

For  Vice-President,  Dr.  O.  C.  Carssow,  of  Lewiston. 
For  Secretary-Treasurer,  Dr.  Ed.  E.  Maxey,  of 
Boise. 

For  Chairman  Committee  of  Arrangements,  Dr.  A. 
H.  Dunn,  of  Twin  Falls. 

For  Chairman  Committee  on  Nominations,  Dr.  E. 
N.  Roberts,  of  Pocatello. 

For  Chairman  Committee  on  Legislation,  Dr.  O.  F. 
Page,  of  Sandpoint. 

For  Chairman  Committee  on  Public  Health,  Dr.  C. 
M.  Cline,  of  Idaho  Falls'. 

For  Journal  Trustees,  two  to  be  elected  each  for 
two  years,  Dr.  R.  L.  Nourse,  of  Boise;  Dr.  J.  N. 
Alley,  of  Lapwai. 

For  next  place  of  meeting  we  recommend  Twin 
Falls,  and  we  further  recommend  that  the 
exact  date  of  the  191g  meeting  be  left  to  the 
discretion  of  the  officers. 

Respectfully  submitted, 

Committee  on  Nominations. 
On  motion  report  of  Committee  on  Nominations 
was  accepted  and  nominations  declared  closed. 

On  motion  the  various  candidates  nominated 
were  elected,  and  the  recommendations  concerning 
place  and  time  of  the  next  annual  meeting  were 
adopted. 

No  further  business  appearing,  the  Association 
adjourned  sine  die.  ED.  E.  MAXEY. 

Secretary. 
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OREGON. 

PORTLAND  CITY  AND  COUNTY  MEDICAL 
SOCIETY. 

Pres.,  K.  A.  J.  Mackenzie;  Secty.,  G.  S.  Whiteside. 

The  first  regular  meeting  of  the  Portland  City 
and  County  Medical  Society  was  held  in  the  Mor- 
gan building,  Portland,  OYe.,  Oct.  6,  1915,  at  8:30 
p.  m.,  with  A.  W.  Moore  in  the  chair. 

Dr.  Webster  shows  a pathologic  specimen  of  a 
myocarditis  where  the  heart  ruptured. 

Report  of  committee  on  meeting  places  by  Dr. 
A.  W.  Moore.  Doctor  Williamson  moves  com- 
mittee's report  be  adopted  and  that  on  the  recom- 
mendation we  take  the  German  House. 

Papek. 

Some  Observations  on  Salpingitis.  By  Dr.  Paul 

Rockey.  Diagnosis  may  be  confounded  with  ap- 
pendix or  ectopic  pregnancy.  Expectant  treatment. 
Elevate  head  of  bed  and  apply  ice  over  lower  ab- 
domen. No  douches.  Light  diet.  Absolute  quiet. 
After  the  fever  has  subsided  hot  douches  and  hot 
water  bag  may  aid  resolution.  If  operation  neces- 
sary be  conservative.  Other  methods  of  operative 
technic  described.  First,  save  life;  second,  save 
health  of  functions. 

In  discussion  Dr.  E.  F.  Tucker  in  non-operative 
treatment  prefers  hot  applications  to  the  ice  bag. 
Approves  hot  douches.  Relates  case  of  pregnancy 
following  conservation  operation.  The  best  sur- 
geon is  he  who  gives  his  patient  the  greatest  relief 
with  the  least  mutilation. 

Dr.  Baird  says  operation  on  acute  cases  can  be 
made  safe  but  many  adhesions  result  on  account 
of  drainage. 

Dr.  Whiteside  speaks  of  incipient  cases. 

Dr.  Sternberg  agrees  in  conservative  surgery 
when  surgery  is  necessaPy. 

Dr.  Else  remarks  particularly  on  the  infrequence 
of  enlarged  tubes  in  elderly  women  in  the  post- 
mortem room. 

Dr.  O’Day  quotes  the  practice  of  the  best  sur- 
gery ten  years  ago. 

Dr.  Williamson  speaks  of  the  passing  of  ortho- 
doxy and  the  duty  of  physicians  toward  the  gen- 
eral public.  Censures  the  recent  controversy  be- 
tween cily  and  state  health  officers  and  moves 
that  a committee  of  three  be  appointed  to  confer 
with  Drs  Marcellus  and  Roberg  and  beg  of  them 
to  carry  on  their  controversies  outside  the  public 
print. 

Dr.  Esther  Lovejoy  believes  the  public  would  be 
interested  in  meetings  on  preventative  medicine 
and  sanitation  and  that  the  society  should  hold  a 
certain  number  of  public  meetings  every  year. 

Dr.  Williamson’s  motion  seconded  and  carried, 
committee  appointed. 


WASHINGTON. 

KING  COUNTY  MEDICAL  SOCIETY. 

Pres.,  G.  S.  Peterkin,  M.  D. ; Sec.,  A.  C.  Martin,  M.  D 
The  first  regular  semi-monthly  meeting  of  King 
County  Medical  Society  was  called  to  order  by  the 
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President  at  the  Seattle  Press  Club,  at  8:15  p.  m., 
Oct.  4,  1915.  About  sixty  members  were  present. 
The  minutes  of  the  last  meeting  were  read  and  ap- 
proved. 

Dr.  William  E.  Joiner  was  unanimously  elected 
to  membership.  The  application  of  Dr.  James  F. 
Hill  was  read. 

Clinical  Case 

Potts’  Disease.  Dr.  Baughman  presented  a case 
cf  five  years  duration,  several  operations  for  the 
evacuation  of  pus  having  been  done.  On  June  28 
Di.  Albee  transplanted  a piece  of  the  tibia  about 
eight  inches  long  into  the  affected  region.  Since 
then  the  patient  has  been  on  vaccine  treatment, 
discharge  has  diminished  and  some  of  the  fistulae 
have  closed. 

In  discussion,  Dr.  Fassett  spoke  of  the  usefulness 
of  the  Albee  operation  in  children.  He  mentioned 
the  results  obtained  in  six  adult  cases — four  being 
satisfactory,  one  questionable,  one  a failure. 

Papeks. 

Maternal  Feeding.  Dr.  J.  I.  Durand  read  this 
paper,  saying  the  death  rate  in  artificially  fed 
babies  was  from  four  to  ten  times  greater  than 
that  of  breast  fed.  Sixty  to  sixty-five  per  cent,  of 
Seattle  babies  are  breast  fed.  He  discussed  the 
common  reasons  for  taking  a child  from  the  breast 
and  the  treatment  to  overcome  each  difficulty. 

In  discussion  Dr.  Manning  said  co-operation  in 
the  effort  of  breast  feeding  is  more  prevalent  today 
and  spoke  of  the  frequency  of  overfeeding. 

Dr.  Gellhorn  said  difficulties  in  breast  feeding 
are  more  frequently  due  to  abnormal  babies  than 
abnormal  mothers.  He  spoke  of  the  value  of  col- 
ostrum in  early  feeding  and  the  use  of  casein  to 
counteract  fermentation. 

Dr.  Chessman  called  attention  to  the  necessity 
cf  individualization  in  handling  the  question. 

Dr.  Lloyd  mentioned  the  statement  in  the  Jour- 
nal of  the  A.  M.  A.  that  pregnancy  was  not  a 
counter-indication  for  nursing. 

Removal  of  Tonsils  as  a Prophylactic  Measure- 
Dr.  R.  W.  Perry  said  the  tonsil  is  a lympathic  gland 
which,  through  evolutionary  change,  has  been  de- 
prived of  its  capsular  covering  in  part  and  is 
therefore  exposed  to  external  contamination.  It  is 
always  pathologic,  always  septic.  Nature  herself 
engages  in  an  effort  to  eradicate  it.  A large  num- 
ber of  diseases  have  been  discovered  to  have  the 
diseased  tonsil  as  an  entry  point.  No  evidence  of 
beneficial  function  of  the  tonsil  has  been  discovered. 
He  advocates  its  removal  at  four  years  of  age  as 
a routine. 

Dr.  Plummer,  in  discussion,  expressed  his  abso- 
lute agreement  with  the  speaker. 

Dr.  Louis  Maxon  asked  about  cases  of  clinical 
tonsillitis  after  complete  tonsillectomy. 

Dr.  Maud  Parker  asked  why  the  pharyngeal 
lymph  gland  alone  came  to  be  external. 

Dr.  Turner  said  that  chloroform  properly  given 
was  preferable  to  ether. 

Dr.  Lensman  recalled  that  the  tonsils  were 


blamed  for  gastrointestinal  symptoms  forty  years 
ago. 

Dr.  Willis  does  not  agree  that  every  child  of  four 
years  should  have  a tonsillectomy.  Methods  of 
foieseeing  trouble  in  tonsils  should  be  developed. 

Dr.  Benedict  says  that  diphtheria  carries  after 
tonsillectomy  have  been  known. 

Dr.  Swift  described  the  favorable  impressions 
upon  the  audience  when  Dr.  Perry  read  this  paper 
at  San  Francisco. 

Dr.  McKinney  spoke  of  the  results  in  technic  as 
used  at  the  children’s  home. 


PIERCE  COUNTY  MEDICAL  SOCIETY. 

Pres.,  E.  W.  Janes,  M.D.;  Secty.,  W.  B.  Penny,  M.D. 


RESOLUTIONS  OF  RESPECT. 


Whereas,  in  the  death  of  Dr.  Edward  O.  Sutton 
this  society  has  lost  a most  valuable  and  loyal 
member  who  has  served  us  faithfully  for  seven 
years  as  secretary;  and 

Whereas  we,  as  fellow  physicians,  best  knew  his 
fine  qualities  as  a man  and  a true  physician,  his 
great  loyalty  to  his  friends  and  to  the  profession, 
and  his  conscientious  and  sympathetic  devotion  to 
his  patients;  be  it 

Resolved,  That  we,  the  members  of  the  Pierce 
County  Medical  Society,  hereby  express  our  heart- 
felt sympathy  with  his  bereaved  family; 

Resolved,  That  we  feel  that  in  the  untimely  death 
cf  Dr.  Sutton  our  society  has  lost  one  of  its  best 
loved  members  and  Tacoma  one  of  her  best  citi- 
zens; be  it  further 

Resolved,  That  these  resolutions  be  spread  upon 
the  minutes  of  the  society  and  that  a copy  be  sent 
to  the  wife  of  the  deceased. 

H.  J.  HARDS, 
EVAN  HYSLIN, 

Committee. 


Whereas,  the  Almighty  in  His  inscrutable  provi- 
dence has  removed  from  our  midst  our  colleague 
in  the  profession  and  our  fellow  member  of  the 
Pierce  County  Medical  Society,  be  it 

Resolved,  That  in  the  death  of  Dr.  Date  Kimball 
Thyng,  the  Pierce  County  Medical  Society  has  lost 
one  whose  interest  and  service  were  exceptional. 
Dr.  Thyng  was  always  ready  to  lend  his  best  ef- 
forts to  the  society.  On  more  than  one  occasion 
he  sacrificed  himself  for  the  best  interests  of  this 
body.  His  work  for  the  society  was  faithfully  and 
cheerfully  performed;  be  it  further 

Resolved,  That  the  surgical  branch  of  our  profes- 
sion in  the  Northwest  has  lost  one  who  by  his 
rare  skill  and  judgment  had  obtained  a position 
which  reflected  honor  upon  the  standing  of  the 
whole  profession  in  the  County  of  Pierce.  Dr. 
Thyng  was  untiring  in  his  work,  studious  in  prepa- 
ration, brave  in  execution,  brilliant  in  achievement; 
be  it  further 

Resolved,  That  individually  we  have  lost  a friend 
who  was  true,  unbiased,  charitable  and  just.  We 
have  enjoyed  association  with  him  and  mourn 
him  as  a friend. 
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Resolved,  That  a copy  of  these  resolutions  be 
written  in  the  minutes  of  this  society  and  a copy 
sent  to  the  bereaved  wife  of  our  brother,  expressing 
in  a poor  way  our  sympathy  for  her  and  the  assur- 
ance that  in  our  hearts  and  in  the  professional 
life  of  this  section  Dr.  Thyng  will  not  be  forgotten. 

JOSEPH  F.  GRIGGS, 

H.  R.  GREEN, 

C.  STUART  WILSON. 


PUGET  SOUND  ACADEMY  OF  OPHTHALMOL- 
OGY AND  OTO-LARYNGOLOGY. 

Pies.,  N.  D.  Pontius,  M.  D. ; Sec.,  E.  B.  Burwell.  M.  D. 

The  regular  monthly  meeting  of  the  academy  was 
held  at  the  office  of  President  N.  D.  Pontius,  fol- 
lowing a dinner  at  the  Rainier  Grand  Hotel  with 
the  following  members  present:  Drs  Klemptner, 

Greenstreet,  Gray,  Wanamaker,  Stillson,  Seelye, 
Pontius,  Hemmeon,  Plummer,  Swift  and  Burwell. 
Visitor,  Dr.  Mattice. 

Dr.  Klemptner  presented  a case  of  a woman  aged 
32.  No  history  of  accident  or  injury  except  getting 
some  sand  in  the  right  eye  when  a child.  No 
specific  history.  The  right  eye  showed  a pigmented 
area  of  the  iris  lower  quadrant.  Iris  drawn  down 
eccentric  and  postsynechia  at  this  spot.  This  had 
ccme  on  in  the  past  three  months  with  no  sign  of 
irritation.  Fundus  and  transillumination  negative. 
The  consensus  of  opinion  was  that  melanoma 
must  be  considered  and  the  case  carefully  watched. 

Dr.  Mattice  read  an  extremely  interesting  paper 
on  his  experience  in  European  clinics,  dilating  on 
the  work  to  be  obtained  at  the  various  places  and 
how  one  should  go  about  obtaining  it. 

Dr.  Wood  spoke  of  the  work  that  had  impressed 
him  on  his  recent  trip  to  the  Eastern  clinics. 

Dr.  Swift  spoke  enthusiastically  of  the  meetings 
in  San  Francisco  of  the  A.  M.  A.  and  Pacific  Coast 
Society  of  Ophthalmology  and  urged  the  members 
to  support  the  society  and  to  attend  the  meeting 
at  Portland  next  year. 

Dr.  Seelye  also  spoke  of  the  ear  work  and  en- 
dorsed Dr.  Swift’s  recommendation  regarding  the 
Pacific  Coast  Society. 
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Edited  by  Kenelm  Winslow,  M.  D. 

Diseases  of  the  Nose  and  Throat.  By  Algernon 
Coolidge,  M.  D.,  Professor  of  Laryngology  in  the 
Harvard  Medical  School.  12mo.  of  360  pages, 
illustrated.  Philadelphia  and  London:  W.  B. 

Saunders  Company,  1915.  Cloth,  $1.50  net. 

The  extreme  brevity  which  characterizes  this 
book  excites  a suspicion  at  first  glance  that  it  is 
only  an  elaborated  outline,  but  closer  inspection 
shows  it  to  be  full  of  facts,  boiled  down  and  clearly 
stated.  It  is  notably  free  from  bias  on  moot  sub- 
jects and  the  author’s  fairness  in  presenting  prin- 
ciples rather  than  opinions  is  to  be  commended. 
In  the  matter  of  the  tonsil  question,  however,  the 
author  goes  on  record.  He  is  guardedly  radical. 
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New  Series. 

While  admitting  the  uncertainty  of  positive  diag- 
nosis in  some  cases  of  tonsils  under  suspicion,  he 
goes  so  far  as  to  say,  “better  sacrifice  many  inno- 
cent tonsils  than  allow  one  guilty  one  to  escape.’ 
The  few  pages  devoted  to  hay  fever  comprise  a 
brief  but  comprehensive  resume  of  our  knowledge 
of  this  subject.  Space  has  been  found  also  for 
numerous  practical  points.  Attention  is  called  to 
the  grave  danger  of  administering  diphtheria  anti- 
toxin to  “horse  asthma’’  patients.  At  least  brief 
reference  is  made  to  practically  every  abnormality 
of  the  nose  and  throat,  including  thyroglossal  cyst 
(accessory  thyroid)  and  other  rare  conditions.  The 
work  is  a condensed  summary  of  the  established 
•principles  of  rhinology  and  laryngology  strictly  up 
to  date  and  is  exceedingly  well  calculated  to  serve 
as  a guide  to  the  general  practitioner  and  to  the 
student.  Seelye. 


Principles  and  Practice  of  Obstetrics.  By  Joseph 
B.  De  Lee,  A.  M.,  M.  D.,  Professor  of  Obstetrics 
at  the  Northwestern  University  Medical  School. 
Second  edition,  thoroughly  revised.  Large  octavo 
of  1087  pages,  with  938  illustrations,  175  of  them 
in  colors.  Philadelphia  and  London:  W.  B. 

Saunders  Company,  1915.  Cloth,  $8.00  net;  half 
Morocco,  $9.50  net. 

It  is  always  difficult  to  improve  upon  a master- 
piece, yet  De  Lee  has  set  himself  this  task  and,  to 
a moderate  degree,  accomplished  it  in  this  second 
edition.  Enlargement  of  the  text  is  notable,  espe- 
cially upon  the  Abderhalden  reaction,  twilight 
sleep,  dry  labor,  labor  in  old  primiparae,  blood 
pressure,  extraperitoneal  Cesarean  section  and  in 
discussion  of  many  other  topics.  The  addition  of 
new  illustrations  and  the  redrawing  of  many  of 
the  older  ones  add  both  to  the  attractiveness  and 
teaching  value  of  the  work.  The  references  to  lit- 
erature are  made  more  complete.  In  short,  it 
appears  that  De  Lee  has  carefully  recorded  his 
conservative  practice  in  all  obstetric  problems  new 
and  old,  and  that  his  book  is  to  remain  a valuable 
record  of  the  best  obstetric  standards  of  America. 

Martin. 


The  Principles  of  Human  Physiology.  New  (2nd) 
edition.  By  Ernest  H.  Starling,  M.  D.,  F.  R.  C.  P., 
F.  R.  S.,  Jodrell  Professor  of  Physiology  in  Uni- 
versity CoPege  London.  Octavo,  1271  pages, 
with  566  illustrations,  including  10  in  colors. 
Cloth,  $5  net.  Lea  & Febiger,  New  York  and 
Philadelphia,  1915. 

“In  the  study  of  physiology  our  task  consists, 
firstly,  in  the  description  of  the  special  part  taken 
by  each  organ  in  the  general  functions  of  the  body, 
and,  secondly,  in  the  determination  of  the  limiting 
conditions  of  such  functions  and  of  the  physical 
and  chemical  factors  which  determine  them.  Fi- 
nally, we  have  to  endeavor  to  form  a complete  con- 
ception of  the  chain  of  events  concerned  in  the 
discharge  of  each  function  and  of  their  casual 
nexus.”  Thus  Professor  Starling  sums  up  the  sub- 
ject matter  of  his  masterly  and  scholarly  work.  He 
is  at  once  physicist,  chemist,  and  comparative 
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anatomist.  The  knowledge  gleaned  in  each  ca- 
pacity he  brings  to  the  elucidation  of  the  complex 
problems  of  human  physiology.  Such  a work  can- 
not be  outlined  in  a short  review,  much  less  criti- 
cized in  detail.  Attention  should,  however,  be 
invited  to  the  chapter  on  the  defence  of  the  organ- 
ism against  infection.  This  important  subject, 
omitted  by  most  writers  on  physiology,  is  here 
treated  with  unusual  clearness  and  simplicity. 

Maxso.v 


Infection  and  Immunity.  A Text-book  of  Immunol 
ogy  and  Serology.  For  Students  and  Practition- 
ers. By  Charles  E.  Simon.  B.  A.,  M.  D.,  Professor 
of  Clinical  Pathology  and  Experimental  Medicine, 
College  of  Physicians  and  Surgeons,  Baltimore, 
etc.  Third  Edition,  enlarged  and  thoroughly  re- 
vised. Octavo,  351  pages,  illustrated.  Cloth, 
$3.25  net.  Lea  & Febiger,  Publishers,  Phila- 
delphia and  New  York,  1915. 

This  book  carries  us  a step  farther  toward  a 
complete  understanding  of  the  principles  and  fac- 
tors entering  into  the  subjects  of  infection  and 
immunity  but,  unfortunately,  we  are  left  far  short 
of  where  our  desires  would  place  us.  There  i& 
much  that  is  new  and  that  which  already  has  been 
discussed  is  here  placed  in  a more  certain  light. 
The  chapters  on  the  nature  of  infection,  the  of- 
fensive forces  of  the  invading  micro-organism,  the 
defensive  forces  of  the  micro-organism,  the  bacte- 
rial substances  of  the  blood  and  the  like  cannot  be 
read  carefully  without  enlightenment.  The  final 
chapters,  chemotherapy  and  the  application  of  im- 
munological principles  to  diagnosis,  will  be  found 
of  the  highest  value  to  the  practical  working  phy- 
sician. West. 


Modern  Aspects  cf  the  Circulation  in  Health  and 
Disease.  By  Carl  J.  Wiggers,  M.  D.,  Assistant 
Professor  of  Physiology  in  Cornell  University 
Medical  College.  Octavo,  378  pages,  illustrated 
with  104  engravings.  Cloth,  $3.75  net.  Lea  & 
Febiger,  Publishers,  Philadelphia  and  New  York. 
1915. 

Nothing  can  be  substituted  for  the  power  of 
accurate  observation  at  the  bedside  or  in  the  lab- 
oratory, but  many  things  will  remain  undetected 
by  our  unaided  senses  and  so  various  instrumental 
methods  have  been  introduced  to  assist  our  direct 
observations  by  graphically  recording  the  phenom- 
ena of  the  circulation.  This  book  takes  up  these 
methods  quite  in  detail  by  the  aid  of  the  poly- 
graph and  the  electrocardiograph.  Wiggers  has 
incorporated  the  results  of  his  own  investigations 
on  the  circulation  instead  of  the  approved  methods 
of  other  men  working  in  the  same  field,  and  the 
book  gives  us  additional  information  on  this  sub- 
ject rather  than  answering  as  a text-book  for  those 
not  familiar  with  the  subject.  This  may  prove  a 
disappointment  to  those  looking  for  information 
concerning  the  newer  methods  pertaining  to  the 
heart  and  circulation,  but  it  is  certainly  of  great 
interest  to  those  familiar  with  these  methods.  His 
work  includes  the  physio-logy  of  the  circulation. 
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graphic  methods  for  the  clinician,  and  a section 
devoted  to  disease  of  the  circulation  which  should 
be  of  interest  to  the  general  practitioner. 

Fick. 


The  Treatment  of  Gonorrhea  and  Its  Complications 
in  Men  and  Women.  For  the  General  Practi- 
tioner. By  William  J.  Robinson,  M.  D„  Chief  of 
Department  of  Genito-Urinary  Diseases  and  Der- 
matology, Bronx  Hospital  and  Dispensary,  etc. 
Cloth,  315  pp.,  $2.50.  Critic  and  Guide  Co.,  New 
York,  1915. 

As  the  author  states  in  his  preface,  “this  is  dis- 
tinctly a personal  book,”  and  reading  it  we  never 
lose  the  author.  There  are  many  little  points  and 
suggestions  made  clear  which  are  omitted  from  the 
standard  text-book.  The  work  is  quite  complete 
without  being  a stereotyped  table  of  classical  symp- 
toms and  remedies.  The  materia  medica  and 
formulary  are  quite  rich,  complete  and  abreast  of 
the  times.  The  work  is  intended  for  the  general 
practitioner.  Himself  a specialist,  the  writer  ad- 
vises all  cases  of  this  infection  to  be  handled  by 
specialists,  yet  acknowledges  that  this  is  impos- 
sible, “there  not  being  enough  gonorrhea  specialists 
in  the  country  to  treat  all  the  cases  of  gonorrhea.” 
The  work  is  dedicated  to  “Professor  Albert  Neisser 
who,  by  his  discovery  of  the  gonococcus,  the  specific 
cause  of  gonorrhea,  has  rendered  an  immortal 
service  to  humanity.”  Peacock. 


Exercise  in  Education  and  Medicine.  By  R.  Tait 

McKenzie,  A.  B.,  M.  D.,  Professor  of  Physical 
Education,  and  Director  of  the  Department, 
University  of  Pennsylvania.  Octavo  of  585 
pages,  with  478  illustrations.  Philadelphia  and 
London.  W.  B.  Saunders  Company,  1915.  Cloth, 
$4.00.  net;  Half  Morocco,  $5.50. 

This  interesting  book  covers  a broader  field 
than  any  upon  the  subject  which  has  come  to  our 
attention.  The  author  has  allowed  his  interest  in 
medicine,  athletics,  gymnastics  and  sculpture  free 
play.  As  a result  everything  from  the  physiology 
of  muscle  and  the  functional  capacity  of  the  heart 
to  the  latest  development  visceroptosis,  Camp 
Fire  girls  and  poliomyelitis  receives  intelligent 
and  sympathetic  discussion.  The  illustrations  are 
numerous  and  excellent.  Fassett. 


Outlines  of  Internal  Medicine.  For  the  Use  of 
Nurses.  By  Clifford  Bailey  Farr,  A.  M.,  M.  D., 
Instructor  in  Medicine,  University  of  Pennsyl- 
vania, etc.  12mo.,  408  pages,  illustrated  with  71 
engravings  and  5 plates.  Cloth  $2  net.  Lea  & 
Febiger,  Publishers,  Philadelphia  and  New  York, 
1915. 

This  new  book  appears  to  be  a sensible  summary 
of  the  essentials  of  the  practice  of  medicine  suen 
as  a nurse  should  know.  It  is  well  illustrated  and 
represents  the  current  trend  of  medical  thought. 

Winslow. 
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ROENTGEN  EXAMINATION  OF  THE 
CHEST* 

By  J.  Howard  Snively,  M.  D., 

SEATTLE,  WASH. 

Roentgen  examination  of  the  chest  has  made 
such  enormous  progress  in  the  past  few  years, 
owing  to  the  great  improvements  made  by  the 
manufacturers  in  x-ray  machines  and  tubes,  that 
with  a few  exceptions  the  general  practitioners 
do  not  realize  the  possibilities  of  such  an  exami- 
nation. One  reason  for  this  is  that  the  average 
x-ray  man  with  average  equipment  is  not  able  to 
do  satisfactory  chest  work,  compared  with  his 
results  in  bone  and  other  work.  Another  reason 
is  that  the  specialists  w*ho  have  developed  the 
field  in  chest  work  have  found  it  extremely  diffi- 
cult to  have  satisfactory  half-tones  or  lantern 
slides  produced  from  good  chest  pictures  for  the 
purpose  of  bringing  these  results  to  the  attention 
of  the  general  profession.  In  addition  to  ad- 
vances made  in  chest  radiography,  the  valuable 
information  gained  from  a proper  screen  exami- 
nation in  connection  with  the  roentgenograph  is 
now  available,  after  a period  of  unpopularity  on 
account  of  the  danger  to  the  operator. 

‘Read  before  King  Countv  Medical  Society,  Seattle,  Wash 
Way  3,  1915. 


At  the  present  time  the  information  gained 
from  a thorough  roentgen  examination  of  the 
chest  is  so  complete  and  reliable  as  a diagnostic 
measure,  that  in  a majority  of  instances  it  is  of 
more  value  than  all  other  methods  combined.  It 
is  not  contended,  however,  that  the  x-rays  should 
replace  other  well  recognized  and  highly  devel- 
oped means  of  gaining  exact  information.  I de- 
sire to  impress  upon  you  that  an  efficient  x-ray 
examination  of  the  chest  is  a most  valuable  pro- 
cedure in  conjunction  with  the  symptomatology, 
clinical  thermometer,  microscope,  etc.  Aside 
from  its  great  diagnostic  value,  it  possesses  still 
other,  and  to  me,  more  important  merits  which 
have  not  in  the  past  been  given  the  consideration 
to  which  they  are  entitled.  I refer  particularly 
to  the  absolute  record  of  the  exact  condition  or 
extent  of  the  lesion,  and  the  effects  of  treatment 
on  the  progress  of  the  disorder. 

After  a period  of  treatment  of  some  chest 
lesion,  how  often  have  you  wondered  just  how 
much,  if  any,  progress  has  been  made  toward 
repair,  or  to  what  extent  has  the  disease  advanced, 
or  just  what  changes  have  taken  place.  Clinical 
symptoms  and  physical  signs  most  often  fail  mis- 
erably in  satisfying  the  practitioner  as  well  as 
the  patient,  but  when  an  actual  picture  of  the 
exact  conditions  can  be  observed  by  the  physician 
and  shown  to  the  patient  and  kept  as  a permanent 
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Fitr.  l.  Male,  age  23,  showing  dense  caseo-calcareous  spots  and  scars  in  region  of  left  hilus.  Some  spots  sug- 
gestive of  partially  liealed  tubercles.  An  old  pleurisy  with  dense  adhesions  collapsing  lower  right  chest  and  fixing 
diaphragm.  Apices  clear. 


record  for  future  comparisons,  a most  important 
step  in  the  scientific  treatment  of  such  conditions 
has  been  attained. 

It  is  my  opinion  that  anyone  who  continues 
to  treat  chest  diseases  or  diagnose  chest  lesions 
without  resorting  to  the  roentgen  methods,  when- 
ever possible,  will  before  long  be  adjudged  by 
his  patients  as  being  behind  the  times.  This 
statement  applies  with  exceptional  force  to  the 
specialists  in  chest  disorders  and  sanitaria  treat- 
ing these  cases. 

In  arranging  a list  of  slides  to  show  you  to- 
night, I have  grouped  them  under  several  head- 
ings, there  being  from  two  to  eight  under  each, 
and  about  eighty  slides  in  all.  In  making  up  this 
list  it  was  not  my  purpose  in  all  instances  to 
select  the  prettiest  slides  but  to  group  the  most 
interesting  cases  in  a graduated  way.  For  instance, 
under  the  group  of  aneurisms  are  shown  cases 
ranging  from  slight  dilatation  of  the  aorta  to  one 
which  presents  the  appearance  of  a large  tumor. 
Similarly  in  the  group  under  the  heading  of  en- 
larged bronchial  glands  in  children,  I have 


selected  some  eight  or  nine  that  are  quite  typical 
of  a rather  large  collection. 

An  enumeration  of  the  various  groups  will  dis- 
close the  variety  of  conditions  which  will  be  dem- 
onstrated bv  means,  of  the  slides,  as  follows: 
esophageal  conditions,  aneurisms,  heart  changes, 
pericardial  effusions,  enlarged  thymi,  mediastinal 
glands,  early  pulmonary,  tuberculosis,  advanced 
pulmonary  tuberculosis  showing  cavities,  consoli- 
dations, contractions,  etc.,  fibroid  pthisis,  miliary 
tuberculosis,  pleuritic  effusions,  pleuritic  adhe- 
sions, empyemas,  and  senile  emphysema. 

Space  forbids  a lengthy  discussion  of  the  various 
conditions  falling  under  each  of  these  groups  sep- 
arately, but  a few  random  references  to  some  of 
the  above  conditions  will  of  necessity  suffice. 

For  guidance  in  study  and  comparison  a few 
pictures  of  as  nearly  normal  healthy  adults  and 
children  as  you  can  find  will  be  of  great  value. 
In  very  early  malignant  conditions  of  the  esopha- 
gus difficulty  is  encountered  in  arriving  at  a 
definite  diagnosis  or  in  certainly  eliminating  any 
trouble  of  this  kind  but,  by  the  time  there  are 
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Fig:.  2.  I Joy,  aged  14  years,  with  dense  right  hilus  shadow,  and  mass  of  active  tubercles  at  upper 
portion  of  shadow.  A few  active,  soft  tubercles  at  left  hilus.  Interlobar  pleurisy  with  small  effusion  on 
right  side  between  upper  and  middle  lobes.  Aj  ices  clear,  except  that  whole  upper  right  lobe  is  slightly 
congested. 


symptoms  sufficient  to  cause  the  patient  to  seek 
advice,  there  is  almost  always  no  difficulty  in 
arriving  at  definite  conclusions. 

The  fluoroscope  and  instantaneous  radiographs 
with  a thick  menstrum  for  the  opaque  salt  are 
indispensable,  and  in  my  opinion  offer  a more 
practicable  procedure  than  the  teclinic  with  pig- 
skins and  thin  rubber  tubes,  as  used  first  by  Dr. 
Hessell  and  later  by  Dr.  W.  H.  Stewart,  though 
this  method  in  very  exceptional  cases  has  some 
advantages. 

Ordinary  aneurisms  are  usuallv  recognized 
without  difficulty,  as  their  pulsation  is  quite  dis- 
tinct. Dissecting  aneurisms,  enlarged  mediastinal 
glands,  neoplasms  and  substernal  thyroids  offei 
serious  difficulties  at  times  in  differential  diagnosis. 
A careful  history,  with  other  clinical  and  labora- 
tory findings,  is  then  essential  to  the  correct  in- 
terpretation of  the  radiograph. 


In  a recent  case,  with  symptoms  of  esopha- 
geal partial  obstruction,  the  radiograph  showed 
i distinctly  enlarged  aortic  arch,  pressing  upon 
the  esophagus,  which  was  obstructed  just  at  this 
point.  It  was  thought  at  first  that  the  obstruc- 
tion was  caused  by  pressure  from  the  aorta,  but 
a second  examination  showed  an  irregular  indenta- 
tion of  the  posterior  wall  of  the  esophagus,  typical 
of  carcinoma.  A blood  examination  gave  a 
strongly  positive  Wassermann  and  the  question 
rf  whether  the  obstruction  was  specific  or  malig- 
rar.t  presented.  Energetic  antisyphilitic  treatment 
did  not  influence  the  condition  and  the  patient 
succumbed  some  weeks  later. 

It  is  in  diagnosing  early  chest  tuberculosis,  how- 
ever, where  skill  and  good  judgment  are  required 
as  well  as  first  class  equipment.  One  of  the  most 
difficult  problems  is  to  distinguish  in  some  cases 
between  active  and  latent  or  healed  lesions,  but 
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Fig.  3.  Female,  aged  21  years,  with  numerous  soft  tubercles  in  region  of  each  hilus.  Interlobar  adhesions  be- 
tween upper  and  middle  lobes  of  right  side.  Whole  lower  half  of  right  lung  area  (middle  lobe)  shows  darkening  of 
linear  markings  or  slight  congestion.  No  tubercles  except  near  hilus.  Apices  clear. 


in  a large  majority  of  cases  the  information  gained 
from  the  plates  and  fluoroscopic  screen  enables  one 
to  arrive  at  a definite  conclusion  without  difficulty. 

In  a communication  to  the  American  Journal 
of  Roentgenology,  from  Drs.  Bissell  and  Rich- 
ards, in  which  their  conclusions  are  based  upon  a 
study  of  two  hundred  and  nineteen  cases  in  the 
past  three  years,  it  is  stated  that  the  earliest  and 
only  characteristic  roentgen  signs  of  pulmonary 
tuberculosis  are  minute  islets  of  increased  density 
which  tend  to  group  themselves  in  a typical  man- 
ner in  certain  elected  localities  in  the  lungs. 
‘‘Tubercles,”  then,  from  a roentgenologic  stand- 
point they  say,  “are  very  soft  and  faint,  often 
requiring  the  experienced  eye  to  detect  them,  and 
their  first  points  of  election  appear  to  be  (a)  in 
the  first  and  second  spaces  near  the  median 
triangle,  and  (b)  toward  the  periphery  of  the 
lung  near  the  angle  of  the  scapula.  If,  as  fre- 
quently happens  in  an  active  lesion,  there  be  an 
accompanying  exudate  of  fibrin,  serum,  and 
lymphocytes,  the  area  surrounding  these  tubercle^ 


is  cloudy  in  comparison  with  other  areas  in  the 
lung  field.” 

Gohn’s  belief,  that  glandular  changes  at  the 
hilus  are  secondary  and  that  the  primary  focus 
is  somewhere  in  the  lung  itself  but  rarely  if  ever 
in  the  apex,  is  in  conformity  with  the  opinions 
of  Bissell  and  Richards  and  other  independent 
workers  in  Europe  and  America. 

Prof.  Wenckebach,  of  Strassburg,  says:  “X-rays 
show  that  tubercle  begins  in  most  cases  not  at 
the  apex,  but  at  the  hilus,  though  not  infrequently 
what  are  probably  early  foci  are  also  found  in  the 
lower  lobes.” 

He  proceeds  to  describe  the  early  appearance 
of  tubercles  as  mottled  patches  in  the  region  of 
the  hilus,  accompanied  by  the  increased  density 
of  the  lymph  channels  and  peribronchial  tissues, 
the  so-called  Sturtz’s  strands,  extending  outward 
from  the  hilus  shadow,  with  submiliary  tubercles 
or  groups  of  tubercles  along  the  course  of  the 
strands. 

Dr.  Kennon  Dunham,  of  Cincinnati,  who  has 
studied  more  than  two  thousand  cases  in  con- 
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Fig.  4.  Male,  aged  22  years,  showing  upper  lobes  of  both  lungs  thickly  studded  with  tubercles.  Near 
right  apex,  indistinctly  shown  in  halftone,  are  three  small  cavities. 


junction  with  men  in  the  Cincinnati  Tuberculosis 
Sanatorium,  Johns  Hopkins  Hospital  and  Eppen- 
dorf  Krankenhause,  does  not  give  a clear  descrip- 
tion of  incipient  tuberculosis  and  almost  ignores 
what  appears  to  me  the  most  distinctive  character- 
istic of  tuberculosis,  that  is,  the  formation  of 
tubercles. 

He  contents  himself  with  a description  of  the 
changes  in  the  density  and  size  of  hilus  shadows, 
heavy  trunks  and  linear  markings,  which  changes 
are  found  not  only  in  rather  advanced  cases  of 
tuberculosis,  but  as  well  in  many  non-tuberculous 
conditions.  He  says:  “In  describing  the  char- 

acter of  these  linear  markings  we  have  used  the 
terms,  ‘reach  the  periphery’,  ‘radiating,’  ‘matted,’ 
‘interwoven,’  ‘with  large  or  small  mesh,’  ‘of  in- 
creased density,’  ‘broadened,’  ‘studded,’  and 
‘blotted  out,’  which  carry  their  own  meaning. 
This  is  the  language  of  definition  to  be  used,  and 
in  it  I shall  describe  the  difference  between  the 
normal  and  the  tuberculous  chest”. 

Drs.  Fred  H.  Heise  and  Homer  L.  Sampson, 
of  the  Adirondack  Cottage  Sanitarium,  beautifully 
described  the  changes  following  the  invasion  of 
the  lungs  by  the  tubercle  bacillus,  which  invasion 
may  be  aerogenic,  lymphogenic  or  hemogenic,  and 


in  any  event  the  formation  of  the  tubercle  takes 
place.  If  the  infection  be  progressive,  the  tuber- 
cles enlarge,  are  surrounded  by  an  area  of  inflam- 
mation and  result  in  caseation  or  ulceration ; if 
retrogressive,  the  change  is  fibrosis  and  calcifi- 
cation. 

Tuberculosis  is  essentially  the  formation  of 
tubercles  and  there  is  no  other  disease  that  I know 
of  with  which  these  tubercles  may  be  confused. 
In  the  lung-field,  surrounded  by  air  cells,  the 
tubercles,  even  when  minute  in  size,  stand  out 
clearly  on  the  plate.  They  are  in  fact  very 
minute  areas  of  consolidation  and  the  coalescence 
of  many  of  them  give  eventually  larger  areas  of 
consolidation. 

My  observations  are  based  largely  on  my  more 
recent  work,  consisting  of  over  three  hundred 
cases  examined  during  the  last  eighteen  months, 
and  among  these  there  are  six  cases  of  acute  mili- 
ary tuberculosis  in  which  the  entire  area  of  both 
lungs  is  thickly  and  evenly  dotted  with  thousands 
of  tubercles  of  a nearly  uniform  size  in  each  par- 
ticular case,  but  varying  in  size  in  the  different 
cases.  In  one  case  they  are  practically  all  from 
one  to  two  millimeters  in  diameter,  while  in  an- 
other they  are  all  approximately  five  millimeters 
in  diameter. 
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Fig.  5.  Girl,  aged  11  years.  Acute  miliary  tuberculosis  with  entire  area  of  both  lungs,  including  the  apices 
and  outermost  portions  of  both  lungs,  thickly  studded  with  small  tubercles,  showing  plainly  through  the  dome  of  the 
liver,  through  heart  shadow  and  ribs,  and  in  the  apices  through  the  bony  structures.  A tired  feeling  and  a little  fever 
were  the  only  symptoms.  Physical  signs  were  negative.  Tonsils  were  removed  without  benefit.  The  x-ray  disclosed 
the  disease.  The  child  lived  forty  days  after  diagnosis  was  made. 


it  is  here  that  we  may  study  the  x-ray  charac- 
teristics of  the  tubercle  ad  libitum.  Their  dis- 
tribution, size,  shape,  density,  and  coalescence  in 
spots  may  be  studied  here  with  a certainty.  In 
unmistakable  cases  of  tuberculosis,  presenting  a 
cavity  surrounded  by  an  area  of  lung  dotted  with 
tubercles,  as  shown  in  one  of  the  illustrations,  one 
may  again  study  the  characteristics  of  the  tubercle 
with  certainty. 

All  of  the  x-ray  signs  as  given  to  us  by  the 
various  workers,  such  as  enlarged  and  abnormal 
hilus  markings,  heavy  trunks,  increased  linear 
markings,  presenting  mottled,  interwoven  appear- 
ances, etc.,  retractions  of  viscera,  pleural  adhe- 
sions, restricted  respiratory  movements,  etc.,  are 
of  value  in  general,  in  arriving  rt  conclusions, 
but  in  an  effort  to  distinguish  the  active  from  la- 
tent or  healed  cases,  enough  has  not  been  said  of 
the  great  importance  attaching  to  the  presence  of 
the  distinctive  tubercles. 

The  small,  rounded,  soft  shadows  lying  within 


an  area  of  very  slightly  increased  density,  with 
accentuation  of  the  linear  markings  extending 
outward  and  hazy  appearance  of  intervening  tis- 
sue, practically  always  means  an  active  focus,  and 
it  is  in  the  determination  of  activity  that  we  are 
particularly  interested.  When  making  examina- 
tions the  roentgenoscope  should  always  be  used 
first,  as  it,  with  the  configuration  of  the  chest, 
will  determine  the  position  of  the  patient  when 
the  plates  are  made.  In  individual  cases  it  may 
often  be  of  especial  advantage  to  have  the  plate 
behind  or  in  front  or  the  patient  standing  or  lying 
down  when  the  exposure  is  made  or  the  stereos- 
copic views  are  taken. 

It  is  my  opinion  that  rapid  work  in  the  chest 
is  as  essential  to  correct  interpretations  as  it  is 
in  the  study  of  gastric  and  duodenal  conditions. 
Most  anything  in  the  x-ray  line  will  show  the 
gross  lesions,  but  the  pulsation  of  the  heart,  aorta 
and  large  pulmonary  vessels  with  involuntary  res- 
piratory movements  will  often  obliterate  the  fine 
markings,  making  a correct  interpretation  futile. 
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Fig:.  G.  Infant  of  right  months,  with  large  excavation  in  left  lung  Just  above  cavity  is  a mass  of 
tubercles.  On  margin  of  cavity  and  through  heart  shadow  are  seen  two  areas  of  consolidation.  Below  cavity 
the  base  of  the  lung  is  studded  with  tubercles.  A mass  of  tubercles  near  heart  shadow  in  right  lung.  Apices 
clear.  Note  width  of  mecliastianal  shadow  above  heart,  due  tc  mass  of  caseous  glands  around  the  trachea  and 
its  bifurcation. 


Fig.  7.  A young  adult,  male,  with  whole  lower  left  lobe  thickly  studded  with 
tubercles,  a number  of  which  have  coalesced  and  formed  a caseous  mass  which  is  soften- 
ing in  center  and  will  soon  form  a cavity.  Lower  right  lung  studded  with  tubercles, 
and  above  is  seen  a cavity,  draining  into  right  bronchus.  Apices  clear. 
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THE  USE  OF  THE  X-RAY  AS  AN  AID  IN 
THE  DIAGNOSIS  OF  PULMON- 
ARY TUBERCULOSIS  * 

By  Ray  W.  Matson,  M.  D., 

PORTLAND,  ORE. 

Aside  from  the  incidents  of  war,  tuberculosis 
is  still  the  greatest  destroyer  of  mankind ; its 
recognition  and  eradication  is,  therefore,  one  of 
the  most  important  tasks  of  the  physician.  For 
the  cure  of  this  disease  an  accurate  diagnosis  is 
necessary.  During  recent  years  great  advance- 
ment has  been  made,  not  only  in  refinement  of 
technic  of  the  physical  examination,  but  also  in 
the  development  of  valuable  adjuncts.  In  this 
age  of  scientific  refinement  it  behooves  the  phy- 
sician to  use  every  aid  at  his  command,  not  only 
for  the  identification  of  this  disease  but  for  the 
recognition  of  its  anatomic  distribution,  in  order 
to  institute  a rational  therapy. 

The  results  of  the  physical  examination  at  its 
best,  even  in  the  hands  of  an  expert,  are  at  times 
difficult  to  interpret.  The  physical  findings  in 
some  healthy  individuals  may  be  simulated  in 
some  cases  of  hopeless  tuberculosis.  Findings 
normal  to  one  individual  may  be  associated  with 
changes  of  the  gravest  character  in  another.  Un- 
less one  is  kept  in  constant  practice,  the  results 
of  the  physical  examination  are  likely  to  be  mis- 
leading or  uncertain. 

It  is,  therefore,  with  pleasure  that  we  accept 
the  x-ray  as  an  important  and  indispensable  aid. 
As  a result  of  our  experience  with  the  x-ray,  .care- 
fully controlled  by  previous  physical  examinations 
and  many  autopsies,  we  are  convinced  that  it 
supplies  invaluable  information  regarding  the  lo- 
cation, character  and  extent  of  the  disease,  thus 
confirming  the  result  of  our  physical  examina- 
tion and  furnishing  objective  proof  of  its  correct- 
ness. It  reveals  the  effect  of  tuberculosis  upon 
other  structures  within  the  chest  cavity.  Espe- 
cially interesting  are  retractions  of  the  heart, 
great  blood  vessels,  trachea  and  esophagus. 

While  it  has  been  thought  that  palpation  of 
the  trachea  in  the  neck  gives  a clew  to  its  course 
in  the  chest,  it  is  certain  that  this  method  is  not 
to  be  compared  with  careful  plating  for  the  de- 
termination of  the  exact  position.  The  x-ray 
supplies  information  which  enables  one  to  foretell 
with  greater  accuracy  the  probable  course  of  the 
disease.  For  instance,  in  cases  of  extensive  di 

*Read  before  the  Forty- first  Annual  Meeting  of  Oregon  State 
Medical  Association,  Portland,  Ore.,  Sept.  11-12,  1915. 
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sease  of  one  lung  with  compensatory  changes  in 
the  other,  the  respiratory  sounds  are  so  altered 
that  it  is  difficult  to  determine  the  extent  of  di- 
sease; especially  so,  when  as  a result  of  these 
changes,  an  impairment  of  the  percussion  note  or 
rales  is  not  present.  In  cases  of  this  type  we  have 
always  to  suspect  a bronchogenic  infection  of  a 
central  portion  of  the  lung,  and  the  x-ray  reveals 
the  extent  and  character  of  this  infection  with  a 
degree  of  certainty  not  otherwise  attainable. 
Many  times  the  plate  shows  changes  far  more  ex- 
tensive than  could  be  determined  by  physical  ex- 
amination alone,  and  this  is  of  prognostic  impor- 
tanqe.  Whereas  only  isuperficial  parts  of  the 
lung  parenchyma  are  accessible  to  the  ordinary 
physical  examination,  the  x-ray  permits  investi- 
gation of  centrally  located  portions,  especially 
around  and  about  the  hilus. 

In  tuberculosis  justifying  surgical  interference, 
the  use  of  the  x-ray  is  indispensable.  In  cases  se- 
lected for  artificial  pneumothorax  we  have  found 
it  of  tremendous  value  in  observing  the  degree  of 
lung  compression  and  the  influence  of  same  upon 
the  mediastinal  contents,  presence  or  absence  of 
adhesive  bands,  etc.  The  healing  or  advance- 
ment of  the  disease  can  be  watched  by  means  of 
the  x-ray,  and  plates  taken  at  various  intervals 
furnish  a photographic  record  of  the  case.  A 
comparison  of  these  plates  is  an  interesting  study. 
In  children  particularly,  where  ordinary  physical 
examination  is  difficult,  it  is  extremely  useful,  and 
its  value  in  the  case  of  infants  cannot  even  be 
surpassed  by  the  physical  examination  in  cases 
where  tuberculosis  must  be  eliminated. 

The  x-ray  findings  must  be  interpreted  with 
great  caution  and  only  by  one  thoroughly  familiar 
with  the  pathology  of  tuberculosis  infection ; 
the  interpretation  must  be  done  by  the  clinician 
himself.  One  cannot  differentiate  active  from  in- 
active tuberculosis  by  means  of  the  x-ray  alone; 
we  have  many  cases  which  have  been  under  ob- 
servation many  years,  with  inactive  tuberculosis 
wherein  the  x-ray  shows  findings  not  to  be  dif- 
ferentiated from  cases  of  active  tuberculosis  with 
all  the  clinical  and  physical  findings.  The  x-ray 
supplies  a shadow  corresponding  in  size  to  the 
extent  of  the  disease.  The  distribution  of  this 
shadow  corresponds  with  the  distribution  of  the 
pathologic  lesion ; therefore,  a knowledge  of 
pathology  is  necessary  for  correct  interpretation 
of  the  x-ray  findings.  The  distribution  of  lesions 
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in  miliary  tuberculosis,  disseminated  confluent 
tubercle,  caseous  pneumonia,  peribronchial  tuber- 
culosis, etc.,  are  more  or  less  constant  in  the 
section  room,  and  the  plate  is  nothing  more  than 
a negative  of  the  shadows  produced  by  these 
lesions. 

He  who  attempts  the  interpretation  of  find- 
ings without  a knowledge  of  the  pathologic  dis- 
tribution of  lesions  will  make  mistake  after  mis- 
take. In  the  recognition  of  tuberculosis  of  the 
tracheobronchial  lymph-glands,  the  x-ray  is  of 
value  equal  to  or  superior  to  the  physical  ex- 
amination. 

One  must  use  great  caution  in  diagnosing  cav- 
ities as  the  result  of  the  plate  alone.  Adhesive 
bands,  when  circularly  arranged,  so  closely  re- 
semble cavities  that  even  an  expert  will  make 
mistakes  if  his  work  is  not  controlled  by  the 
physical  examination  and  clinical  history.  We 
have  proven  the  nature  of  these  shadows  in  our 
lung  compression  work  with  roentgenologic 
studies.  In  many  cases  of  this  type  we  have  seen 
these  adhesive  bands  enlongated,  accompaned  by 
pain  and  high  manometer  readings  under  the  in- 
fluence of  gas  pressure,  followed  by  rupture,  re- 
lief of  pain,  low  manometer  reading,  the  x-ray 
showing  that  the  bands  had  ruptured. 

The  diagnosis  of  miliary  tuberculosis  by  means 
of  a plate  alone,  in  our  opinion,  cannot  with  ab- 
solute certainty  be  made.  Our  contention  is  sup- 
ported by  the  findings  in  the  following  case:  A 

man  of  35  complained  of  illness  of  three  weeks’ 
duration,  wth  clinical  history  of  ordinary  cold ; 
the  sputum  was  T.  B.  positive;  the  plate  showed 
disseminated,  sharply  defined  spots  with  a dif- 
fuse border,  corresponding  exactly  in  size,  shape 
and  distribution  to  miliary  tubercle.  The  roent- 
genologist would  unhesitatingly  diagnose  miliary 
tuberculosis.  If,  however,  we  examine  the  case 
more  carefully,  we  find  the  patient  is  fever-free, 
pulse  normal,  no  dyspnea,  and  the  patient  looks 
and  feels  decidedly  unlike  a case  of  miliary  tu- 
berculosis. The  physical  examination  reveals  im- 
pairment over  the  right  apex,  with  fine  crackling 
rales  and  bronchovesicular  breathing;  over  re- 
maining portion  of  both  lungs  the  breathing  was 
sharp,  vesicular,  with  fine  crackle  at  end  of  in- 
spiration— findings  not  incompatable  with  diag- 
nosis of  miliary  tuberculosis.  However,  when 
we  learn  that  the  patient  is  a miner  and  that 
during  the  six  months  of  our  observation  the  x- 


ray  findings  have  remained  unchanged,  and  at  no 
time  has  he  presented  any  clinical  signs  of  miliary 
tuberculosis,  we  are  forced  to  diagnose  this  as  a 
case  of  tuberculosis  of  the  right  apex  and  pneu- 
moconiosis, the  latter  condition  accounting  for 
the  spot-like  shadows. 

In  conclusion,  let  me  emphasize  the  importance 
of  the  clinician  familiarizing  himself  with  the  in- 
terpretation of  the  x-ray  findings.  The  x-ray, 
like  all  diagnostic  adjuncts,  must  be  used  with 
intelligence,  skill  and  caution.  One  cannot  pos- 
sibly diagnose  active  tuberculosis  by  means  of 
the  x-ray  alone,  any  more  than  he  can  say  that, 
because  diphtheria  bacilli  are  found  in  the  mouth 
the  patient  has  diphtheria;  or  because  a person 
gives  a positive  Widal,  that  his  illness  is  typhoid; 
he  may  have  tuberculosis,  yet  have  had  typhoid ; 
or  because  a patient  with  a tumor  gives  a posi- 
tive Wassermann,  that  the  tumor  is  specific.  The 
roentgenologist,  like  the  laboratory,  supplies  in- 
formation but  the  physician  himself  must  inter- 
pret it.  The  x-ray  findings  alone  must  never  be 
utilized  for  the  diagnosis  of  tuberculosis,  but 
always  considered  in  conjunction  with  an  accur- 
ate clinical  history  and  careful  physical  examina- 
tion. It  is  of  value  chiefly  in  controlling,  con- 
firming and  proving  objectively  the  correctness  of 
our  physical  examination. 


TUBERCULIN  THERAPY* 

By  E.  S.  Jennings,  B.  S.,  M.  D., 

SPOKANE.  WASH. 

The  first  studies  in  tuberculin  therapy  were 
made  by  Robert  Koch.  In  his  address  of  Aug.  4, 

1890,  before  the  International  Medical  Congress, 
in  Berlin,  he  simply  announced  his  discovery.  In 
his  two  articles  of  November,  1890,  and  January, 

1891,  he  published  his  full  data  on  tuberculin. 
At  this  time  he  was  just  entering  on  the  vast  field 
of  tuberculin  therapy  and  yet  these  articles  show, 
especially  by  incorporated  precautions  regarding 
dosage,  reactions  and  selection  of  cases,  what  a 
wonderful  grasp  he  had  of  his  subject. 

Disregarding  all  Koch’s  precautions  in  regard 
to  dosage,  reactions  and  selection  of  cases,  there 
then  began  the  overzealous  tuberculin  era  that 
wrought  such  havoc.  It  was  only  a very  short 
time,  due  to  misguided  usage,  until  tuberculin  was 
almost  universally  discredited.  Just  a very  few 

♦Read  before  Third  Triennial  Meeting  of  State  Medical  As- 
sociations of  Idaho,  Oregon  and  Washington,  Lewiston,  Ida., 
Oct.  13-15,  1915. 
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research  men  remained  loyal.  It  was  not  until 
Wright,  in  1903,  advanced  his  theories  on  the 
opsonic  index,  proper  dosage  and  intervals  between 
doses,  that  tuberculin  began  to  be  generally  used 
again. 

Koch’s  original  theory  regarding  the  curative 
action  of  tuberculin  was  wrong  in  some  respects. 
He  advanced  his  theory  in  the  following  charac- 
teristic simplicity:  “Without  feeling  absolutely 

certain,  I am  of  the  opinion  that  the  best  explana- 
tion is  as  follows:  The  tubercle  bacilli  produce 

during  their  growth  in  living  tissue,  likewise  in 
artificial  cultures,  certain  substances  that  influence 
the  living  elements  surrounding  them,  that  is,  the 
cells  of  the  various  organs.  In  these  tissues  is 
found  a substance  that  in  a certain  concentration 
destroys  protoplasm  or  so  changes  it  that  it  is 
transformed  into  a condition  that  has  been  de- 
scribed as  coagulation  necrosis  by  Weigert.  In 
this  tissue  that  has  become  necrotic,  the  tubercle 
bacillus  often  finds  nutritive  conditions  so  unfa- 
vorable that  it  is  no  longer  able  to  grow  and 
finally  dies.” 

Koch  was  right  in  his  belief  that  tuberculin 
has  no  specific  action  on  the  tubercle  bacilli  them- 
selves, but  wrong  in  believing  that  it  exerted  a 
necrotic  action  on  tuberculous  tissue. 

Bandelier  and  Roepke’s  late  work  subdivides 
the  curative  action  of  tuberculin  under  three 
heads. 

( 1 ) The  establishment  of  a toximmunity, 

(2)  The  focal  reaction  or  local  hyperemia  of 
tuberculous  tissue, 

(3)  The  formation  of  antibodies. 

After  experimenting  with  both  live  and  dead 
tubercle  bacilli  in  the  inoculation  of  animals, 
Koch  succeeded  in  obtaining  a solution  of  the 
filtrate  of  dead  bacilli  in  glycerine.  His  own 
words  are:  “It  took  a great  deal  of  time  and 
much  pains  before  I finally  succeeded  in  pro- 
ducing a forty  to  fifty  per  cent,  glycerine  solution, 
containing  the  active  substances  of  the  tubercle 
bacilli.”  This  is  the  original  old  tuberculin. 

Since  then  Koch  has  brought  out  two  new 
tuberculins,  differing  in  the  mode  of  preparation. 
Numbers  of  research  men  have  added  their  pre- 
parations, each  claiming  particular  virtues.  The 
fact  is  that  any  and  all  of  these  when  properly 
handled  get  results.  Some  of  these  preparations 
are  Koch’s  three;  old  tuberculin,  tuberculin  “R” 
and  bacillus  emulsion ; Deny’s  bouillon  filtrate ; 
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Spengler’s  bovine  tuberculin ; Beraneck’s  tuber- 
culin, etc. 

When  one  of  the  standard  preparations  has 
been  selected  for  use,  the  dilutions  should  be  made 
up  from  the  original.  Undated  serial  dilutions 
of  the  different  biological  houses  should  not  be 
tolerated. 

Bandelier  and  Roepke  in  regard  to  serial  dilu- 
tions say:  “The  physician  employing  tuberculin 

in  therapy  should  not  seek  to  avoid  the  small 
amount  of  labor  involved  in  preparing  the  dilu- 
tions himself.  More  and  more  workers  assert 
that  there  is  often  a great  difference  between  per- 
sonally prepared  and  bought  dilutions  in  favor  of 
the  former.  This  is  a question  of  weakening  by 
keeping  the  ready-made  dilutions  too  long  in  stock. 
This  calls  for  care.  If  ready-made  dilutions  are 
bought  these  must  bear  the  date  of  preparation.” 

Pettit,  of  Ottawa,  111.,  in  his  monograph  of 
March,  1913,  says:  “Tuberculin  should  be  pur- 

chased in  concentrated  form  and  the  physician 
should  make  his  own  dilutions  fresh  each  time 
the  tuberculin  is  used.  The  potency  of  the  various 
tuberculins  is  retained  in  the  concentrated  form 
for  five  or  six  months,  but  it  is  lost  in  the  diluted 
form  much  more  rapidly.  Hence  the  use  of 
serial  dilutions  as  put  out  by  some  of  the  large 
drug  houses  is  to  be  condemned. 

“It  is  impossible  for  the  physician  to  accurately 
gauge  his  dosage  in  passing  from  one  dilution  to 
another  one,  due  to  the  difference  in  the  rapidity 
of  deterioration,  and  dangerous  mistakes  can  and 
have  been  made.” 

Personally  we  use  the  Lucius  and  Bruning 
preparation  of  Koch’s  old  tuberculin.  For  con- 
tainers for  the  serial  dilutions  we  use  four  dark- 
colored,  half-ounce  bottles  numbered  from  one  to 
four;  as  a diluent  a sterile  one-half  of  one  per 
cent,  solution  of  phenol;  and  as  a diluting  instru- 
ment simply  a Cutter  tuberculin  syringe,  which 
is  graduated  both  in  minums  and  fractions  of  a cc. 

In  making  dilutions  we  place  2 54  cc.  °f  diluent 
in  each  of  the  four  bottles.  From'  the  concen- 
trated original  tuberculin  we  add  V\  cc.  to  bottle 
No.  1,  making  a 1 to  10  dilution.  After  shaking 
this  dilution  well,  and  thoroughly  cleansing  the 
syringe  with  the  phenol  solution  to  get  rid  of  any 
of  the  concentrated  tuberculin,  we  add  54  cc.  °f 
dilution  No.  1 to  bottle  No.  2,  making  a 1 to  10 
dilution  of  No.  1 in  bottle  No.  2,  and  so  on  up 
to  dilution  No.  4.  We  keep  our  dilutions,  diluent 
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and  syringes  in  a wall  formalin  sterilizer,  where 
they  are  ready  for  use.  Fresh  dilutions  are  made 
at  least  once  a week.  The  initial  dose  of  tuber- 
culin should  be  small  enough  not  to  produce  any 
reaction.  Using  old  tuberculin,  our  initial  dose 
is  .00001  of  a cc.  of  the  concentrated  solution, 
which  in  our  serial  dilutions  is  represented  by 
1/10  of  one  cc.  of  dilution  No.  4.  This  initial 
dose  should  gradually  be  increased  at  from  four 
to  seven  day  intervals.  The  increasing  doses 
should  be  kept  within  the  bounds  of  slight  local 
reaction.  The  only  satisfactory  way  to  give  tuber- 
culin is  subcutaneously.  Some  men  have  tried 
giving  it  per  mouth  and  have  obtained  reactions 
but  this  method  has  not  met  with  approval. 

There  are  three  types  of  tuberculin  reactions, 
local,  focal  and  general.  Local  reaction  occurs 
at  the  site  of  injection  and  is  marked  by  swelling, 
redness,  induration,  and  tenderness.  Focal  reac- 
tion, which  consists  of  hyperemia  of  the  involved 
area,  may  be  observed  in  lesions  of  the  eye  and 
throat,  and  in  pulmonary  tuberculosis  is  marked 
by  temporary  increase  in  cough  and  expectoration. 
General  reaction  is  indicated  by  rise  in  tempera- 
ture, malaise,  headache  and  pain  in  back  and  limbs. 

During  the  course  of  tuberculin  treatment  gen- 
eral reactions  should  be  avoided.  If  a general 
reaction  does  occur,  treatment  should  be  discon- 
tinued for  two  weeks  or  until  all  symptoms  have 
disappeared  and  then  the  dose  should  be  decreased. 
Slight  local  reactions  generally  accompany  each 
injection  and  when  slight  may  be  disregarded. 

In  the  selection  of  patients  for  tuoerculin  treat- 
ment there  is  a wide  divergence  of  opinion.  Al- 
though the  great  majority  of  men  believe  in  the 
strict  selection  of  cases,  others  believe  that  all 
tuberculous  patients,  except  those  in  the  very  last 
stages  of  the  disease,  should  have  the  benefit  of 
tuberculin. 

Regarding  contraindications  to  tuberculin  treat- 
ment, Pettit  says:  “The  most  important  contra- 

indication to  the  use  of  tuberculin  is  the  lack  of 
control  of  the  patient  and  tuberculin  should  never 
be  given  where  proper  regulation  is  not  possible. 
This  applies  to  careless  and  unreliable  patients  in 
all  ranks  of  life  and  not  necessarily  the  poor  and 
ignorant.  Inability  to  control  and  observe  the 
patient  accounts  for  many  of  the  failures  of  tuber- 
culin treatment  by  the  physician  in  general  prac- 
tice.” 

Cases  of  pulmonary  tuberculosis  accompanied  by 


more  or  less  continual  fever  are,  even  in  the 
earliest  stages,  no  object  for  ambulant  tuberculin 
treatment.  Those  patients  who  are  badly  nour- 
ished and  who  are  losing  weight  will  not,  as  a 
rule,  do  well  under  tuberculin  treatment. 

Tuberculin  has  overstepped  the  bounds  of  pul- 
monary and  has  invaded  the  field  of  surgical  tuber- 
culosis. Petruschky  and  Kramer  report  100  per 
cent,  of  cures  in  glandular  tuberculosis,  where  the 
disease  was  closed,  and  the  great  majority  of  Ger- 
man authors  report  very  favorably  in  cases  of  bone 
and  joint  disease. 

J.  B.  Murphy  has  not  operated  on  cervical 
glandular  tuberculosis  in  eight  years.  If  the  glands 
are  broken  down  when  he  sees  the  patient,  he 
makes  a small  dissection  and  cures  these  and  all 
closed  cases  with  tuberculin. 

Wilms  says:  “The  surgeon  who  rejects  tuber- 

culin therapy  loses  thereby  a very  efficacious  rem- 
edy which  I consider  more  valuable  than  iodoform, 
glycerine,  stasis,  etc.,  and  which  can  only  be  com- 
pared with  roentgen  treatment.  I am  convinced 
that  the  conservative  treatment  of  tuberculosis,  in 
distinction  to  the  surgical  methods  still  generally 
practised,  will  gain  ground  year  by  year.” 

Every  one  of  us  owes  it  to  himself  and  to  our 
profession  to  familiarize  himself  with  the  use  of 
tuberculin  in  ambulant  practice.  Bandelier  and 
Roepke  who  have  written  the  classic  on  tuberculin 
thus  express  themselves:  “The  opponents  of  am- 

bulant treatment  undoubtedly  overestimate  the 
difficulties  of  specific  therapy  of  tuberculosis.  In 
any  case  they  are  not  so  great  that  they  cannot  be 
overcome  by  all  doctors  who  daily  have  more 
difficult  tasks  put  before  them.  Careful  observa- 
tion of  the  temperature,  correct  valuation  of  the 
subjective  troubles,  continuous  control  of  the  ob- 
jective conditions,  of  the  pulse  and  the  weight  are 
the  most  important  factors  in  tuberculin  treat- 
ment, and  at  the  same  time  their  guiding  lines. 
Do  not  let  us  forget  that  today  we  are  only  dealing 
with  the  mild  method  of  administration,  if  pos- 
sible without  reaction,  to  gain  success  in  which, 
in  addition  to  the  points  just  mentioned,  time  is 
the  most  important  factor.  The  man  who  can 
take  his  time  in  increasing  the  dose  and  in  the 
sequence  of  the  injections  will  never  do  any  harm ; 
and  the  general  practitioner  has  this  time,  as  the 
patient  can  quietly  proceed  with  the  duties  of  his 
calling.” 
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AUTOSEROTHERAPY  VERSUS  ARTIFI- 
CIAL PNEUMOTHORAX  IN  THE 
TREATMENT  OF  PLEURISY 
WITH  EFFUSION* 

By  E.  A.  Pierce,  M.  D., 

PORTLAND,  ORE. 

So  convincing  have  been  the  results  of  an  ex- 
tensive review  of  the  etiology  and  treatment  of 
pleurisy,  that  from  50  to  80  per  cent,  of  all  idio- 
pathic pleurisies  are  of  either  tuberculous  origin 
or  are  followed  by  tuberculosis,  that  this  paper 
is  presented  with  a view  of  urging  the  profession 
to  give  earnest  attention  to  this  oft-considered 
trivial  complaint. 

In  pleurisies  with  effusion  of  inflammatory 
origin,  the  pleura  is  almost  invariably  covered  by 
a dense  fibrinous  exudate.  In  the  non-inflamma- 
tory  condition  there  is  but  little  if  any  fibrinous 
exudate,  and  the  effusion  takes  place  by  a process 
of  transudation  from  the  vessels. 

Transudates  are  generally  transparent,  color- 
less or  a light  yellow.  They  are  alkaline  in  reac- 
tion. The  specific  gravity  is  from  1006  to  1018, 
according  to  the  amount  of  albumin  present,  this 
practically  being  never  over  three  per  cent.  The 
chief  proteins  are  albumin  and  globulin. 

Exudates  are  clear,  light  straw  color,  with  spe- 
cific gravity  above  1018,  containing  a large 
amount  of  fibrin,  some  red  cells,  a few  leucocytes 
and  large  endothelial  cells. 

Cytodiagnosis  demonstrates  that  the  fluid  of 
tuberculous  pleurisy  is  characterized  by  the  pres- 
ence of  an  excess  of  lymphocytes;  that  of  the  pleu- 
risies, dependent  upon  new  growths  and  the 
aseptic  pleurisies  accompanying  renal  and  cardiac 
disease,  by  shreds  of  endothelium;  and  that  of 
the  acute  infectious  pleurisies  by  polymorphonu- 
clear leucocytes,  a high  polymorphonuclear  cell 
count  of  60  to  90  per  cent,  indicating  an  infection 
by  the  pneumococcus.  These  facts  are  not,  how- 
ever, pathognomonic.  The  discovery  of  a marked 
lymphocytosis  in  the  fluid  is  certainly  of  some 
value  as  indicating  tuberculosis,  particularly  if  it 
be  associated  with  other  signs.  We  must  admit, 
however,  that  in  certain  non-inflammatory  exu- 
dates a very  extraordinary  degree  of  lymphocyto- 
sis may  be  present. 

Rivalta1  has  devised  an  interesting  test  for  the 
differentiation  between  exudates  and  transudates. 
A very  weak  solution  of  acetic  acid  (2  drops  of 

*Read  before  Third  Triennial  Meeting  of  State  Medical 
Associations  of  Idaho,  Oregon  and  Washington,  Lewiston,  Ida., 
Oct.  13-15,  1915. 
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glacial  acetic  acid  to  3.3  ounces  100  cc.  of  water) 
is  placed  in  a cylindrical  vessel.  A few  drops  of 
the  aspirated  fluid  are  dropped  into  this  solution. 
In  the  case  of  an  exudation,  a readily  visible,  light 
cloud  resembling  “cigarette  smoke”  will  appear  in 
the  path  of  the  descending  drops.  This  cloud  is 
due  to  the  precipitation  of  an  albuminous  body, 
and  is  entirely  absent  when  a transudation  fluid 
is  tested. 

Recent  investigations  reveal  an  increasing  per- 
centage of  idiopathic  pleurisies  to  be  of  tubercu- 
lous origin.  Jousset2  claims  to  have  found  the 
tubercle  bacilli  in  every  one  of  twenty-three  effu- 
sions investigated  by  his  digestive  method.  This 
report  is  most  extraordinarjr.  While  other  ob- 
servers have  failed  to  obtain  such  striking  results, 
it  is  generally  admitted  that  the  greater  percentage 
of  these  cases,  whether  with  or  without  effusion, 
are  of  tuberculous  origin. 

Allard  and  Kester3  report  2123  cases  of  phthisis, 
of  which  a history  of  idiopathic  pleurisy  was  ob- 
tained in  650.  Riviere4  reports  514  cases  of 
pleurisy  with  effusion,  followed  over  a number 
of  years,  in  which  47.7  per  cent,  developed  pul- 
monary tuberculosis.  In  a study  of  dry  pleurisy 
42  per  cent,  of  cases  were  found  to  have  devel- 
oped lung  disease.  Eighty-five  per  cent,  of  the 
total  number  of  cases  of  pleurisy  studied  report 
symptoms  of  pulmonary  disease  developed  within 
five  years  following  the  pleurisy. 

In  considering  the  treatment  of  pleurisy  with 
effusion  it  must  be  remembered  that  the  effusion 
should  not  be  allowed  to  remain  too  long  in  the 
pleural  sac,  for  its  presence  tends  to  increase  the 
organization  of  the  inflammatory  process  on  the 
surface  of  the  lung.  This  process  aids  in  the 
formation  of  tense  fibrinous  adhesions,  thus  lim- 
iting the  normal  function  of  the  lung.  Some 
writers,  however,  advise  leaving  the  effusion  over 
a long  period  of  time  in  order  to  act  as  a splint 
in  compressing  and  putting  to  rest  the  adjacent 
pulmonary  tissue. 

In  the  application  of  artificial  pneumothorax 
after  the  effusion  has  been  aspirated,  the  writer 
finds  many  objections. 

( 1 ) Pleurisy  with  effusion  is  a wide-spread 
disease  and  must  often  be  treated  at  the  bed  side 
by  the  physician,  sometimes  many  miles  from  the 
expert  with  suitable  equipment  and  experience 
for  performing  the  operation. 

(2)  The  method  even  in  the  hands  of  experts 
is  attended  with  danger. 
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(3)  Boit5  emphasizes  the  importance  of  the 
phagocytosis  and  the  bacteria-destroying  proper- 
ties of  the  endothelium  of  the  pleura.  When  this 
is  damaged  in  operation  or  by  injections  of  gas, 
the  organism  thus  loses  an  important  means  of 
defense. 

(4)  In  the  application  of  artificial  pneumo- 
thorax 100  cc.  of  nitrogen  gas  or  air  ordinarily 
absorb  in  twenty-four  hours,  thus  requiring  fre- 
quent renewals  in  order  to  keep  up  the  desired 
pressure  which  in  remote  districts  would  be  im- 
practicable. 

(5)  In  filling  the  pleural  sac  with  gas  there 
must  be  danger  of  compressing  some  of  the  healthy 
air  cells  which  collapse  much  more  easily  than 
infiltrated  tissue.  It  is  a well  established  fact 
that  collapsed  normal  air  cells  are  very  slow  to 
expand  after  being  collapsed  any  length  of  time. 

(6)  In  pleurisy  with  effusion  complicating 
pulmonary  tuberculosis,  where  pleural  adhesions 
are  present,  there  would  be  grave  danger  of  a 
tuberculous  focus  perforating  into  the  artificial 
pneumothorax.  Meyer6  reports  18  cases  of  pleu- 
risy with  effusion  which  followed  artificial  pneu- 
mothorax in  the  treatment  of  46  cases. 

Wilms,  in  Deutsche  Medizinische  Wochens- 
chrift,  of  April  2,  1914,  says  that  the  increasing 
application  of  artificial  pneumothorax  is  bound  to 
increase  the  number  of  empyemas,  as  an  effusion 
is  common  after  it,  and  this  effusion  is  liable  to 
become  infected  or  the  lung  be  unable  to  expand 
from  compression  by  it. 

The  question  how  autoserotherapy  promotes 
absorption  of  pleural  effusions  has  been  a source 
of  speculation  by  various  writers.  Some  are  under 
the  impression  that  all  the  reported  favorable 
cases  do  not  prove  that  the  subcutaneous  injection 
of  the  fluid  is  responsible  for  the  absorption  of  the 
exudate.  But  there  are  cases  in  which  repeated 
exploratory  punctures  and  even  tappings  are  not 
effective,  while  autoserotherapy  promptly  stimu- 
lated complete  absorption  of  the  exudate. 

Gilbert,7  the  originator  of  this  method,  be- 
lieves that  the  exudate,  especially  in  tuberculous 
pleurisy,  contains  the  specific  toxins  of  the  tubercle 
bacilli.  Some  think  that  the  exudate  contains 
specific  antibodies  which  accumulate  in  the  chest, 
and  that  when  injected  subcutaneously  they  are 
absorbed  immediately  into  the  circulation  and  exert 
an  influence  on  the  absorption  of  the  fluid.  Others 
think  that  there  is  in  pleurisy  an  accumulation 
of  autolytic  products  of  cell  metabolism  which, 


when  injected  subcutaneously,  bring  about  absorp- 
tion of  the  exudate. 

Zimmerman8  considers  the  results  of  autosero- 
therapy are  to  be  attributed  to  a reactive  leucocy- 
tosis  that  exerts  an  absorptive  influence  on  the 
exudate. 

Pfender9  considers  autoserotherapy  a reliable 
and  safe  method  of  treatment  for  all  forms  of 
serofibrinous  pleurisy,  and  he  recommends  its  em- 
ployment in  every  case  in  which  pyemic  infection 
is  absent.  He  analyzes  the  reports  of  565  cases 
of  serofibrinous  pleurisy  recorded  in  the  litera- 
ture since  1894,  of  which  424  were  cured  and  31 
benefited.  He  says  that  autoserotherapy  in  sec- 
ondary pleurisies  may  not  exert  any  beneficial 
effect  on  the  primary  cause  of  the  disease,  merely 
causing  a rapid  absorption  of  the  pleuritic  fluid. 
However,  in  incipient  tuberculous  conditions  it 
has  been  known  to  arrest  the  progress  of  this 
disease. 

Fishberg10  says  autoserotherapy  appears  to  be 
worthy  of  further  and  more  general  trial.  Con- 
sidering that  it  is  absolutely  devoid  of  any  danger, 
that  there  have  never  been  observed  the  slightest 
unfavorable  effects  on  a patient,  and  that  it  can 
be  performed  by  any  one  who  can  make  an  ordi- 
nary exploratory  puncture,  it  ought  to  be  tried  in 
every  case  of  pleural  effusion  in  which  the  fluid 
is  not  purulent.  Indeed,  inasmuch  as  in  prac- 
tically every  case  of  pleurisy  showing  signs  of 
effusion  exploratory  puncture  is  to  be  done  with 
a view  to  determining  the  character  of  the  fluid 
in  the  pleural  cavity,  it  is  advisable,  when  the 
contents  of  the  pleural  cavity  are  found  to  be 
serous,  that  the  needle  should  not  be  withdrawn 
completely  but  that,  when  its  point  is  brought  to 
the  subcutaneous  tissue,  it  should  be  injected  then 
and  there.  The  quantity  of  fluid  to  be  injected 
subcutaneously  need  not  be  very  large;  from  2 to 
5 cc.  is  quite  enough. 

In  favorable  cases  it  will  be  observed  that 
within  two  or  three  days  the  subjective  symptoms 
— the  pain,  the  dyspnea,  the  prostration,  etc. — 
will  be  ameliorated  or  will  entirely  disappear, 
while  physical  exploration  of  the  chest  will  show 
that  the  upper  level  of  the  fluid  will  be  lower 
than  it  was  before  the  injection.  Within  a week 
or  ten  days  the  fluid  in  the  chest  will  disappear 
altogether  in  about  80  per  cent,  of  cases.  In  some 
patients  it  may  be  necessary  to  repeat  the  treat- 
ment several  times  every  two  or  three  days  before 
any  salutary  effects  are  evident.  In  about  10  or 


386 


AUTOSEROTHERAPY PIERCE 


15  per  cent,  of  cases  this  mode  of  treatment  seems 
to  fail,  but  even  here  no  harm  is  done  to  the 
patient. 

The  technic  of  the  writer  is  as  follows:  Have 
patient  in  a sitting  position  with  the  fore-arm  of 
the  affected  side  across  the  top  of  the  head.  A 
glass  syringe  of  suitable  size,  armed  with  a rather 
long  needle  of  proper  gauge,  is  used.  Carefully 
select  a site  below  the  level  of  the  fluid  and,  hav- 
ing sterilized  the  skin  with  tincture  of  iodin, 
insert  the  needle  immediately  above  the  upper 
border  of  the  selected  rib,  thus  avoiding  the  artery 
and  nerve.  Having  inserted  the  needle  the  de- 
sired distance,  carefully  withdraw  the  piston  until 
5 to  10  cc.  of  fluid  are  obtained.  Should  no  fluid 
be  encountered,  insert  the  needle  further,  with- 
draw it  or  otherwise  manipulate  until  the  fluid 
is  found.  Great  care  should  be  observed  to  avoid 
puncturing  the  diaphragm.  Having  filled  the 
syringe  with  the  desired  quantity  of  fluid,  care- 
fully inspect  the  same  and,  if  it  be  found  to  be 
nonpurulent,  withdraw  the  needle  so  that  the 
point  remains  just  under  the  skin.  Then  reinsert 
the  needle  under  and  parallel  to  the  skin  into  the 
subcutaneous  tissue  and  inject  the  contents  of  the 
syringe.  Then  withdraw  the  needle  and  close 
the  puncture  with  adhesive  plaster  or  collodion. 

Should  the  fluid  prove  to  be  purulent,  do  not 
reinject  but  treat  the  case  surgically,  or  according 
to  the  method  of  Duncan  by  filtration  and  inges- 
tion. A discussion  of  this  is  outside  the  bounds 
of  the  present  paper.  An  all-glass  syringe  of  10 
cc.  capacity  and  fitted  with  a slip  point,  18  gauge 
Leur  needle  is  preferable  to  a glass  and  metal 
syringe  fitted  with  a threaded  needle. 

The  quantity  of  fluid  which  should  be  rein 
jected  varies  with  the  amount  of  fluid  in  the  chest 
and  the  age  of  the  patient.  In  an  adult  with  a 
large  effusion  10  cc.  is  given  as  the  initial  injec- 
tion, and  repeated  every  three  to  ten  days  accord- 
ing to  indications.  As  long  as  the  fluid  is  receding 
do  not  reinject  but,  when  the  improvement  from 
a previous  injection  ceases,  a reinjection  is  indi- 
cated. Careful  physical  examination — ausculta- 
tion and  percussion — made  every  day  or  every 
second  day  will  give  the  desired  information  as 
to  when  to  repeat. 

No  contraindications  have  been  noted  and  a 
careful  and  extensive  study  of  the  literature  fails 
to  find  mention  of  any  such.  Asceptic  technic 
should  be  used.  The  pain  from  the  puncture  is 
so  slight  that  a local  anesthetic  is  seldom  required. 
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1 he  writer  has  noted  in  a series  of  twelve 
cases  that  during  the  twenty-four  to  thirty-six 
hours  immediately  following  the  injection  a slight 
rise  in  temperature  and  a marked  diuresis  occurs. 
Within  a few  days  a noticeable  absorption  of  the 
fluid  has  taken  place,  and  a sense  of  improvement 
has  been  experienced.  In  several  cases  of  tuber- 
culous origin  the  general  disease  has  been  con- 
trolled. 

R.  L.,  male,  American,  age  21,  single,  chauffeur. 
Came  under  my  observation  Aug.  4,  1913. 

Physical  examination  revealed  a tuberculous 
involvement  of  the  right  apex  of  the  lung;  tubercle 
bacilli  in  the  sputum  and  a generally  depleted 
condition;  weight  143  pounds.  He  was  placed 
under  treatment.  Dec.  1,  temperature  normal, 
weight  160  pounds  and  evidently  in  an  arrested 
condition.  Sputum  revealed  no  tubercle  bacilli 
at  this  time. 

Dec.  5 complained  of  pain  in  left  side.  Dec. 

14  aspirated  and  70  oz.  of  serum  were  removed. 
Dec.  23,  on  account  of  dyspnea,  84  oz.  of  serum 
were  removed,  at  which  time  (at  the  suggestion 
of  Dr.  C.  J.  Smith)  10  cc.  were  reinjected.  A 
slight  rise  of  temperature  and  a marked  diuresis 
followed  the  injection.  The  pleural  cavity  never 
refilled  and  the  patient  made  a rapid  and  unevent- 
ful recovery,  both  as  to  his  lung  condition  and 
the  pleural  complication.  The  patient  has  been 
doing  manual  labor  since  May,  1914.  This  case 
was  reported  in  detail  in  my  paper  on  “Auto- 
serotherapy” of  April  15,  1914. 

C.  C.,  male,  Italian,  age  23,  single.  Came 
under  my  observation  Oct.  22,  1914.  He  had 
been  in  America  seven  months,  working  on  the 
railroad.  He  is  one  of  nine  children,  all  living 
and  healthy.  In  1912,  doing  military  service  in 
Italy,  was  taken  sick ; 50  days  in  hospital,  30  days 
in  bed  ; was  home  on  furlough  for  90  days  after 
leaving  hospital,  then  returned  to  duty  and  served 

15  months  to  complete  his  time,  after  which  he 
came  to  America. 

Patient  had  been  ill  with  pleurisy  for  two 
months  and  under  the  care  of  a physician ; had 
night  sweats  and  was  very  much  prostrated. 

Physical  examination  revealed  the  right  pleura! 
cavity  filled  with  fluid  up  to  the  upper  border  of 
the  second  rib,  apex  beat  to  the  left  of  the  left 
nipple,  temperature  101°,  pulse  90,  respiration  30. 

Oct.  23,  10  cc.  of  the  serum  were  withdrawn 
and  reinjected  under  the  skin.  Nov.  1,  7G  cc. 
of  serum  were  reinjected.  Nov.  9 side  was  punc- 
tured and  no  fluid  found.  Dec.  7 side  aspirated 
and  4 cc.  of  serum  were  reinjected.  Jan.  22 
fluoroscope  revealed  no  fluid. 

Patient  has  been  working  on  a farm  since  last 
May,  doing  general  farm  gardening.  Following 
each  of  the  injections  there  was  a slight  rise  of 
temperature  and  a marked  diuresis. 

J.  1.,  female,  age  27,  married.  Came  under 
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my  observation  Dec.  28,  1914.  Sister  died  of  pul- 
monary tuberculosis  ten  months  previously.  Pa- 
tient was  well  until  Nov.  25,  when  she  took  cold 
and  on  Dec.  18  was  confined  to  her  bed  with 
pleurisy,  night  sweats  and  a dry  hacking  cough, 
no  sputum. 

Examination  revealed  the  right  pleural  cavity 
filled  with  fluid  to  the  upper  border  of  the  third 
rib;  apex  beat  two  inches  to  the  left  of  the  left 
nipple;  temperature  102.1°,  pulse  146,  respira- 
tion 30;  weight  114)4  lbs-)  normal  weight  125. 

Dec.  29  aspirated,  removing  1000  cc.  of  serum 
on  account  of  extreme  dyspnea  and  reinjected  10 
cc.  On  the  day  following  there  was  a slight  rise 
of  temperature  with  marked  diuresis.  The  diu- 
resis continued  for  several  days,  the  temperature, 
however,  rapidly  returning  to  normal.  On  May 
5,  1915,  the  fluid  was  noticed  to  be  returning  and 
8 cc.  were  reinjected,  after  which  there  was  a 
marked  general  improvement,  the  patient  leaving 
the  hospital  Feb.  8.  She  is  attending  her  home 
duties  and  is  now  in  good  health. 

F.  E.,  female,  American,  age  21,  occupation 
clerical  work.  No  history  of  tuberculosis,  always 
had  good  health. 

On  March  1 was  taken  with  pleurisy;  came 
under  my  observation  Mhrch  12. 

Physical  examination  revealed  the  left  pleura 
filled  with  serum  to  the  upper  border  of  the  fourth 
rib.  Patient  cyanotic  and  prostrated ; temperature 
101°,  respiration  30,  pulse  120.  She  was  treated 
with  autoserotherapy  on  March  15,  5.  cc.  of  serum 
being  injected.  March  16  temperature  was  102°, 
pulse  120,  respiration  28  and  a marked  diuresis. 

On  March  18  another  5 cc.  were  injected  and 
the  patient  rapidly  improved,  leaving  the  hospital 
on  March  22. 

She  has  been  following  her  usual  occupation 
ever  since. 

H.  F.,  female,  American,  age  36,  married.  No 
history  of  tuberculosis.  She  came  under  my  ob- 
servation June  27,  1915.  Patient  had  not  felt 
well  since  early  spring.  She  complained  of  short- 
ness of  breath  and  pain  in  side.  She  was  taken 
with  chills  and  fever,  following  an  extended  fish- 
ing trip  and  was  sick  in  bed  for  two  months 
before  coming  under  my  observation. 

Physical  examination  revealed  the  right  pleural 
cavity  filled  to  the  lower  border  of  the  second  rib ; 
temperature  99°,  pulse  100,  respiration  22.  On 
July  3 10  cc.  were  withdrawn  and  reinjected  into 
the  subcutaneous  tissue.  Examination  of  sputum 
revealed  one  or  more  tubercle  bacilli  in  a few 
fields,  leucocytes  one-half  polynuclear,  sputum 
reacted  positive  to  albumin.  The  day  following 
the  reinjection  of  fluid  there  was  a rise  of  tem- 
perature and  a marked  diuresis  which  continued 
for  several  days.  The  fluid  began  rapidly  to  ab- 
sorb. On  July  14  8 cc.  were  again  reinjected  and 
on  Aug.  8 5 cc.  After  this  the  patient  made  a 
rapid  improvement  and  is  now  in  her  own  home, 
apparently  regaining  her  normal  health. 


W.  J.  H.,  male,  American,  age  33,  single,  car- 
penter, no  history  of  tuberculosis.  Was  well  until 
1912.  Had  attack  of  pleurisy,  sick  three  weeks, 
recovered  and  continued  work.  In  1913  had 
another  attack  of  pleurisy;  side  was  tapped.  He 
was  in  bed  in  the  hospital  for  two  weeks,  went 
home,  side  filled  up  again  and  on  Dec.  18  was 
operated  on  and  three  pints  of  pus  were  removed ; 
side  discharged  for  several  weeks,  after  which  it 
healed. 

On  April  6,  1914,  patient  came  under  my 
observation;  temperature  99.8°,  pulse  108,  respi- 
ration 24,  weight  129)4  lbs.,  normal  weight  150. 
Thickened  right  pleura,  the  entire  right  lung 
infiltrated,  severe  cough,  profuse  expectoration. 
Examination  of  sputum  revealed  no  tubercle  ba- 
cilli but  pneumococci  were  present,  elastic  tissue, 
epithelial  cells  and  leucocytes  which  were  chiefly 
mononuclear.  A positive  albumin  content  was 
noted. 

He  began  manual  labor  Oct.,  1914,  and  has 
been  working  ever  since  and  now  weighs  143. 

In  conclusion  I desire  to  emphasize  the  belief 
that,  in  order  to  assist  in  the  control  of  tubercu- 
losis, we  must  diagnose  early  and  treat  intelli- 
gently all  cases  of  pleurisy.  Every  possible  effort 
should  be  made  to  place  at  the  command  of  the 
physicians  in  rural  practice  the  best  methods  of 
successfully  treating  this  disease  which  is  fraught 
with  so  much  possible  danger  to  after  life.  To 
this  end  I plead  for  the  adoption  of  autosero- 
therapy which  is  within  the  reach  of  all  physi- 
cians, is  harmless  if  strict  asepsis  be  observed  and 
by  many  eminent  writers  is  proven  to  be  of  great 
value. 
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DISCUSSION. 

In  opening  the  discussion  on  the  last  three  pa- 
pers, Dr.  J.  N.  Alley,  of  Lapwai,  Ida.,  said  that 
DaCosta  stated,  when  we  find  a disease  with  a 
multiplicity  of  treatments,  none  of  them  are  very 
satisfactory  and  he  thought  this  statement  might 
aptly  be  applied  to  the  treatment  of  tuberculous 
conditions.  He  has  used  tuberculin  for  about  ten 
years  in  several  hundred  cases  and  has  seen  best 
results  in  the  inactive  cases.  The  kind  of  tuber- 
culin employed  makes  little  difference,  if  it  be  used 
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carefully  and  intelligently.  It  is  a dangerous 
remedy  if  not  properly  used.  Glandular  tubercu- 
losis is  the  condition  best  suited  for  tuberculin 
treatment.  It  is  not  only  curative  but  is  the  best 
preventive  treatment  we  have.  He  has  recently 
used  tuberculin  with  success  in  five  cases  of  glandu- 
lar tuberculin  in  Esquimos. 

Dr.  Martin,  of  Spokane,  said  he  could  not  talk 
much  but  he  usually  did  a lot  of  thinking  about 
these  cases,  for  he  stood  as  an  object  lesson — a 
cured  case  of  pleurisy  with  effusion,  cured  by  a 
fly-blister  and  out-of-door  life. 

Dr.  J.  B.  Manning,  of  Seattle,  asked  Dr.  Matson 
for  further  information  relative  to  his  technic  of 
diagnosis. 

Dr.  Matson  said  it  was  impossible  to  make  a 
statistical  report  on  results  of  any  one  kind  of 
treatment,  because  they  made  use  of  all  the  ac- 
cepted methods  of  treatment.  Tuberculin  was  used 
only  after  subsidence  of  active  symptoms.  You 
cannot  use  it  indiscriminately,  and  one  needs  a vast 
amount  of  experience  to  use  it  to  the  best  advant- 
age. In  the  treatment  of  glandular  cases  he  has 
had  good  results  from  injecting  the  tuberculin  di- 
rectly into  the  gland.  If  the  gland  suppurates  and 
breaks  down  it  is  then  treated  surgically.  In  the 
treatment  of  pleurisy  he  has  seemed  to  get  the 
same  results  as  mentioned  by  Dr.  Pierce  from  re- 
moving a small  quantity  of  serum  without  reinject- 
ing. This  withdrawal  apparently  stimulates  ab- 
sorption of  the  remaining  fluid.  In  using  gas  his 
technic  is  to  remove  a certain  number  of  cc.  of 
serum  and  substitute  the  same  quantity  of  gas. 

Dr.  Jennings  agreed  with  previous  speakers  that 
in  using  tuberculin  great  care  should  be  experienced 
in  selection  of  cases.  It  is  not  dangerous  if  given 
carefully.  Most  of  his  cases,  he  stated,  had  been 
surgical  in  consultation  with  Dr.  Neff. 

Dr.  Pierce  said  he  was  disappointed,  as  he  had 
hoped  to  have  a lot  of  discussion  on  autoserotherapy. 
He  had  definite  convictions  along  this  line  and  had 
expected  a better  chance  to  expound  them.  He, 
too,  thought  that  tuberculin  should  be  used  with 
great  care  and  then  only  in  chronic  glandular  and 
mild,  non-active  cases.  In  his  opinion  autoserother- 
apy is  coming  more  and  more  into  use  and  he 
thought  it  an  excellent  method  for  the  general 
practitioner,  as  the  technic  is  so  simple  and  easily 
carried  out. 

Cerebrospinal  Syphilis.  Ford  Eastman,  Erie,  Pa. 
(Journal  A.  M.  A.,  Nov.  27,  1915),  recommends  the 
O'gilvie  method  of  arachnoid  salvarsanization  in 
the  treatment  of  cerebrospinal  syphilis  as  doing 
away  with  the  discomfort  and  possible  harm  of 
large  intravenous  doses  and  as  less  disturbing  to 
the  physiologic  economy  than  the  Swift-Ellis 
treatment.  Latent  syphilis,  he  says,  with  labora- 
tory findings  in  the  cerebrospinal  fluid  remaining 
strongly  positive  after  the  intravenous  treatment, 
should  be  treated  intrathecally,  Two  case  histories 
are  given  by  him,  one  of  tabes  and  one  of  cerebral 
syphilis  which  has  been  treated  by  intravenous  in- 
jections and  by  the  Swift-Ellis  method  without  par- 
ticular benefit,  but  improved  under  the  intrathecal 
method. 
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The  chief  object  of  making  this  clinical  report 
is  to  clear  up  an  almost  universally  erroneous 
opinion  that  infections  are  necessarily  fatal  to  the 
successful  transplantation  of  fascia.  The  technic 
of  fascial  transplantation  is  so  simple  that,  if  it 
were  not  for  the  fact  that  we  are  taught  that  in- 
fection is  invariably  fatal  to  a successful  transplant, 
I believe  a vastly  greater  number  of  surgeons 
would  utilize  this  most  valuable  procedure. 

It  is  not  the  purpose  of  this  paper  and  report  to 
dwell  upon  the  indications,  as  they  are  multiple 
and  occur  with  great  frequency  in  the  average 
surgical  practice,  but  to  report  this  most  interest- 
ing case  and  to  dwell  upon  the  technic  of  fascial 
transplantation.  However,  there  are  several  fea- 
tures in  this  case  aside  from  the  transplant  that 
have  more  than  a passing  surgical  interest  and 
which  I will  briefly  mention  later  in  this  article. 

The  author  does  not  wish  to  convey  the  idea 
that  his  personal  observations  as  to  infection  and 
fascial  transplantation  are  in  any  sense  original. 
“Fascial  transplants  almost  invariably  heal  in 
place  after  an  aseptic  operation.  Even  in  an  in- 
fected field  it  is  liable  to,  but  not  so  certain”1. 
He  simply  emphasizes  the  fact  that  infection  is 
not  necessarily  fatal  and  a slough  mav  involve  only 
a small  part  of  the  transplant,  leaving  the  greater 
area  intact. 

CASE  HISTORY. 

Miss  Maggie  S.,  chambermaid,  white,  41  years, 
Irish-American,  June  25,  1915.  Knows  nothing 
of  family. 

Personal  History.  Possibly  diseases  of  child- 
hood (no  definite  history  obtainable).  Menses 
at  thirteen  years,  regular  up  to  one  year  ago,  light 
flow  from  four  to  five  days,  not  painful.  During 
last  year  irregular,  missing  one  or  two  months 
and  a very  light  flow. 

Gastrointestinal:  Appetite  good,  bowels  con- 

stipated and  increasingly  so,  negative  otherwise. 

Absolutely  denies  lues  and  Neisserian,  no  al- 
cohol or  drug  habits.  Genitourinary  history  neg- 
ative. 

Nine  years  ago  the  patient  noticed  a small  hard 
tumor  in  the  abdominal  wall  above  pubis.  This 
was  rapidly  followed  by  second  and  third  tumors. 
Operated  upon  one  year  later  in  St.  Louis  at 
which  time  three  “fibroid”  tumors  were  removed. 
Since  that  time  she  has  been  operated  upon  at  four 
different  intervals  for  multiple,  rapidly  growing 

*I!ead  before  Surgical  Club,  Seattle,  Wash.,  Oct.  15,  1915. 
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tumors  in  the  abdominal  wall  in  various  parts  of 
the  central  portion  of  the  lower  one-half,  the  last 
time  by  the  writer  during  his  service  at  the  City 
hospital  (July,  1914).  At  that  time  we  removed 
four  tumors,  varying  from  the  size  of  an  egg  to 
that  of  a very  large  orange  (these  had  developed 
within  two  years).  At  the  time  of  this  operation 
we  attempted  to  remove  all  the  contiguous  fascia 
and  endeavored  to  imbricate  and  close  the  weak- 
ened area  in  the  abdominal  wall.  Dr.  Simpson, 
pathologist  to  City  hospital,  sectioned  the  same 
and  pronounced  them  desmoids.  There  was  no 
recurrence  from  these  growths  noticed  until  April, 
1915,  (nine  months  after  operation).  Four  rap- 
idly growing  tumors  developed  in  the  region  of 
the  recti,  extending  about  11.5  cm.  to  right  and 
9 cm.  to  left  side  of  the  midline,  as  low  as  the 
pubis  and  within  4 cm.  of  the  umbilical  line. 

Present  Illness.  General  health  good.  Four 
palpable  and  visible,  rapidly  growing  and  painless 
tumors  associated  with  a large  ventral  hernia. 

Physical  Examination.  Well  nourished,  weight 
118  lbs.  Lungs  and  heart  normal.  Glandular 
system  negative.  Reflexes  normal,  areas  of  abso- 
lute anesthesia  in  old  operative  field,  due  probably 
to  destruction  of  innervation  at  the  various  opera- 
tions. Pelvic  findings  negative.  Urinary  system 
negative. 

The  central  portion  of  the  lower  half  of  the 
abdominal  wall  consisted  of  skin  interspersed  with 
scars  from  the  five  previous  operations,  apparently 
only  straggling  remains  of  the  recti  and  their 
sheaths,  and  greatly  weakened  areas  in  the  fascial 
portions  of  the  flat  abdominal  muscles.  Four 
tumors  more  or  less  movable  under  the  skin  of 
fairly  firm  consistency,  painless  on  palpation  and 
adherent  to  the  underlying  structures.  Upon 
standing  one  large  central  hernia  presented  with 
multiple  thinned  areas  which  protruded  upon 
coughing  (Fig.  1). 

Laboratory  Findings.  Wassermann  and  No- 
guchi blood  and  spinal  fluid  examinations  nega- 
tive. Urine  negative. 

Diagnosis.  Desmoids*  with  possible  sarcoma- 
tous degeneration ; large  ventral  hernia  with  nu- 
merous weakened  areas  in  lower  half  of  abdominal 
wall. 

Deductions.  The  problem  that  confronted  us 
was  of  a two-fold  nature.  First,  we  had  rapidly 
growing  tumors  to  deal  with,  of  a type  that  were 
prone  to  sarcomatous  degeneration  (if  they  had 
not  already  done  so)  ; second,  the  radical  removal 
of  the  same,  coupled  with  the  remnants  of  fascia 
from  which  they  developed,  would  leave  us  an 


*Desm'oid  tumors  are  histologically  fibroids  of  the  denser 
connective  tissue  type.  The  cut  surface  presents  a tough, 
glistening,  white  structure,  much  like  the  connective  tissue  of 
a tendon.  Thev  may  contain  numerous  fibrous  bands  crossing 
each  other  at  right  angles.  They  most  frequently  occur  singly 
and  in  women  (especially  multiparae).  They  fuse  into  the 
surrounding  structure  without  any  attempt,  as  a rule,  to  en- 
capsulation and  have  a tendency  toward  malignant  reversion. 
They  most  frequently  arise  from  one  of  the  abdominal  muscles 
or  muscular  insertions  or  from  fascia,  particularly  from  a rectus 
muscle  or  its  sheath. 


abdominal  wall  consisting  of  a terribly  scarred 
skin,  plus  peritoneum  with  only  trabeculated  rem- 
nants of  fascia  and  muscle  (this  knowledge  gained 
at  previous  operation).  As  she  already  had  a 
ventral  hernia  of  massive  proportion,  there  must 
be  some  provision  made  to  retain  and  protect  the 
intra-abdominal  contents.  Keeping  the  five  pre- 
vious recurrences  in  mind,  we  decided  that  any- 
thing less  radical  than  the  complete  removal  of 
these  tumors,  together  with  all  the  tissues  from 
which  others  might  develop,  would  simply  be 
temporizing.  Therefore,  a fascial  transplant  oc- 
curred to  us  as  the  most  feasible  solution  of  this 
problem. 

Considering  the  necessity  of  handling  such  a 
large  area  of  skin,  which  would  predispose  ma- 
terially toward  infection,  the  necessarily  large 
transplant  and  the  poor  nourishment  of  the  future 
home,  due  to  the  greatly  diminished  vascularity 
(fully  25  per  cent,  of  skin  being  scar  tissue),  and 
hesitating  to  rely  entirely  upon  our  transplant,  we, 
therefore,  devised  the  following  operative  proce- 
dure. 

Operation  at  Providence  hospital,  June  27, 
1915.  Assisted  by  Drs.  H.  D.  Dudley  and  W.  C. 
Kintner.  Anesthesia,  preliminary  ethyl  chloride 
and  ether. 

We  dissected  the  skin  free  from  the  tumor  masses, 
fascial  and  muscular  remnants  on  each  side  of  the 
mid-line,  over  an  area  bounded  superiorally  by 
the  umbilical  line,  laterally  to  a perpendicular  line 
erected  about  1.5  cm.,  right-  and  3 cm.  left-side, 
internal  to  anterior  superior  spine,  inferiorally  to 
the  pubis  and  above  to  the  umbilical  line.  Dis- 
sected skin  and  fat  from  the  anterior  sheaths  of 
the  recti  as  far  as  their  costal  attachments. 

Following  this  we  dissected  the  tumors,  along 
with  the  fascial  and  muscular  remnants,  away 
from  the  peritoneum  and  in  certain  areas  where 
adherent  removed  peritoneum,  closing  such  open- 
ings as  rapidly  as  produced  (Fig.  2). 

Next  we  dissected  the  anterior  sheaths  of  the 
recti  from  their  costal  attachments  down  to  the 
umbilical  line,  turning  them  from  above  downward 
and  attaching  to  the  remnants  of  the  pubic 
insertions  of  the  former  recti  sheaths  (Fig.  3). 
This  step  was  rather  tedious  and  difficult  on  ac- 
count of  the  peculiar  anatomic  structure  of  this 
part,  i.  e.,  linea  transversae,  adherence  of  muscles 
to  anterior  sheaths,  width  of  linea  alba,  etc.  We 
did  not  hesitate  to  remove  this  and  rather  desired 
these  structures  to  be  less  retentive,  thereby  ampli- 
fying the  upper  abdomen  and  thus  relieving  ten- 
sion upon  our  new  area  below. 

The  next  step  was  to  hastily  remove  23.5  cm. 
x 13.  cm.  of  the  iliotibial  band  of  fascia  lata  which 
we  sutured  under  tension  to  the  oblique  muscles 
externally,  to  recti  and  oblique  muscles  above,  to 
pubis  and  oblique  muscles  below.  In  this  step 
we  used  plain  gut,  tacking  the  four  corners  and 
middle  of  each  side  under  tension  (using  towel 
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clips),  then  used  continuous  plain  gut  suture, 
occasionally  locking,  circumstitching  entire  trans- 
plant (Fig.  4).  Lastly,  after  excising  certain 
scarred  areas  in  the  central  portion  of  the  skin 
flap,  we  drew  it  together  in  the  best  manner  pos- 
sible, applying  large  pressure  pads  and  tight  ab- 
dominal binder. 

Postoperative  Progress.  The  patient  made  an 
uneventful  recovery  with  the  following  excep- 
tions: At  one  central  point,  where  the  skin  was 

under  great  tension,  consisting  mainly  of  scar  and 
farthest  away  from  its  blood  supply,  appeared  a 
gangrenous  slough  over  an  area  slightly  less  than 
4.  cm.  in  diameter.  This  was  followed  by  a 
slough  of  the  transplant  over  an  area,  the  exact 
counterpart  of  the  skin  slough.  There  was  a very 
free  discharge  which  was  at  first  purely  serous 
in  character  but  rapidly  became  purulent;  and 
there  were  distinct  areas  of  fluctuation  over  sev- 
eral portions  of  the  transplant.  At  this  period  we 
had  practically  given  up  hope  and  considered  our 
operation  an  ignominious  failure.  However,  sev- 
eral small  counter  openings  were  made,  the  small 
central  slough  was  excised,  and  at  the  end  of  two 
weeks,  much  to  our  delight  and  surprise,  we  found 
the  margins  of  the  sloughed  area  homogenous, 
observed  the  base  covered  by  granulations  and 
found  the  fluid  coming  from  the  counter  openings 
had  become  serous  in  nature  and  almost  ceased. 
The  central  granular  area  became  rapidly  cov- 
ered with  hyperabundant  granulations  and  was 
rather  slow  to  heal  (Fig.  5). 

The  patient  left  the  hospital  at  the  end  of  five 
weeks  with  a splendid  abdominal  wall,  showing 
absolutely  no  sign  of  hernia.  Oct.  15,  1915,  she 
was  in  good  health,  doing  general  house  work,  no 
signs  of  recurrence  of  growth  or  hernia.  The 
interesting  point  is  that  she  is  relieved  of  her 
former  obstinate  constipation,  probably  due  to 
increased  intra-abdominal  pressure  (Fig.  6). 

I wish  to  deviate  sufficiently  from  the  strictly 
clinical  aspect  to  review’  briefly  some  of  the  essen- 
tial principles  in  fascia  transplantation,  so  that  I 
may  better  emphasize  several  points  which  I con 
sider  of  clinical  importance  in  this  case. 

Essentials  of  Fascial  Transplantation.  In  se- 
lecting a transplant  it  has  been  repeatedly  demon- 
strated that  tissue  which  normally  is  poorly  vas- 
cularized is  much  better  adapted  than  highly  vas- 
cularized tissue.  For  the  first  few'  days  the  trans- 
plant must  obtain  its  chief  nourishment  from  the 
lymph  exudate,  supplied  by  the  tissues  surround- 
ing, and  eventually  from  the  ordinary  source  due 
to  the  vascular  connections  formed  in  the  new 
home.  Therefore,  the  less  vascular  the  transplant 
anti  the  more  vascular  the  soil,  the  greater  assur- 
ance of  success. 

In  the  selection  of  tissue  for  the  purpose  of 
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transplantation,  from  a histologic  standpoint  it 
seems  to  be  more  of  a question  of  vascularization 
than  of  any  peculiarity  or  arrangement  of  its  cel- 
lular constituents,  although  “the  higher  the  devel- 
opment of  the  cell  as  ganglion-cell,  nerve-cell, 
muscle-cell,  etc.,  the  less  likely  is  it  to  survive.”2 

Therefore  in  order  of  their  importance  w'ould 
be,  first,  low  normal  vascularity,  second,  simple 
cellular  structure.  Fascia  to  an  admirable  extent 
answers  both  requirements  and  in  addition  has 
great  tensile  strength  which  adds  materially  to  its 
value  in  a great  number  of  indications.  “It  can 
be  transplanted  with  almost  uniform  success  and 
is  much  more  sure  of  success  than  the  ordinary 
skin  graft.”3 

Fascial  transplants  in  common  with  all  tissue 
transplants  may  be  ( 1 ) autoplastic  (same  subject), 
(2)  homoplastic  (same  species) , (3)  heteroplastic 
(another  species). 

( 1 ) Autoplastic  transplants  of  fascia  lata, 
when  fresh  and  transplanted  under  careful  technic, 
are  almost  as  sure  to  take  as  normal  fascia  is  to 
unite  after  suturing.  It  is  a material  that  is 
always  available  with  a minimum  amount  of 
injury  to  the  part  from  which  it  is  obtained  and, 
therefore,  either  homo-  or  heteroplasty  would  have 
no  great  advantage  even  if  of  equal  success.  Auto- 
plastic fascial  transplants  undergo  practically  no 
histologic  metamorphosis. 

(2)  Homoplastic  transplants  of  fascia  lata 
usually  take  but  undergo  histologic  change,  where- 
in the  elastic  tissue  is  replaced  by  fibrous,  thereby 
losing  one  of  its  most  valuable  properties  under 
certain  conditions,  and  in  this  respect  preserved 
autoplastic  tissue  acts  same  as  homoplastic.  Suc- 
cess of  homoplastic  flaps  probably  depends  more 
or  less  upon  the  similarity  of  the  blood  serum  of 
the  donor  and  recipient. 

(3)  Heteroplastic  transplants  only  act  as  sup- 
port for  the  new  formed  cells,  while  the  old  cells 
are  being  resorbed,  fibrous  tissue  usually  being  sub- 
stituted for  the  transplant.  Therefore,  if  the 
formation  of  new'  cells  be  at  least  as  rapid  as  the 
absorption  of  the  old,  wTe  obtain  a result  that 
would  be  a clinical  success  but  a histologic  failure. 
Herein  enters  a great  element  of  chance.  Fascia 
is  so  easily  obtainable  in  such  liberal  amounts  that 
heteroplasty  should  not  be  resorted  to  and  is  men- 
tioned simply  to  condemn. 

Technic.  To  insure  success  in  fascial  trans- 
plantation we  should  adhere  strictly  to  the  follow- 
ing rules: 


f 


Fig.  1.  Retouched  postoperative  lateral  photograph,  show- 
ing more  or  less  schematically  certain  anteoperative  condi- 
tions. U,  umbilicus.  M.  muscle  and  fascial  fragments  from 
which  the  desmoids  originate.  II,  ventral  hernia,  wall  of 
which  consisted  of  sear  and  peritoneum.  P,  peritoneum. 


Fig.  2.  This  represents  approximately  the- relative  size  and  posi- 
tion of  the  tumors.  The  black  space  indicates  weakened  area  in 
musculature  of  the  abdduinal  wall,  tissue  from  which  desmoids  had 
developed  on  six  different  occasions,  the  prevention  of  which  neces- 
sitated its  entire  removal. 


Fig.  3.  Anatomico-schematic  drawing,  showing  one  step  of  opera- 
tion. The  sheath  has  been  dissected  from  anterior  surface  of  recti 
muscles,  drawn  down  and  attached  to  pubis.  Lateral  to  this  auto- 
genous flap  are  the  denuded  areas  wherein  all  tissue  has  been  removed 
to  prevent  recurrence  of  tumors,  showing  the  abdominal  viscera 
simply  covered  by  peritoneum. 


Fig'.  4.  Anatoniico-schematic  drawing,  showing  transplant  sutured 
in  situ  covering  all  denuded  areas.  Excepting  at  its  margin  it  must 
obtain  its  nourishment  from  peritoneum  internally  and  terribly  scarred 
skin  externally.  A,  tacking  sutures;  15,  eircumstitch. 


Fig.  5.  Postoperative  photograph,  showing  the  terribly  scarred 
skin  of  lower  half  of  abdomen,  from  which  the  anterior  Surface  of 
transplant  obtained  its  nourishment  and  protection.  B,  dotted  line, 
indicates  the  slough  referred  to.  Excepting  this  area,  all  scars  in 
lower  abdomen  are  from  the  five  previous  operations.  The  black 
lined  square  indicates  position  of  transplant. 


Fig.  0.  This  postoperative  photograph  shows  the 
incision  necessary  to  obtain  transplant.  Notwithstand- 
ing the  long  incision  and  removal  of  such  a large 
amount  of  fascia  lata,  there  was  absolutely  no  impair- 
ment of  function  or  any  sign  of  a muscular  hernia.  It 
also  shows  the  splendid  retentive  ability  of  the  new 
lower  abdominal  wall. 
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(1)  Handle  gently.  In  this  respect  we  should 
keep  constantly  in  mind  the  fact  the  more  mechan- 
ical injury,  the  less  the  vitality  of  our  transplant, 
and  here  I would  suggest  sharp  dissection  of  oui 
transplant  at  those  points  where  it  is  intimate  with 
intramuscular  septa,  thus  minimizing  trauma. 

(2)  Keep  transplant  moist  and  warm.  I 
would  suggest  where  practical  to  prepare  your  field 
completely  for  the  reception  of  the  transplant  and 
suture  in  situ  immediately.  Sometimes  this  will 
be  impractical.  If  so,  keep  transplant  in  physio- 
logic salt  solution  at  normal  temperature.  The 
advantage  of  immediate  suture  is  the  fact  that  our 
fascia  loses  none  of  its  contained  lymph  by  os- 
mosis with  salt  solution  and  does  not  become  dry 
or  cold. 

(3)  Keep  free  from  antiseptics.  The  same 
principle  applies  here  as  in  skin  grafting.  There- 
fore, do  not  prepare  patient  by  dry  (benzine- 
iodine)  method;  do  not  use  iodized  gut;  allow  no 
possible  contact  with  antiseptics. 

(4)  Transplant  must  come  in  close  contact 
with  tissue  and  be  maintained  in  that  position. 
This  is  important  in  establishing  the  future  circu- 
lation of  the  transplant,  as  we  can  readily  see  how 
impossible  it  would  be  for  our  delicately  budding 
embryologic  vessels  to  bridge  over  any  amount  of 
dead  space,  and  how  imperfectly-maintained  con- 
tact would  disintegrate  our  granulating  vascular 
loops.  A firmly  applied  equal  pressure  bandage 
is  of  great  service  in  this  respect. 

(5)  Minute  attention  to  every  aseptic  detail. 
While  infection  does  not  absolutely  spell  failure 
or  failure  may  involve  only  a limited  area  of  the 
transplant,  yet  an  aseptic  conscience  is  the  first 
essential  of  successful  fascial  transplantation.  We 
fully  realize  that  under  normal  circumstances  the 
tissues  will  care  for  a certain  number  of  micro- 
organisms but  here  we  have  tissue  completely  cut 
off  from  its  normal  blood  supply  and  whose  iresist- 
ance  is  practically  nil ; tissue  that  must  derive  its 
immediate  nourishment  from  the  surrounding 
lymph  exudate  which,  if  diluted  with  an  inflam- 
atory  transudate,  would  furnish  poor  nourish- 
ment and  prevent  the  intimate  contact  between 
the  transplant  and  its  new  home. 

(6)  Perfect  hemostasis.  Here  again  we  deal 
with  an  interference  with  proper  nutrition  and  a 
creator  of  dead  space. 

(7)  Transplant  must  be  kept  on  a stretch. 
Otherwise  it  will  become  shortened  and  possibly 
be  replaced  by  fibrous  tissue.  In  other  words,  it 


must  be  placed  in  as  near  its  physiologic  environ- 
ment as  possible.  The  elastic  fibers  in  fascia  lata 
normally  keep  it  in  intimate  contact  with  the 
muscle,  allowing  for  contraction  and  expansion. 
When  removed  there  is  a primary  contraction, 
due  chiefly  to  the  elastic  fibers  that  is  complete 
in  a few  moments.  This  is  practically  overcome 
by  tacking  in  place  immediately  upon  removal 
or  better  still  by  the  aid  of  forceps  as  recom- 
mended by  Dr.  Guleka.4 

Conclusion.  I thoroughly  appreciate  that  this 
case  of  fascial  transplantation,  showing  perfect 
success  in  spite  of  infection  and  poor  nourishment, 
may  be  the  exception  that  only  proves  the  rule, 
and  only  offer  it  for  the  possible  encouragement 
it  may  give  to  those  who  hesitate  to  avail  them- 
selves of  this  extremely  valuable  procedure  on 
account  of  the  bugaboo  of  infection.  From  the 
standpoint  of  fascial  transplantation  this  case  is 
of  more  than  passing  interest  for  the  following 
reasons:  (1)  Perfect  success  in  spite  of  element 

of  infection  with  partial  slough.  (2)  Immense 
size  of  transplant  (23.5  cm.  x 13.  cm.).  (3) 

Extremely  poor  vascularized  field,  from  which  the 
transplant  obtained  its  nourishment  both  tempo- 
rarily and  permanently. 
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HYPERNEPHRCLWA  OF  THE  KIDNEY, 
WITH  UNUSUAL  PATHOLOGIC 
AND  INTERESTING  X-RAY 
FINDINGS. 

By  Emilian  O.  Houda,  M.  D. 

TACOMA,  WASH. 

The  particularly  interesting  finding  in  this  case 
lies  in  the  presence  of  a bony  formation  in  the 
lower  pole  of  the  kidney  and  in  the  edge  of  the 
hypernephroma.  The  interesting  x-ray  findings 
are  seen  in  the  persistent  hour-glass  stomach  in  the 
standing,  prone  and  right  lateral  positions  and 
also  the  shadow  of  the  bony  growth  in  the  tumor 
which  was  not  recognized  before  operation. 

Mrs.  P.  C.  P.,  age  50,  referred  by  Dr.  Christen 
Quevli. 

There  w-as  little  in  the  history  but  the  presence 
of  a tumor  mass  in  the  left  hypogastric  region, 
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low  down  on  the  ileum,  which  was  nodular,  not 
tender  to  pressure,  moderately  movable. 

One  year  ago  she  had  an  attack  of  hematuria, 
with  very  little  pain,  which  lasted  about  forty- 
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splenic  involvement  excluded  with  the  ray.  Pelvis 
negative.  Functional  test  showed  a normal  right 
kidney,  with  practically  no  recovery  from  the  left, 
microscopic  and  chemical  examination  of  the  urine 


Fig.  1.  Skiagraph  of  stomach  in  standing  position. 
Fig.  2.  Stomach  lying  down. 

Fig.  3.  Skiagraph  of  bisected  kidney  after  removal. 
Fig.  4.  Stomach  in  right  lateral  position. 

Fig.  5.  Photograph  of  bisected  kidney. 

In  all  figures  the  arrows  point  to  the  bony  growth. 


eight  hours.  Since  has  never  noticed  bloody 
urine. 

The  tumor  is  about  double  the  size  of  a normal 
kidney;  conformity,  round.  Stomach,  colon  and 


was  negative  with  the  exception  of  a few  pus  cells 
with  no  bacteria.  Showing  a very  serious  in- 
volvement of  this  kidney.  The  presence  of  a large 
tumor  mass  suggested  the  diagnosis  of  a hyper- 
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nephroma.  On  account  of  the  absence  of  more 
persistent  bleeding  the  possibility  of  sarcoma  was 
thought  of.  The  age  was  against  the  latter  diag- 
nosis. 

Operation  was  a little  tedious  on  account  of 
adhesions  to  the  capsule  which  was  not  preserved, 
but  disected  with  the  mass  to  prevent  retention 
of  metastatic  foci  as  much  as  possible.  Ureter  was 
drawn  up  as  far  as  safety  would  permit.  During 
delivery  of  the  tumor  mass,  the  diagnosis  of 
hypernephroma  was  confirmed  by  the  peculiar  ap- 
pearance of  the  surface,  which  was  later  proven 
by  the  gross  and  microscopic  findings. 

In  the  three  accompanying  cuts  of  the  skia- 
graphs of  the  stomach  are  seen  the  persistent  hour- 
glass defects  of  filling.  In  all  three  plates  the 
lower  part  of  the  stomach  is  forced  to  the  right 
side  and  in  the  lower  part  of  the  open  or  clear 
space  to  the  left  of  the  stomach  are  seen  the 
shadows  of  the  bony  growth.  These  shadows  were 
considered  at  first  as  part  of  the  contrast  meal 
in  the  bowels. 

The  screen  examination  of  the  chest  and  long 
bones  was  negative.  The  exaggerated  right  posi- 
tion of  the  pyloric  end  of  the  stomach  suggested 
displacement  rather  than  involvement.  The  in- 
volvement of  practically  the  entire  kidney  is  shown 
by  the  small  portion  of  both  poles  of  normal  kid- 
ney structure  remaining. 

The  singular  negative  sign  in  this  case  was  the 
absence  of  bleeding  from  the  kidney,  the  rule  being 
an  almost  constant  bleeding.  The  so-called  pus 
cells  of  the  urine  were  in  all  probability  malig- 
nant, which  view  I take  because  of  the  absence  of 
the  ordinary  pyogenic  bacteria.  Recovery  un- 
eventful ; patient  left  hospital  after  two  weeks’ 
stay. 


MEDICAL  ETHICS* 

By  Susan  E.  Bruce,  M.  D., 

LEWISTON,  IDA. 

I take  the  liberty  of  appearing  before  you  today 
in  the  self-constituted  character  of  a coroner,  in 
order  that  we  may  exhume  and  postmortem  old 
Dr.  Medical  Ethics  who  died  sometime  ago. 
According  to  legal  usage  I must  first  impanel 
a jury  and  do  herewith  summon  you  to  sit  as 
a jury  of  the  whole.  It  will  be  your  duty  to 
take  careful  cognizance  of  the  evidence  adduced, 
that  you  may  be  able  to  decide,  not  only  as  to  the 
causes  which  have  led  up  to  the  death  of  this  old 
and  honored  member  of  the  profession,  but  as 
to  whether  the  good  that  he  has  done  may  live 
after  him  or  be  “interred  with  his  bones.”  I will 

•Read  before  Third  Triennial  Meeting  of  State  Medical  Asso- 
ciations of  Idaho,  Washington  and  Oregon,  Lewiston,  Ida.,  Oct. 
13-15,  1915. 


ask  Dr.  C.  W.  Shaft  of  this  city  to  act  as  fore- 
man of  this  jury  and,  should  a point  develop  in 
the  evidence  given  that  is  not  clear  to  you  all, 
it  will  be  your  duty  to  ask  for  further  informa- 
tion. 

As  our  time  is  brief,  I have  subpoenaed  only 
three  witnesses  and  will  first  call  upon  Dr.  Know- 
all  Prognosticus  to  appear  before  you. 

“Dr.  Prognosticus,  do  you  consider  yourself 
as  pledged  to  tell  the  truth  according  to  the  best 
of  your  knowledge  and  judgment?” 

“I  do.” 

“Will  you  state  briefly  what  you  know  about 
the  case  of  Dr.  Ethics?” 

“I  was  called  first  to  attend  the  old  doctor. 
I found  upon  examination  that  he  was  suffering 
from  a complication  of  physical  ailments,  as  well 
as  being  mentally  unbalanced.” 

“Please  explain  the  last  statement.” 

“Well,  he  had  high  ideals  and  believed  himself 
forsaken  by  his  friends.  I found  that  he  needed 
his  appendix  removed,  also  his  left  suprarenal 
capsule.  I told  him  that  he  would  die  unless 
he  submitted  to  the  operation.” 

“Pardon  me,  doctor,  is  not  the  suprarenal  oper- 
ation an  unusual  one?” 

“Yes,  it  is,  but  that  is  not  saying  it  can’t  be 
done.  I am  sure  I could  have  made  it  a very 
successful  operation.  Operations  in  themselves 
are  often  very  successfully  performed,  even  when 
patients  die.” 

“Did  you  not  perform  the  operation,  doctor?” 
“Oh,  no.  Ethics  would  not  consent,  said  his 
appendix  was  obliterated  and  his  suprarenals 
would  see  him  through.  He  was  very  stubborn 
about  the  matter.  Doctors  make  bad  patients, 
especially  old  fellows  like  that.  They  hate  to 
think  younger  men  know  better  than  they  do.” 
“Dr.  Ethics  died,  then?” 

“Oh  no,  he  lived  sometime  after  that.  I was 
really  surprised  at  his  tenacity.  However,  I knew 
he  would  die.  I told  him  he  would  not  live  a 
month.  The  operation  was  his  only  chance.” 
“You  had  counsel,  did  you  not?” 

“Yes,  Ethics  wanted  Dr.  Pliable  Plaster,  so 
I called  him  in.  I never  could  understand  what 
Ethics  saw  in  him,  or  what  he  expected  to  gain 
by  counsel  so  long  as  I had  the  case.” 

“Did  Dr.  Plaster  agree  with  your  findings  in 
the  case?” 

“Oh  yes,  indeed,  on  every  point,  but  after  we 
parted  he  went  back  to  visit  Ethics,  and  per- 
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suaded  him  to  go  in  for  a different  line  of  treat- 
ment altogether,  so  I retired  from  the  case.  That 
is  all  I know.” 

“You  may  go,  Dr.  Prognosticus.” 

“Dr.  Pliable  Plaster.  Were  you  called  on  the 
case  of  Dr.  Ethics?” 

“I  was.” 

“Will  you  state  in  brief  what  you  know?” 

“I  took  the  case  of  Dr.  Ethics,  after  Dr.  Prog- 
nosticus retired.  I found  the  old  man  in  a feeble 
condition  and  worried  greatly  over  matters  he 
could  not  mend.” 

“As  to  what,  Dr.  Plaster?” 

“Oh,  you  know,  he  had  notions.” 

“They  were  good  notions,  were  they  not?” 

“Yes,  they  were  good  notions,  but  I can  tell 
you  people  don’t  care  much  these  days  how  doc- 
tors work  together;  it’s  quick  results  they  are 
after  and  how  to  beat  the  doctor  out  of  his  fee. 
As  for  Ethics,  I treated  him  upon  the  principle 
of  keeping  him  occupied.  As  I manage  to  be  a 
very  busy  man  myself  and  there  was  nothing  in 
the  case  for  me,  I passed  it  along  to  young  Dr. 
Medico  Hermaphroditicus.  He  goes  in  for  every- 
thing and  works  with  anyone  where  he  can  find 
reciprocity.  This  is  about  what  his  name  means, 
neither  one  nor  the  other,  or  both.” 

“Do  you  agree  with  his  methods,  doctor?” 
“Pouf ! I sail  with  any  wind,  I steer  straight 
myself,  that  is  how  I keep  so  busy.  I told  Ethics 
just  to  call  me  any  time.  That  is  all  I know.” 
“You  may  go,  doctor.” 

“Dr.  Hermaphroditicus.  Doctor,  did  you  take 
the  case  of  Dr.  Ethics  from  Dr.  Pliable  Plaster?” 
“I  did.  I agreed  with  Dr.  Plaster  in  diagnosis 
and  treatment.  I put  on  a good  nurse,  who  took 
care  of  Ethics,  read  Science  and  Health  to  him 
and  prayed  with  him  every  day.  It  kept  him 
amused.” 

“Do  you  believe  in  that  yourself,  doctor?” 
“No,  I don’t,  but  that  is  not  the  point  at  issue. 
It  is  my  own  success  that  I am  after,  and  I pro- 
pose to  make  everything  assimilate  itself  to  my 

yy 

use. 

“Are  you  a licensed  practitioner,  Doctor?” 

“I  sure  am,  but  just  tell  me  what  I owe  to 
Medical  Boards,  will  you?” 

“This  is  not  the  place  for  that  discussion,  doc- 
tor; please  proceed  with  your  evidence.” 

“I  called  in  Dr.  Manus,  the  osteopath,  to  give 
Ethics  a course  of  tjeatment.  We  agreed  that  it 
might  liven  up  the  old  man  and  be  beneficial  too. 
I also  called  Bonetwist,  the  chiropractic.  He  ad- 
justed a spinal  displacement  he  found.” 
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“How  could  he  do  that,  doctor?” 

“Oh,  he  just  stretched  the  old  man  out  and 
walked  on  his  back.” 

“Pretty  severe  treatment,  was  it  not,  doctor?” 
“Yes,  it  was  pretty  drastic,  but  I called  in  a 
Mental  Therapy  man  to  look  after  him  for  a 
few  days,  and  he  pulled  along.” 

“Quite  an  interesting  case,  doctor.” 

“Yes,  it  was  lots  of  experience  for  me.” 
“Doctor,  how  long  did  Dr.  Ethics  live  after 
you  took  the  case?” 

“About  six  months.  He  just  petered  out. 
Senility  was  the  diagnosis.  I was  out  of  town 
and  Bonetwist  signed  the  certificate  of  death. 
That  is  a queer  old  law  in  this  state,  coroner, 
that  allows  any  reputable  citizen  to  give  a death 
certificate.” 

“Doctor,  it  seems  to  me  that  there  is  one 
branch  of  the  medical  profession  that  you  have 
neglected.  You  did  not  call  in  a homeopath. 
How  was  that?” 

“We  draw  a line  at  homeopaths.  They  prac- 
tice medicine  in  their  way  and  believe  they  are 
right,  so  we  can’t  possibly  affiliate  with  them.” 
“That  is  all,  doctor,  you  may  go.” 

Mr.  foreman  and  gentlemen  of  the  jury,  you 
have  heard  the  evidence  of  three  markedly  repre- 
sentative members  of  the  profession.  The  case  is 
in  your  hands.  Let  me  advise  you  that  the  ver- 
dict of  a coroner’s  jury  is  advisory  merely,  has 
no  prohibitive  effect  as  evidence,  can  prejudice 
the  rights  of  no  one,  and  is,  therefore,  not  subject 
to  be  reviewed,  set  aside  or  quashed  by  the  Su- 
preme Court,  either  at  the  instance  of  the  person 
accused  or  by  any  other  person. 


Lymphoid  Marrow  and  Tuberculosis.  L.  W.  Ely, 
San  Francisco,  (Journal  A.  M.  A.,  Nov.  27,  1915), 
reports  experiments  made  at  Stanford  University 
to  test  the  correctness  of  Fraser’s  statement  that 
red  marrow  is  immune  or  practically  immune  to 
tuberculosis.  The  animals  used  were  rabbits  and 
guinea-pigs.  With  the  former,  bovine  tubercle 
bacilli  were  employed,  with  the  latter  human 
bacilli  from  a virulent  strain  supplied  by  Dr. 
Hirschfelder.  A complete  description  of  the  find- 
ings is  given  and  each  experiment  is  reported  in 
detail,  sections  being  made  of  the  long  bones  and 
microscopic  examinations  carried  out.  The  evi- 
dence summed  up  to  date  is  given  as  follows: 
“1.  Tuberculosis  is  found  only  in  those  bones  or 
regions  of  bone  where  lymphoid  marrow  is  present. 
2.  Marrow  tuberculosis  is  more  common  in  chil- 
dren, whose  bones  contain  more  red  marrow.  As 
age  advances,  marrow  tuberculosis  becomes  rarer 
and  less  destructive.  3.  After  resections  in  adults, 
if  secondary  infection  be  avoided,  the  disease  dis- 
appears. 4.  Experiments  show  that  lymphoid  mar- 
row is  an  excellent  field  for  the  growth  of  tuber- 
culosis.” 
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THE  HIGH  PRICE  OF  DRUGS. 

The  effect  of  the  war  in  Europe  has  been 
brought  closely  to  the  medical  profession  of  the 
United  States  on  account  of  the  strikingly  ab- 
normal increase  of  the  price  of  many  drugs, 
ranging  from  50  to  500  per  cent,  above  the  fig- 
ures of  normal  times.  That  it  should  be  im- 
possible to  obtain  some  drugs  manufactured  ex- 
clusively in  Germany  and  that  there  should  be 
an  enormous  increase  in  cost  for  the  small  amount 
obtainable  is  easy  to  understand,  but  it  is  not 
clear  to  the  ordinary  observer  why  there  should 
be  such  an  enormous  advance  in  the  price  of  other 
articles  manufactured  in  our  own  country'.  One 
finds  it  necessary  to  enter  into  considerable  ex- 
planation often  times  with  patients,  when  pre- 
scribing some  of  these  high-priced  drugs,  in  or- 
der to  transfer  the  odium  from  himself  to  the 
limited  supply  of  the  drugs  in  question.  In  ad- 
dition to  the  hardship  of  a limited  supply  and  ab- 
normal increase  in  price,  we  have  a newT  compli- 
cation to  contend  with  in  the  introduction  of 
worthless  imitations  of  certain  drug  products, 
the  menace  of  which  has  been  disclosed  by  the 
United  States  Department  of  Agriculture.  It  is 
stated  that  large  quantities  of  such  spurious  drugs 
have  been  sold  to  drug  stores  through  the  induce- 
ment of  lower  prices.  Among  these  valueless 
imitations  a preparation  sold  as  neosalvarsan  is 
cited  which  was  found  to  contain  nothing  more 
than  salt  colored  with  a coal  tar  dye,  yet  which 
was  offered  in  an  original  container  or  an  accur- 
ate imitation  of  it,  with  a label  which  was  an 
exact  reproduction  of  the  genuine  original.  A 
drug  called  aspirin  has  also  been  introduced  by 
these  imposters,  whose  analysis  by  the  govern- 
ment officials  showed  it  a worthless  imitation  of 
the  real  article.  It  is  stated  that,  owing  to  the 
manner  in  which  these  preparations  are  peddled 
about,  it  has  been  difficult  to  trace  their  interstate 
shipment.  This  imposition  menaces  both  the 


druggist  and  the  physician,  though  its  discovery 
may  depend  upon  negative  therapeutic  results. 


THE  INTRODUCTION  OF  THE  DRY 
LAW. 

A common  interest  among  the  four  states 
represented  by  this  journal  will  be  found  in  the 
fact  that,  beginning  with  the  new  year,  each  of 
them  will  start  the  experiment  of  prohibition  of 
the  alcoholic  traffic.  While  the  details  of  the 
prohibition  laws  vary  in  each  of  them,  the  ob- 
ject to  be  obtained  is  the  same,  the  suppression 
of  the  abuse  of  alcohol  and  relief  from  the  ap- 
palling results  which  have  followed  it  for  so 
long  a period.  While  there  is  an  honest  differ- 
ence of  opinion  as  to  the  practicability  of  elimin- 
ating the  consumption  of  alcohol,  there  is  no 
question  that  a great  reduction  can  be  brought 
about,  even  under  an  ineffective  enforcement  of 
a prohibitive  law.  No  portion  of  the  community 
comes  in  such  close  contact  with  the  physical 
ills  and  depraving  results  of  the  use  of  alcohol 
as  do  the  physicians  and  none  have  more  reason 
to  desire  its  elimination.  The  effective  enforce- 
ment of  the  laws  in  these  four  states  can  be  ma- 
terially advanced  by  the  co-operation  of  the  med- 
ical profession  and  as  a body  the  physicians  should 
desire  to  aid  in  determining  whether  or  not  the 
drink  evil  can  be  successfully  combatted.  It  will 
in  no  sense  be  a credit  to  the  profession  of  these 
states,  if  at  some  future  time  it  be  stated  that  the 
law  in  a given  state  proved  ineffective,  aided  by 
the  connivance  of  certain  doctors.  On  the  other 
hand,  the  knowdedge  that  the  medical  profession 
as  a body  proposes  to  effectively  aid  in  its  honest 
enforcement  will  do  much  to  prove  that  beneficial 
results  may  thus  be  obtained. 


REGULATION  OF  THE  PRACTICE  OF 
MEDICINE. 

There  is  such  great  diversity  of  laws  concern- 
ing medical  practice  and  its  regulation  among  the 
different  states  that  great  confusion  often  arises 
in  the  trial  of  medico-legal  cases.  Any  one  who 
has  had  occasion  to  consult  the  authorities  con- 
cerning such  questions  has  realized  the  great 
need  of  a comprehensive  and  complete  publication 
of  the  laws  of  the  different  states  which  can  be 
depended  upon  as  reliable  and  authentic.  The 
Medico-Legal  Bureau  of  the  American  Medical 
Association  has  just  published  a five  hundred  page 
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volume  entitled,  “A  Digest  of  the  Case  Law  of 
the  Statutory  Regulation  of  the  Practice  of  Medi- 
cine.” This  book  comprises  the  collection,  ab- 
straction and  digestion  of  all  Supreme  Court  de- 
cisions concerning  the  regulation  of  medical  prac- 
tice. Beside  this,  it  discusses  from  all  standpoints 
the  definition  of  the  practice  of  medicine,  with 
descriptions  of  the  various  modes  of  practice  and 
the  various  kinds  of  practitioners.  The  question 
of  unprofessional  conduct  is  presented,  with  a dis- 
cussion of  the  circumstances  attending  the  re- 
vocation of  one’s  license.  Various  legal  aspects 
of  these  and  many  other  questions  which  are  con- 
tinually arising  are  presented  in  this  volume. 
The  second  part  of  the  book  consists  of  abstracts 
of  cases  arranged  chronologically  by  states.  While 
this  publication  may  not  appeal  with  great  force 
to  the  individual  practitioner,  it  will  be  of  ines- 
timable value  to  medical  organizations  and  soc- 
ieties who  appreciate  the  necessity  of  protect- 
ing their  members  and  need  to  have  at  hand  the 
best  medico-legal  referencs. 


MEDICAL  NOTES 

OREGON. 

Medical  Inspection  Retained.  In  considering  the 
city  budget  the  commissioners  of  Portland  at  one 
time  eliminated  about  $3,000  which  was  intended 
to  be  used  for  the  medical  inspection  of  school 
children.  This  action  resulted  in  many  heated  dis- 
cussions, petitions,  lobbies,  etc.,  and  finally  one  com- 
missioner decided  to  make  a personal  investigation 
to  determine  the  merits  of  the  case  upon  whch  he 
had  already  voted.  His  investigation  convinced 
him  so  strongly  of  the  necessity  of  medical  in- 
spection that  he  changed  his  vote  and  medical 
inspection  will  be  retained. 

New  Medical  Building.  Twenty-five  thousand  dol- 
lars have  been  pledged  by  Portland  business  and 
professional  men  for  a medical  building  for  the 
University  of  Oregon.  This,  together  with  the 
$50,000  appropriated  by  the  last  legislature,  is  now 
available.  The  response  on  the  part  of  Portland 
business  was  so  ready  that  the  Dean  of  the  Medical 
School  is  planning  to  raise  $75,000  more  by  popular 
subscription  and  thus  be  able  to  erect  a $150,000 
building  which  will  be  erected  just  south  of  Port- 
land heights.  At  this  same  place  a site  has  offered 
to  the  county  for  the  proposed  $400,000  county 
hospital. 

Idaho-Oregon  Society.  The  physicians  of  the 
Snake  River  Valley  have  organized  a Medical  So- 
ciety to  be  known  as  The  Idaho-Oregon  District 
Medical  Society.  Dr.  R.  O.  Payne  was  elected 
President  and  Dr.  W.  J.  Weese,  Secretary. 
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Homeopathic  Officials.  At  the  thirty-ninth  an- 
nual meeting  of  the  Homeopathic  Medical  Society 
of  Oregon,  the  following  officers  were  elected  for 
the  ensuing  year:  President,  Dr.  J.  H.  Besson; 

First  Vice-President,  Dr.  A.  L.  Canfield;  Second, 
Vice-President,  Dr.  P.  E.  Hale;  Secretary,  Dr. 
David  Breuer;  Treasurer,  I.  N.  Palmer. 

The  Harney  County  Hospital,  at  Burns,  was  de- 
stroyed by  fire  October  29,  with  a loss  amounting 
to  $12,000.  All  the  patients  were  saved  except 
David  Miller,  a pioneer  merchant  of  the  town  of 
Drewsey. 

Klamath  General  Hospital.  Articles  of  incorpora- 
tion have  been  filed  for  a hospital  at  Klamath 
Falls  to  be  known  as  the  Klamath  General  Hos- 
pital. 

Re-elected  Superintendent.  The  State  Board  of 
Control  has  unanimously  re-elected  Dr.  R.  L. 
Steiner  superintendent  of  the  Oregon  State  Hos- 
pital for  the  Insane.  This  will  make  Dr.  Steiner’s 
third  term  of  four  years  in  this  position. 

Infected  Wounds.  Drs.  G.  L.  Hynson  and  J.  T. 
LeFevre,  of  Portland,  have  both  been  suffering  from 
infected  hands.  They  were  confined  to  the  Port- 
land Sanatorium  for  a time  and  are  now  able  to  be 
about  their  duties. 

Dr.  F.  E.  Boyden,  of  Heppner,  has  left  for  several 
weeks  in  the  East,  during  which  time  he  will  at- 
tend clinics  and  do  postgraduate  work. 

Dr.  L.  L.  Truax,  of  Klamath  Falls,  is  in  Philadel- 
phia, where  he  will  devote  the  winter  to  post- 
graduate study. 


WASHINGTON. 

To  Protect  Water  Supply.  Aberdeen  has  installed 
two  calcium  hypochlorite  plants  to  prevent  the 
possibility  of  an  epidemic  due  to  polution  of  the 
water  supply. 

New  Member  of  Examining  Board.  Dr.  R.  P. 

Smith,  President  of  the  State  Board  of  Medical 
Examiners,  has  tendered  his  resignation  to  Gov- 
ernor Lister.  It  was  accepted  immediately  and  Dr. 
D.  M.  Stone,  of  Seattle,  was  appointed  to  fill  the 
vacancy. 

Verdict  Against  Dr.  Banks  Set  Aside.  The  Su- 
preme Court  has  set  aside  the  verdict  against 
Dr.  Rush  Banks,  of  Centralia.  given  a year  ago. 
The  sum  of  $1,500  was  awarded  to  the  plaintiff 
for  death  of  husband  from  typhoid  fever  because 
the  doctor  gave  him  a diet  of  poached  eggs  and 
toast.  We  trust  the  next  verdict  may  be  for  the 
doctor  if  the  case  is  retried. 

A Bureau  of  Research  has  been  opened  in  Seattle 
to  trace  the  development  and  extent  of  tubercu- 
losis among  American  cattle.  The  work  is  to  be 
under  the  direction  of  Dr.  Cliff  Ackley,  of  the 
Federal  Bureau  of  Animal  Industry. 
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To  Serve  in  German  Army.  Dr.  Walter  Gelhorn, 
of  Seattle,  has  left  for  Germany,  where  he  will 
offer  his  services  to  the  Red  Cross  of  his  native 
country.  Safe  passage  has  been  guaranteed  him 
under  several  passports  which  he  has  obtained 
and  he  expects  to  return  to  Seattle  after  the  war. 

Service  With  the  Allies.  Dr.  N.  D.  Pontius,  of 
Seattle,  will  leave  for  France  the  middle  of  this 
month,  where  he  will  serve  as  surgeon  for  the 
Allies. 

Dr.  A.  V.  Marion,  of  Tolt,  is  now  located  at 
Hatton. 

Dr.  W.  W.  Brand,  of  Rosalia,  has  been  confined 
to  his  room  for  several  weeks  on  account  of  ery- 
sipelas but  is  now  able  to  resume  his  duties. 

Dr.  A.  W.  VanKirk,  of  Elberton,  has  located  in 
Grandview.  This  leaves  Elberton  without  a doctor. 

Dr.  G.  M.  Horton,  of  Seattle,  is  at  Rochester, 
Minn.,  where  he  has  been  separated  from  his  gall- 
bladder and  its  collection  of  stones. 

Dr.  J.  S.  McElvain,  of  Anatone,  will  spend  the 
winter  in  the  East  doing  postgraduate  work. 

Drs.  J.  W.  Goodheart,  N.  W.  Wear  and  S.  S.  Howe, 

of  Bellingham,  have  returned  from  a six  weeks' 
visit  to  the  clinics  in  Chicago  and  Rochester. 


IDAHO. 

Dr.  F.  B.  Smith,  who  has  recently  come  from 
Colorado,  has  located  in  Nampa. 

Dr.  A.  G.  Byrd,  who  for  several  years  has  been 
practicing  in  the  northern  part  of  the  state,  has 
located  in  Bellevue. 


OBITUARIES. 

Dr.  C.  J.  Taft  died  at  North  Yakima,  Wash., 
Nov.  7,  from  senility  following  an  illness  of  several 
months.  He  was  born  in  Weld,  Me.,  in  1837.  Fol- 
lowing the  civil  war  he  went  to  California  by  way 
of  the  Isthmus  of  Panama.  In  1871  he  moved  to 
Umatilla,  Ore.,  and  in  1877  went  to  Boise,  Ida.  In 
1S85  he  moved  to  the  Yakima  valley.  He  graduated 
from  the  Cooper  Medical  Institute  at  San  Francisco. 
In  Yakima  he  was  a pioneer  physician  and  druggist. 
He  was  the  owner  of  the  first  registered  horse  in 
Yakima  valley  and  introduced  the  first  top  buggy 
to  that  region. 

Dr.  C.  A.  Holzer  died  at  Uniontown,  Wash.,  Nov. 
13.  He  was  born  in  Austria  in  1848  and  studied 
at  Munich  and  Vienna.  After  coming  to  this  coun- 
try he  practised  at  Leavenworth,  Kan.,  and  in  1890 
moved  to  Uniontown.  He  held  the  office  of  council- 
man for  several  terms  and  was  also  mayor  of  the 
city. 

Dr.  S.  H.  Murphy  died  at  Spokane,  Wash.,  Nov.  11. 
at  62  years  of  age.  He  lived  in  Spokane  for  eleven 
years.  Previous  to  that  time  he  practised  in  the 
state  of  New  York. 


REPORTS  OF  SOCIETY  MEETINGS 

UTAH  STATE  MEDICAL  ASSOCIATION. 
Report  of  the  Transactions  of  the  House  of  Dele- 
gates of  the  Utah  State  Medical  Association, 
Salt  Lake  City,  Utah,  Sept.  28-29,  1915. 

Sept.  28,  12  o’clock. 

The  meeting  was  called  to  order  by  President 
Joyce. 

President  Joyce:  The  Secretary  will  read  the 

list  of  delegates. 

Secretary:  The  delegates  are  as  follows: 

Council:  T.  C.  Gibson,  H.  G.  Merrill,  E.  H.  Smith. 

President,  R.  S.  Joyce. 

Secretary,  W.  Brown  Ewing. 

Cache  Valley  Society:  H.  A.  Adamson. 

Davis  County:  B.  L.  Kesler. 

Salt  Lake  County:  R.  W.  Hampton,  W.  R.  Tyn- 
dale,  F.  M.  McHugh,  J.  F.  Critchlow,  L.  B.  Laker, 
A.  J.  Hosmer,  G.  V.  Schramm,  H.  P.  Kirtley,  J.  E. 
Tyree,  C.  E.  Carter,  E.  Van  Cott,  S.  L.  Richards, 
S.  G.  Kahn. 

Sanpete  County:  M.  A.  Frece. 

Uintah  County:  H.  E.  Rich. 

Utah  County:  D.  H.  Calder,  J.  W.  Aird,  A.  J. 
Stuart. 

Weber  County:  W.  E.  Whalen,  E.  I.  Rich,  E.  R. 
Dumke,  A.  A.  Robinson. 

Dr.  Gibson:  In  reading  over  the  list  of  dele- 

gates here  I notice  that  my  name  is  listed  as  a dele 
gate,  and  I am  already  a member  of  the  council. 
This  was  a mistake,  and  I think  my  name  ought  to 
be  erased  from  the  list  of  delegates. 

President  Joyce:  What  is  the  will  of  the  house? 

Dr.  Gibson:  I make  a motion  that  my  name  be 

erased. 

Motion  seconded,  put  and  carried. 

The  Secretary:  Dr.  Critchlow  is  the  first  altern- 

ate elected  by  thte  Salt  Lake  County  Medical 
Society. 

The  President:  If  there  is  no  objection  we  will 

substitute  the  name  of  Dr.  Critchlow  in  the  House 
of  Delegates.  Is  there  any  objection  now  to  the 
list  of  delegates  as  read? 

The  Secretary:  I have  received  no  notification 

of  delegates  from  Uintah  County. 

The  Secretary:  The  Secretary  has  been  notified 

that  one  of  the  alternates  from  Utah  County  is 
Dr.  Calder. 

Dr.  Calder:  Inasmuch  as  Dr.  Pine  is  not  present 

I suppose  it  will  be  in  order  for  me  to  act  as  the 
delegate  from  Utah  County. 

The  President:  Is  there  any  objection  to  seat- 

ing Dr.  Calder? 

The  Secretary:  What  about  Uintah  County?  I 

sent  a certificate  showing  a list  of  delegates  to  the 
secretary,  and  the  secretary  has  been  unable  up  to 
the  present  moment  to  get  a regular  report;  the 
dues  have  been  paid  for  its  members  and  no  dele- 
gate, as  far  as  the  secretary  is  aware,  is  in  the 
house. 

Dr.  Rich:  Two  delegates  were  appointed,  and  I 

think  there  are  two  hold-overs  from  last  year  in 
the  house.  I think  that  they  could  act  just  the 
same  this  year. 
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The  President:  If  there  is  no  objection  Dr. 

H.  E.  Rich  will  be  seated  as  a delegate. 

The  Secretary:  Davis  County.  There  has  been 

no  word  received  at  all  from  Davis  County. 

Dr.  Kessler:  I am  here  to  represent  Davis 

County,  but  there  is  an  unusual  situation  there. 
It  is  a very  small  county,  there  are  very  few  doc- 
tors, and  it  is  difficult  for  them  to  hold  meetings. 
I think  there  are  only  three  doctors,  and  one  doc- 
tor is  at  present  out  of  the  state;  that  leaves  us 
only  two.  It  was  the  wish  of  those  two,  if  it  wera 
agreeable  to  the  members  of  the  State  Society, 
that  the  Davis  County  Society  should  be  dissolved, 
and  the  members  be  allowed  the  privilege  of  af- 
filiating with  other  societies.  I am  here  to  present 
that  resolution  to  you  for  your  consideration; 
otherwise,  if  you  wish  to  continue  that  Davis  Coun 
ty  Society,  we  will  no  doubt  carry  out  your  wishes. 

The  Secretary:  The  board  of  councilors  last 

year  brought  in  a report  that  the  Davis  County 
society  be  dissolved,  but  it  was  passed  over  and 
the  delegates  were  seated.  If  the  house  desires 
to  take  such  action  at  this  time  I would  suggest 
that  the  matter  be  referred  to  the  council  with 
power  to  act. 

The  President:  If  there  is  no  objection  we  will 

leave  the  matter  of  Davis  County  to  the  Council 

and  they  can  report  later  at  this  meeting. 

The  Secretary:  The  rule  of  the  house  has  been 

so  far  that  the  reading  of  the  minutes  be  passed 
over,  as  they  have  all  been  published  in  the  Journal 
during  the  year. 

The  President:  If  there  is  no  objection,  presen- 
tation for  the  adoption  of  a standing  rule  of  the 

house  will  be  in  order. 

Standing  Rules  House  of  Delegates,  Utah  State 
Medical  Association. 

Seating  of  Alternates. 

Resolved,  That  it  is  the  sense  of  the  House  of 
Delegates  of  the  Utah  State  Medical  Association 
that,  when  an  alternate  delegate  is  duly  seated  by 
vote  of  the  House  in  place  of  a delegate  who  for 
any  reason  is  not  present  at  the  first  meeting  of 
the  House,  he  shall  retain  his  seat  during  the  term 
for  which  such  delegate  was  elected. 

Adopted  by  the  House  of  Delegates  at  Salt  Lake 
City,  Utah,  June  28,  1915. 

The  Secretary:  I move  the  adoption  of  the  reso- 

lution. (Motion  put,  seconded  and  carried.) 

Dr.  Gibson:  After  conferring  with  the  other 

members  of  the  Council  we  have  come  to  the  con- 
clusion that  the  Davis  County  Society  should  be 
dissolved  and  that  the  members  of  Davis  County 
should  be  allowed  to  meet  with  the  society  most 
convenient  for  them.  I therefore  move  the  adop- 
tion of  this  report. 

Dr.  Calder:  I second  that  motion.  (Motion  put 

and  carried.) 

Report  of  the  Secretary. 

To  the  House  of  Delegates: 

No  new  societies  have  been  organized  during  the 
year  since  last  meeting,  and  the  number  remains 
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at  seven,  if  the  suspension  of  Davis  County  is  re- 
moved. Not  one  of  the  component  county  societies 
had  their  annual  report  in  the  secretary’s  hands 
on  March  31,  as  required  by  the  By-Laws.  One  or 
two  reports  came  in  a day  or  two  after  the  first  of 
April  and  several  others  were  very  late.  On  the 
date  this  report  was  written  one  society,  Uintah 
County,  had  not  filed  its  report  in  proper  form,  re- 
gardless of  several  letters  from  the  secretary’s 
office  and  an  appeal  to  the  councilor  of  that  dis- 
trict, and  no  work  has  been  received  from  Davis 
County. 

Even  after  a delay  of  over  twenty  days  the  roll 
of  members  as  forwarded  to  the  American  Medical 
Association,  in  conformance  with  the  provisions  of 
our  By-laws,  was  very  incomplete,  in  that  it  car- 
ried the  following  suspensions  for  non-payment  of 
dues:  Salt  Lake  County,  27;  Cache  Valley,  total 
membership;  Davis  County,  total  membership;  San- 
pete County,  total  membership;  Utah  County,  8; 
Weber  County,  1.  These  suspensions  and  reinstate- 
ments entail  an  enormous  amount  of  work  on  the 
secretary  and  on  the  secretary  of  the  A.  M.  A. 
In  addition  to  reducing  our  total  membership  and 
making  it  almost  impossible  to  tell  our  exact  mem- 
bership, it  renders  it  practically  impossible  for  the 
treasurer  to  close  his  books  at  any  time,  and  com- 
pells  the  secretary  of  the  A.  M.  A.  to  write  many 
of  our  members  that  their  names  do  not  appear  on 
his  roll  as  in  good  standing  in  the  Utah  State 
Medical  Association,  and  unless  their  standing  is 
corrected  it  will  be  necessary  to  drop  their  names 
from  the  roll.  The  secretary  of  the  A.  M.  A.  has 
no  choice  in  the  matter,  his  action  being  governed 
by  the  By-Laws,  and  some  of  our  members  have 
felt  aggrieved  when  their  attention  has  been  called 
to  their  delinquency.  The  secretary  would  re- 
spectfully ask  that  some  action  be  taken  by  the 
House  of  Delegates  looking  to  the  correction  of 
this  evil. 

The  number  of  members  in  good  standing  at  the 
1914  meeting  were  as  follows:  Cache  Valley,  13; 
Davis  County,  5;  Salt  Lake  County,  146;  Sanpete 
County,  12;  Uintah  County,  5;  Utah  County,  37; 
Weber  County,  37;  total,  255.  This  year  the  en- 
rollment is  as  follows;  Cache  Valley,  11;  Davis 
County,  0;  Salt  Lake  County,  149;  Sanpete  County, 
11;  Uintah  County,  6;  Utah  County,  31;  Weber 
County,  43 — making  a total  of  251  and  showing  a 
decrease  of  4.  The  officers  of  the  Association  feel 
that  there  are  many  reputable  physicians  in  the 
various  counties  who  would  unite  with  the  vari- 
ous county  societies  if  some  effort  were  made  to 
extend  them  an  invitation  and  to  point  out  the 
benefits  to  be  derived  from  membership  in  the 
county  and  state  organizations  and  the  American 
Medical  Association.  During  the  month  of  April 
engraved  membership  cards  were  sent  out  to  all 
members  in  good  standing.  These  cards — which 
are  a new  feature — have  a transfer  card  on  the 
reverse  and  will  facilitate  the  transfer  of  mem- 
bers from  one  society  to  another  when  such  trans- 
fer is  made  necessary. 
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Since  our  last  meeting  your  secretary  attended 
the  meeting  of  the  American  Medical  Association 
at  San  Francisco  and  took  part  in  the  usual  pub- 
lic health  Sunday  speaking  in  the  Trinity  Presby- 
terian Church  on  general  health  matters.  Regard- 
ing the  annual  Conference  of  State  Secretaries,  no 
formal  meeting  was  called  this  year,  owing  to  the 
great  distance  and  the  probability  that  manv 
could  not  attend.  Frequent  conferences  were,  how- 
ever, held  by  your  secretary  and  the  secretaries 
from  New  York,  Missouri,  Nevada,  Indiana,  Califor- 
nia, Tennessee,  Iowa  and  Oklahoma.  The  work  of 
previous  years  is  rapidly  rounding  into  shape  so 
that  many  of  the  requirements  are  similar  in  the 
various  states  and  transfer  from  state  to  state  will 
be  less  embarrassing  than  in  the  past.  Some  minor 
changes  were  advocated  and  exchange  of  views 
relative  to  better  and  more  interesting  meetings 
were  discussed.  The  matter  of  appellate  jurisdic- 
tion as  relating  to  the  judicial  council  was  brought 
before  the  House  of  Delegates  by  the  Medical  So- 
ciety of  the  District  of  Columbia,  and  the  integrity 
of  the  council  was  upheld  by  a large  majorty  vote. 
Detroit  was  chosen  as  the  place  of  meeting  for  1916 
and  the  date  has  recently  been  fixed  by  the  trus- 
tees as  June  12  to  16. 

During  the  year  your  treasurer  has  been  bonded 
in  the  sum  of  $500.  I would  suggest  the  following 
change  in  the  By-Laws:  In  Chapter  VIII,  Section 

4,  page  14,  line  2,  strike  out  the  word  “by”  and 
substitute  the  word  “from.”  I think  this  slight 
change  would  be  of  benefit  in  facilitating  the  work 
of  the  Association  and  would  not  alter  the  mean- 
ing of  the  section. 

Your  secretary  takes  great  pleasure  in  commend- 
ing the  work  of  Dr.  D.  Moore  Lindsay,  who.  for 
some  time  past,  has  been  our  representative  on 
the  Committee  on  Conservation  of  Vision  of  the 
Council  on  Health  and  Public  Instruction,  A.  M.  A., 
and  who,  during  the  past  year,  has  delivered 
twenty-three  lectures  to  approximately  3,300  people. 
This  work  is  entirely  altruistic  and  I am  glad  to 
report  that  in  the  past  it  has  been  entirely  satis- 
factory to  this  Association,  as  well  as  the  A.  M.  A. 

Since  our  last  meeting  the  Utah  state  legislature 
has  met  and  the  usual  number  of  bills  derogatory 
to  the  public  health  were  introduced.  Several 
distinct  attempts  were  made  to  lower  the  standard 
of  medical  education,  but  all  failed  to  become  laws. 
Dr.  Ezra  C.  Rich  was  appointed  fraternal  delegate 
to  the  Colorado  State  Medical  Society  and  will 
present  a paper  before  that  body.  Considerable 
work  has  devolved  on  the  council  and  meetings 
have  been  held  at  various  times  both  in  this  city 
and  Ogden.  For  the  assistance  received  from  this 
body  during  the  year  that  is  past,  as  well  as  in 
all  former  times,  your  secretary  wishes  to  take 
this  opportunity  to  extend  his  thanks. 

The  following  officers  are  to  be  elected:  Presi- 
dent, three  vice-presidents,  treasurer,  councilor  for 
the  second  district  and  delegate  to  the  A.  M.  A. 

It  has  been  the  custom  in  the  past  that  the  re- 


port of  the  officers  and  committees  be  referred  to 
a special  committee,  who  will  bring  in  a report, 
say  tomorrow,  and  if  that  meets  with  your  ap- 
proval we  will  proceed  along  that  line  now,  as  that 
has  been  the  custom  for  some  years  past. 

All  of  which  is  respectfully  submitted. 

W.  BROWN  EWING, 

Secretary. 

The  President:  As  such  a committee  I will  ap 

point  Drs.  Hosmer,  Hampton  and  E.  I.  Rich. 

Report  of  the  Treasurer. 

Office  of  the  Treasurer,  Salt  Lake  City,  Utah, 
September  28,  1915.  To  the  Officers  and  Members 
of  the  Utah  State  Medical  Association: 

I submit  herewith  my  report  as  treasurer  for 


the  past  year: 

Receipts. 

Balance  reported  Sept.  29,  1914 $ 688.90 

Received  from  all  sources  788.75 


Expense. 


$1,477.65 


Checks,  Nos.  51  to  69  inclusive  (approved 

by  the  Councilors)  $1,015.60 

Balance  on  hand,  as  per  attached  certifi- 
cate   • 462.05 


$1,477.65 

Respectfully  submitted, 

(Signed)  H.  P.  KIRTLEY. 

Treasurer. 

The  Secretary:  The  full  report,  of  course,  has 

been  gone  over  by  the  council  and  covered  in  their 
report. 

The  President:  What  do  you  say  to  the  report 

of  the  treasurer?  It  has  all  been  passed  on  by  the 
council. 

Dr.  Hosmer:  I move  that  we  accept  it.  (Mo- 

tion put  and  carried.) 

Report  of  the  Council. 

Salt  Lake  City,  Utah,  September  27,  1915.  To 
the  House  of  Delegates: 

The  council  met  several  times  during  the  year 
and  also  transacted  some  business  by  correspond- 
ence. It  was  hoped  that  the  component  countv 
societies  would  conform  to  the  request  of  .the  coun- 
cil of  1914,  but  this  year  not  one  county  society  in 
the  state  had  its  report  in  the  hands  of  the  sec- 
retary on  time.  The  books  of  the  secretary  and 
treasurer  were  audited  and  found  correct  as  re- 
ported. The  council  wishes  to  commend  the  sec- 
retary and  treasurer  for  the  excellent  way  in  which 
they  have  kept  their  books  and  files. 

The  total  receipts,  including  balance  from  last 
year,  were  $1,477.65.  The  total  disbursements 
were  $1,015.60,  leaving  a balance  on  hand  at  this 
time  of  $462.05.  Included  in  the  total  disburse- 
ments are  two  items  that  should  be  mentioned,  our 
annual  subscription  to  Northwest  Medicine,  $258.05, 
and  a loan  of  $250  made  by  the  council.  The  trans- 
actions of  the  Association  have  been  published  in 
the  Northwest  Medicine  at  an  expense  of  $258,  in 
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eluding  a year's  subscription  to  each  member  o£ 
the  Association.  The  estimated  expenses  for  1915 
meeting  are  $442.25,  which  will  leave  only  a small 
balance  in  the  treasury.  During  the  past  year  the 
council  placed  with  the  Consolidated  Wagon  & Ma- 
chine Co.  $250  at  6 per  cent  interest,  taking  the 
company’s  note  payable  on  30  days  notice.  The 
note  is  now  in  the  hands  of  the  treasurer. 

T.  C.  GIBSON, 

E.  H.  SMITH, 

H.  G.  MERRILL. 

The  Secretary:  There  is  no  report  on  the  Com- 

mittee on  Public  Education  and  none  from  the 
Committee  on  Medical  Education. 

Committee  On  Scientific  Work. 

House  of  Delegates,  Utah  State  Medical  Associa- 
tion, Salt  Lake  City,  Utah.  Gentlemen: 

Your  Committee  on  Scientific  Work  begs  to  re- 
port that  the  committee,  with  President  Joyce 
and  the  Board  of  Councilors,  met  in  Salt  Lake  City 
on  February  1,  1915,  formulated  a tentative  pro- 
gram and  outlined  the  work  for  the  session.  They 
met  again  in  Ogden  at  the  Weber  Club,  on  April 
2,  1915,  and  heard  the  reports  of  the  work  per- 
formed by  the  several  members.  On  May  18  we 
met  again  in  Salt  Lake  City  and  completed  the 
work.  The  committee  decided  to  have  fewer  papers 
this  year  in  the  hope  of  promoting  more  general 
discussion. 

The  clinics  held  two  years  ago  seemed  to  meet 
the  approval  of  the  society  to  a limited  extent 
only,  and  the  committee  therefore  modified  their 
plans  and  will  have  one  large  and,  we  hope,  care- 
fully arranged  clinic  at  the  Holy  Cross  Hospital 
by  Dr.  Fred  H.  Albee,  on  September  29,  devoting 
the  entire  morning  to  same.  This  being  an  inno- 
vation, we  trust  the  members  of  the  society  will 
be  sure  and  attend  and  then  inform  us  if  they  ap- 
prove of  it,  so  that  the  committees  in  the  future 
will  know  whether  or  not  to  continue.  The  result 
of  our  efforts  is  before  you  in  the  shape  of  the 
Twenty-first  Annual  Program,  which  has  been 
mailed  to  each  member  of  the  Association. 

Respectfully  submitted, 

SOL.  G.  KAHN, 

Chairman. 

The  Secretary:  There  is  no  report  from  the  Com- 

mittee on  Public  Policy  and  Legislation. 

Committee  on  Necrology. 

Ogden,  Utah,  September  27,  1915.  To  our 

Brothers  of  the  Medical  Profession: 

I beg  to  remind  you  that  the  Great  Reaper,  who 
regards  with  equal  indifference  the  home  of  the 
lowly  and  that  of  the  most  exalted,  has  not  spared 
our  Association.  The  fruits  of  his  harvest  are  al- 
ways grievous  to  contemplate,  but  when  they  are 
gathered  from  our  own  homes  the  feelings  of  sor- 
row impress  with  greatest  emphasis.  This  thought 
is  more  sensibly  brought  to  us  in  the  loss  of  one 
of  our  co-laborers  in  the  elevating  fields  of  human 
purposes,  Dr.  Joseph  S.  Richards,  who  passed 
away  since  our  last  meeting. 
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Dr.  Richards  was  an  all-round  man,  a man  of 
extensive  reading  and  high  scientific  attainments, 
especially  in  his  chosen  profession,  that  of  med- 
cine  and  surgery.  In  his  boyhood  Dr.  Richards 
knew  the  bitterness  of  poverty  that  was  the  com- 
mon lot,  more  than  fifty  years  ago,  in  the  then 
sterile  desert  of  Utah,  but  necessity  only  the  bet- 
ter fitted  him  for  the  great  work  of  his  future, 
which  was  finally  requited  by  success  beyond  the 
common,  and  by  a name  that  will  be  long  remem- 
bered and  respected.  He  was  my  close  friend,  and 
that  friendship  reaches  back  more  than  two  score 
years,  and  it  is  not  interrupted  even  by  his  death, 
but  at  last  he  is  released  from  the  daily  grind  of 
thinking,  for  the  quest  of  things  hard  to  attain  and 
the  pains  and  ashes  of  a weary  body.  May  the 
turfs  of  summer  and  the  snows  of  winter  rest 
tenderly  on  him  while  he  sleeps  the  endless  years 
away.  A.  S.  CONDON, 

Chairman  Committee  on  Necrology. 

The  Secretary:  There  is  no  report  from  the  Com- 

mittee on  Arrangement  and  Entertainment. 

Report  of  Delegate. 

House  of  Delegates,  Utah  State  Medical  Asso- 
ciation, Salt  Lake  City,  Utah.  Gentlemen: 

Your  delegate  to  the  Sixty-sixth  Annual  Session 
of  the  American  Medical  Association  at  San  Fran- 
cisco, Cal.,  in  June,  1915,  begs  to  report  that  he  at- 
tended all  the  sessions  of  the  House  of  Delegates. 
He  was  made  a member  of  the  Reference  Com- 
mittee on  Amendment  to  the  Constitution  and  By- 
Laws.  Dr.  Hugh  Cabot,  chairman  of  the  Commit- 
tee on  Section  and  Section  Work,  presented  a new 
proposition  for  a change  in  the  division  of  the  Sci- 
entific Assembly  into  sections  and  the  working  of 
such  a division  with  a view  to  improving  the  pres- 
ent arrangement,  if  possible.  This  was  quite  an 
extensive  report  and,  if  adopted,  would  make  con- 
siderable of  a change  in  the  present  working  ar- 
rangement of  the  sections.  I would  suggest  thai 
every  member  of  the  Association  carefully  reao 
that  recommendation  in  the  proceedings  of  the 
House  of  Delegates.  This  report  was  referred  to 
the  Reference  Committee,  of  which  your  delegate 
was  a member  and,  in  conjunction  with  the  judi- 
cial council  and  Dr.  Cabot,  the  said  report  was 
carefully  considered.  The  changes  therein  sug- 
gested were  quite  radical,  and  the  committee 
deemed  the  time  at  their  disposal  not  sufficient  to 
give  it  the  consideration  necessary,  therefore  recom- 
mended to  the  House  of  Delegates  that  a Council 
on  Scientific  Assembly  be  created  and  this  report  re- 
ferred to  them  for  careful  consideration  and  future 
action,  which  report  was  concurred  in  by  the 
House  of  Delegates  and  a committee  appointed. 

The  work  of  the  House  of  Delegates  is  becoming 
more  arduous,  but  better  systematized  from  year 
to  year  by  having  the  same  personnel  serve  on 
the  various  committees;  the  work  is  accomplished 
with  more  dispatch.  President  Rodman  in  his 
address  presented  a proposition  for  a Central  Ex- 
amining Board,  same  to  be  located  in  the  City  of 
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Washington.  The  president  had  the  proposition 
presented  to  the  House  of  Delegates  for  considera- 
tion. As  the  details  had  not  been  completely 
worked  out,  the  House  of  Delegates  were  unable 
to  comply  with  the  wishes  of  the  president.  No 
doubt  this  will  be  presented  again  in  an  amplified 
form,  when  it  may  be  adopted.  Dr.  Rupert  F. 
Blue,  of  the  United  States  Public  Health  Service, 
was  elected  president,  and  Detroit,  Mich.,  was 
chosen  as  the  next  meeting  place,  which  will  occur 
on  June  12  to  16,  1916. 

Respectfully  submitted, 

SOL.  G.  KAHN, 

Delegate. 

The  President:  Is  there  any  other  unfinished 

business? 

The  Secretary:  None  on  the  secretary’s  desk. 

The  President:  Any  new  business?  What  is  to 

be  the  arrangements  for  attending  the  clinic  to- 
morrow morning?  We  do  not  want  our  meeting  to 
conflict  with  that.  (Motion  carried  for  the  House 
to  meet  at  8 a.  m.) 

Sept.  29,  8 o’Clock  A.  M. 

President  Joyce:  The  first  order  of  business 

this  morning  is  the  election  of  officers.  I will  ap- 
point Drs.  Dumke  and  Kirtley  as  tellers. 

Drs.  S.  C.  Baldwin  and  E.  W.  Whitney  were  nomi- 
nated for  president.  The  tellers  reported  Dr.  Whit- 
ney elected  president  for  the  ensuing  year. 

The  President:  I will  now  entertain  nominations 

for  the  offices  of  first,  second  and  third  vice-presi- 
dent. 

The  Secretary:  The  Constitution  provides  that 

the  vice-presidents  of  the  association  shall  be  the 
presidents  of  the  district  societies.  We  have  never 
been  able  to  carry  that  out  exactly,  because  we 
do  not  have  three  district  societies,  the  presidents 
of  which  can  act  as  vice-presidents.  In  lieu  of 
that  it  has  been  customary,  and  it  is  a custom  only 
because  there  is  no  rule,  that  we  elect  one  vice- 
president  from  the  first  councillor  district,  which 
runs  from  O'gden  to  the  north  of  the  state;  one  in 
the  second  councillor  district,  which  is  Davis,  Salt 
Lake  and  Tooele  counties;  and  one  from  the  third 
district,  all  below  Salt  Lake  County.  While  that 
has  just  been  the  custom,  it  seems  to  be  very 
satisfactory  to  all  the  delegates. 

The  following  officers  were  duly  elected:  First 
vice-president,  Dr.  L.  B.  Laker;  second  vice-presi- 
dent, Dr.  Osgood,  of  Ogden;  third  vice-president, 
Dr.  Fred  Dunn;  treasurer,  Dr.  H.  P.  Kirtley;  dele- 
gate, to  the  A.  M.  A.,  Dr.  S.  G.  Kahn;  alternate 
delegate,  Dr.  Ezra  Rich;  councillor  for  second  dis- 
trict, Dr.  T.  C.  Gibson. 

The  President:  The  next  in  order  is  the  report 

of  the 

Reference  Committee  on  Reports  of  Officers  and 
Committees. 

Salt  Lake  City,  Sept.  29,  1915.  The  Reference 
Committee  on  Reports  of  Officers  and  Committees 
beg  leave  to  make  report  and  recommend  that  the 


various  reports  be  adopted  and  recommendations 
approved. 

(Signed)  A.  J.  HOSMER, 

E.  I.  RICH 

R.  R.  HAMPTON. 

The  President:  You  all  understand  what  this 

refers  to.  One  is  a minor  modification  of  the  by- 
laws and  the  report  of  the  officers. 

Dr.  Critchlow:  I move  that  it  be  adopted  as  read. 

The  President:  If  there  is  no  objection  it  will 

be  so  ordered.  The  amendment  to  the  by-laws  is 
carried  in  the  adoption  of  the  report.  The  next  in 
order  is  the  designation  of  a place  for  the  next  an- 
nual meeting. 

Salt  Lake  City  was  chosen  for  the  next  annual 
meeting. 

Dr.  Kahn:  I move  the  usual  resolution  of  thanks 

to  the  committee  on  arrangement  for  what  they 
have  performed  this  year  and  that  we  adjourn  sine 
die.  (Motion  carried  and  meeting  adjourned.) 

GENERAL  SESSION,  SEPTEMBER  29. 

The  President:  This  closes  our  program  for 

this  session.  I desire  to  say,  on  behalf  of  the  of- 
ficers and  committee,  that  we  appreciate  the  co- 
operation of  the  members  and  officers  who  have 
been  with  us  during  this  session,  and  I think  it 
is  a privilege  to  have  listened  to  these  gentlemen. 
We  will  now  take  up  the  report  of  the  House  of 
Delegates. 

(The  secretary  reads  report,  which  is  duly- 
adopted.) 

On  request  of  the  president  Dr.  Critchlow  es- 
corted to  the  chair  the  newly  elected  president, 
Dr.  Whitney. 

Dr.  Whitney:  I am  not  unmindful  of  my  good 

fortune  in  being  selected  as  your  presiding  officer 
for  the  ensuing  year.  The  meeting  of  this  associa- 
tion has  been  on  a very  high  plane  and,  with  your 
assistance  and  that  of  the  committees  and  with  my 
best  endeavor,  I hope  we  will  be  able  to  emulate 
the  officers  and  the  individuals  participating  in 
these  discussions.  I hope,  if  any  of  you  have  any- 
thing upon  your  minds  which  will  act  in  the  way 
of  betterment  to  our  meetings,  that  you  will  feel 
free  to  consult  with  me  and  I will  give  them  my 
most  favorable  consideration.  I will  entertain  a 
motion  to  adjourn. 

(Motion  to  adjourn  put  and  carried.) 

OREGON. 

PORTLAND  CITY  AND  COUNTY  MEDICAL 
SOCIETY. 

Pres.,  K.  A.  J.  Mackenzie;  Sec.,  G.  S.  Whiteside. 

The  regular  semi-monthly  meeting  of  the  society 
was  held  in  the  German  House,  Portland,  Ore., 
Nov.  3,  1915.  President  K.  A.  J.  Mackenzie  in  the 
chair. 

Dr.  Tamiesie  shows  a case  of  gastroenterostomy- 
operated  upon  six  years  ago.  Another  case  of  con- 
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genital  deformity  of  the  spine  and  a third  of  early 
tuberculosis. 

Paper. 

Heart  Block.  By  Dr.  Wm.  Knox.  Extremely 
interesting  paper,  illustrated  by  lantern  slides  of 
heart  curves,  explaining  the  relation  of  auricular 
and  ventricular  contractions. 

In  discussion  Dr.  T.  H.  Coffen  shows  some  lantern 
slides  and  explains  them. 

Dr.  Baar  thinks  the  subject  a most  important 
one  and  cardiographic  tracings  absolutely  necessary 
in  order  to  differentiate  between  organic  disease 
and  disturbances  of  nervous  control. 

Dr.  Myers  speaks  of  the  work  of  Dr.  Lewis. 

Dr.  House  speaks  of  the  importance  of  determin- 
ing as  to  whether  there  may  not  be  some  stimula- 
tion of  the  pneumogastric  nerve  either  in  the  pons 
or  even  in  its  peripheral  course. 

Dr.  N.  W.  Jones  says  the  whole  subject  of  the 
study  of  cardiac  cases  has  been  revolutionized  in 
the  past  ten  years. 

Dr.  Ricen  believes  all  advances  in  clinical  medi- 
cine must  come  through  experimental  physiology  as 
this  study  of  heart  block  has  done. 

Dr.  A.  E.  Rockey  tells  of  demonstration  of  instru- 
ments of  precision  in  heart  disease  as  shown  in 
the  Rockefeller  Institute  in  New  York,  and  pro- 
poses that  a subscription  be  started  for  a cardigraph 
instrument  to  be  owned  in  Portland  either  by  the 
society  or  by  the  school. 

Drs.  Jones,  Knox  and  Tilzer  speak  on  the  subject. 

Dr.  Rockey’s  motion  that  a subscription  be  taken 
to  buy  a scientific  apparatus  is  seconded  by  Dr. 
Knox. 

Report  of  Dr.  Pettit  for  telephone  committee 
accepted. 

Report  of  Dr.  Jones  that  library  is  not  moved 
because  the  public  library  board  is  not  yet  ready 
to  act  upon  it.  Report  accepted  and  committee 
continued. 

Dr.  Paine  recommends  medical  inspection  being 
discontinued  in  our  public  schools  by  the  commis- 
sioners of  the  city.  Dr.  A.  W.  Smith  thinks  medical 
inspection  belongs  to  the  city  health  officers.  Dr. 
Manion  says  we  are  not  economizing.  Dr.  Tilzer 
speaks  on  school  inspection.  Dr.  Booth  moves  that 
a committee  of  three  be  appointed  to  draft  resolu- 
tions to  be  presented  against  removing  the  inspec- 
tion to  the  school  board.  Committee  of  Drs.  House, 
Tucker  and  Tilzer. 


The  second  semi-monthly  meeting  was  held  in 
the  German  House,  Nov.  17,  at  8 P.  M.,  President 
K.  A.  J.  Mackenzie  in  the  chair.  Seventy-five  mem- 
bers present.  Minutes  of  preceding  meeting  read 
and  accepted. 

Dr.  Barbee  shows  a patient  with  chronic  lym- 
phatic leukemia.  Demonstration  of  microscope 
slides  of  the  blood. 

Dr.  Selling  reports  a case  of  amebic  dysentery. 

Drs.  Whiteside  and  Howard  show  urine  from  a 
case  of  oxalurea. 
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Dr.  Earned  spoke  on  tuberculin  and  showed 
lantern  slides. 

Dr.  Pierce  opened  the  discussion.  Having  heard 
the  laboratory  preparation  of  tuberculin  products 
from  Dr.  Larned,  Dr.  Pierce  adds  observations  from 
a purely  clinical  view  point.  Warns  against  care- 
less use  of  such  a potent  and  active  therapeutic 
agent. 

Dr.  Ralph  Matson  speaks  on  the  instability  of 
serial  dilutions  and  of  tuberculin  tests. 

Dr.  Ray  Matson  does  not  believe  the  symptoms 
of  patients  are  due  to  mixed  infections  but  rather 
to  the  toxins  of  tuberculosis  itself. 

Dr.  Else  speaks  of  the  malignant  type  of  the  pure 
infection  of  miliary  tuberculosis. 

Dr.  Sommer  thinks  little  progress  has  been  made 
in  the  use  of  tuberculin  in  some  years. 


WASHINGTON. 

KING  COUNTY  MEDICAL  SOCIETY. 

Pres.,  G.  S.  Peterkin,  M.  D. ; Sec.,  A.  C.  Martin,  M.  D. 

The  first  regular  semi-monthly  meeting  of  the 
King  County  Medical  Society  was  called  to  order, 
by  the  vice-president,  at  the  Seattle  Press  Club, 
Monday,  November  1,  at  8:15  P.  M.  About  seventy- 
five  members  were  present.  The  minutes  of  the 
previous  meeting  were  read  and  approved. 

Papers. 

The  Newer  Physiology  of  the  Heart,  and  Cardiac 
Irregularities.  By  Dr.  E.  P.  Fick.  He  reviewed 
briefly  the  physiology  of  the  heart  beat,  explaining 
the  origin  and  dissemination  of  the  impulse  and 
discussed  sinus  arrythmia,  heart  block,  premature 
contraction,  pulsus  alterans,  paroxysmal  tachy- 
cardia and  auricular  fibrillation.  The  latter  he  said 
is  the  most  important.  Each  was  described  ac- 
cording to  its  physiology,  illustrated  by  diagrams, 
and  a summary  of  the  symptoms  and  prognosis 
given. 

In  discussion  Dr.  Carl  Neu  gave  case  histories  of 
minor  cardiac  disturbances  due  to  chloroform, 
anemia  from  hemorrhage,  typhoid  fever,  overwork, 
arteriosclerosis  with  weak  heart  and  low  blood 
pressure  and  syphilitic  myocarditis. 

Dr.  G.  J.  Holmes  asked  the  distinction  between 
auricular  flutter  and  auricular  fibrillation. 

Dr.  Durand  discussed  paroxysmal  tachycardia, 
citing  case  histories  and  general  points  of  interest. 

Dr.  Lamson  spoke  of  the  etiology  of  some  of  these 
conditions,  mentioning  rheumatism  and  goitre,  and 
described  two  cases  of  substernal  goitre  in  which 
cardiac  symptoms  had  appeared. 

Dr.  H.  J.  Davidson  called  attention  to  the  ex- 
trinsic nervous  heart  control  and  expressed  the 
hope  that  the  x-ray  would  develop  this  phase  of 
the  subject. 

Dr.  Leede  spoke  of  paroxysmal  tachycardia  and 
said  that  heart  degeneration  may  result. 

Dr.  Lyons  described  a case  of  pneumonia  com- 
plicated by  paroxysmal  tachycardia  which  caused 


December,  1915. 


SOCIETY  MEETINGS. 


403 


him  at  first  to  give  a bad  prognosis  until  the  con- 
dition became  clear. 

The  report  of  the  committee  appointed  to  in- 
vestigate the  necessity  for  a morgue  at  the  County 
Hospital  was  read. 

Dr.  Coventry  was  unanimously  elected  to  mem- 
bership. 

A letter  from  the  Clemmer  Theatre  was  read,  in- 
viting a committee  of  the  society  to  view  a special 
showing  of  the  photoplay,  “Damaged  Goods.’’ 

Cerebral  Localization  as  of  Interest  to  the  Gen- 
eral Practitioner.  By  J.  T.  Mason.  He  prefaced 
his  remarks  with  a description  of  the  means  taken 
to  obtain  the  lantern  slides  which  he  exhibited. 
They  were  numerous,  well  executed  and  presented, 
by  means  of  sections,  the  anatomy  of  the  entire 

brain.  

PUGET  SOUND  ACADEMY  OF  OPHTHALMOL- 
OGY AND  OTO-LARYNGO'LOGY. 

Pres.,  N.  D.  Pontius,  M.  D.;  Sec.,  E.  B.  Burwell,  M.  D. 

The  regular  October  meeting  of  the  academy 
was  held  at  the  office  of  the  President,  Oct.  25th, 
1915,  with  the  following  members  present:  Drs. 

Plummer,  Dowling,  Grey,  McKinnon,  Hoffman  and 
Burwell.  Visitors,  Drs.  Palmer  and  Cahoon. 

In  the  absence  of  the  President,  Dr.  Grey,  Vice- 
President.  presided. 

Radical  Cure  of  Cauliflower  Ear.  Dr.  Don  Palmer 
read  this  paper  on  the  operation  he  has  devised. 
A vote  of  thanks  to  Dr.  Palmer  was  carried  for  his 
invaluable  contribution. 

The  application  of  Dr.  Ballance  was  read  and 
referred  to  the  Committee  on  Ethics  and  Admis- 
sion. 

The  following  resolutions  were  adopted  on  the 
death  of  Dr.  Josiah  Jones,  of  Tacoma: 

Whereas,  our  esteemed  fellow  member,  Dr.  Josiah 
Jones,  having  suffered  a fatal  accident  occasioned 
by  the  overturning  of  his  automobile,  and 

Whereas,  our  long  acquaintance  with  him,  dating, 
on  the  part  of  two  of  our  members  to  the  day  of 
his  graduation  in  medicine,  having  proved  him  to 
be  a man  of  sterling  worth,  a true  friend  and  a 
loyal  and  staunch  supporter  of  what  is  best  in  our 
society,  therefore  be  it 

Resolved,  that  our  society  express  in  this  way  its 
testimony  to  his  high  character  as  a physician  and 
a gentleman;  and  be  it  further 

Resolved  that  we  express  likewise  our  deep  sym- 
pathy with  his  family  in  their  sudden  bereavement, 
to  which  end  our  secretary  is  hereby  directed  to 
spread  these  resolutions  upon  the  minutes  of  our 
society  and  to  forward  an  engrossed  copy  hereof 
fo  the  family  of  the  deceased. 

CLINTON  T.  COOKE, 
HAMILTON  STILLSON, 

A.  W.  HAWLEY. 


Treatment  of  Fractures.  J.  W.  Cokennower,  Des 
Moines.  Iowa  (Journal  A.  M.  A.,  Nov.  27,  1915). 
discusses  the  relative  values  of  the  open  and 
closed  methods  of  treatment  of  fractures  of  long- 
bones.  He  thinks  that  an  open  operation  is  not 
advisable  for  all  simple  fractures  because  many  of 
them  can  be  perfectly  adjusted  under  anesthesia 
without  further  operation,  in  spite  of  Sir  Arbuth- 
not  Lane’s  statements  that  they  should  be  so 
treated. 


BOOK  REVIEWS 

Edited  by  Kenelm  Winslow,  M.  D. 


Text-Book  of  Nervous  Diseases  for  the  use  of  stu- 
dents and  practitioners  of  medicine,  by  Charles 
L.  Dana,  A.  M.,  M.  D.,  LL.D.  Eighth  Edition.  One 
volume  of  642  pages,  octavo,  illustrated  by  262 
cuts  and  four  plates  in  black  and  colors.  Muslin, 
$4.25,  net.  William  Wood  & Company,  Publish- 
ers, New  York. 

This  is  the  most  concise  and  practical  book  no 
the  subject  of  neurology  for  medical  students  and 
general  practitioners  on  the  market.  This  edition 
has  been  completely  rewritten  and  revised.  The 
chapters  on  syphilis  of  the  nervous  system,  in- 
cluding paresis,  tabeg,  cerebrospinal  lues,  etc., 
are  brought  strictly  up-to-date.  New  chapters 
have  been  written  on  spinal  cord  tumors  and 
tumors  of  the  brain.  The  latest  ideas  on  examina- 
tions and  diagnosis  are  given,  and  psychoneurosis 
is  well  discussed.  The  author,  being  very  con- 
servative on  this  subject,  has  not  jumped  at  con- 
clusions, as  we  so  frequently  read,  but  has  been 
absolutely  fair.  This  edition  omits  mental  diseases, 
which  formerly  were  included  in  same  volume.  It 
is  strongly  recommended  to  anyone  interested  in 
neurology.  R-  Smith. 


The  Starvation  Treatment  of  Diabetes.  With  a 
series  of  graduated  diets  as  used  at  the  Mass. 
General  Hospital.  By  Lewis  Webb  Hill  and  Rena 
S.  Eckman  (dietician).  Introduced  by  Dr.  Rich- 
ard C.  Cabot.  Cloth,  72  Pp.  W.  M.  Leonard. 
Boston,  1915. 

This  is  a handy  little  book  which  is  at  the  same 
time  of  much  value.  The  treatment  is  a modifica- 
tion of  Allen’s,  of  the  Rockefeller  Institute  Hospital, 
which  Cabot  has  found  “to  work  admirably  well” 
thus  far.  The  treatment  consists  of  an  ounce  of 
whisky  in  black  coffee  every  two  hours  from  7 A.  M. 
to  7 P.  M.  until  sugar  disappears  from  the  urine — 
in  two  to  four  days.  Then  a series  of  diets  are 
begun  with  increasing  nutrients.  It  has  been  found 
that  a considerable  quantity  of  proteids  may  in 
itself  lead  to  glycosuria — contrary  to  general  teach- 
ing. There  are  twenty-four  progressive  diets,  giving 
the  weight  of  each  article  and  amount  of  car- 
bohydrates, fat,  protein  and  calories  for  each  daily 
portion.  That  on  the  first  day  consists  of  string- 
beans,  asparagus  (both  canned),  carrots,  spinach, 
cucumbers  and  celery,  with  tea  and  coffee.  A 
novelty  is  the  boiling  of  vegetables  in  three  waters 
to  reduce  the  carbohydrate  content  one-lialf.  A 
receipt  is  given  for  bran  bread  free  from  car- 
bohydrate which  the  reviewer  has  found  to  be 
highly  relished  as  a substitute  for  white  bread. 
There  are  also  supplied  directions  for  urinary 
examinations  and  tables  of  composition  and 
calories  in  common  articles  of  diet.  Winslow. 
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Orthopedic  Surgery.  By  Edward  H.  Bradford,  M.  D., 
and  Robert  W.  Lovett,  M.  D.,  Fifth  Edition.  One 
volume  of  416  pages,  octavo.  Illustrated  by  369 
cuts.  Muslin,  $3.75,  net.  William  Wood  & Com- 
pany, Publishers,  New  York. 

In  the  present  edition  are  found  discussion  of 
some  of  the  newer  developments  in  orthopedic 
surgery.  Under  the  heading  of  Pott’s  disease  is 
given  a very  brief  description  of  the  operations  of 
Hibbs  and  Albee.  The  comment  is,  “Later  on  it 
will  be  possible  to  decide  as  to  the  terminal  results 
of  these  operations.”  The  matter  of  prognosis  and 
treatment  of  scoliosis  is  brought  down  to  date,  and 
includes  a very  just  estimate  of  the  value  of  the 
Abbott  method  of  forcible  correction  in  plaster 
jackets  which  has  been  the  thing  most  talked  about 
in  scoliosis  news  for  the  past  five  years.  One 
feels  in  reading  this  book  in  its  present  form  that 
the  opinion  of  these  two  men  is  a wholly  safe  guide 
without  the  presentation  of  the  views  of  others  but 
that  the  helpfulness  of  the  book  would  have  been 
greater  had  the  policy  of  brevity  not  been  carried 
quite  so  far.  Fassett. 


Pediatrics  and  Orthopedic  Surgery.  Practical  Med- 
icine Series,  1915.  By  Dr.  I.  A.  Abt  and  Dr.  John 
Ridlon.  Year  Book  Publishing  Co.  220  pp.  Price 
$1.35  per  volume,  $10  for  ten  volumes.  Chicago. 

This  little  book  summarizes  very  satisfactorily 
the  year’s  publications  on  diseases  of  children  and 
orthopedic  surgery.  It  is  much  more,  however, 
being  a fairly  complete  compendium  of  current 
teaching.  The  pediatrics  section  has  chapters  on 
diseases  of  the  new  born,  infant  feeding,  with  a 
particularly  valuable  section  on  the  “Facts  and 
Fallacies  of  Breast  Feeding,”  infant  mortality,  dis- 
eases of  nutrition,  infectious  diseases,  diseases  of 
the  respiratory  apparatus,  blood,  ductless  glands, 
nervous  and  urinary  systems.  The  orthopedic  sec- 
tion seems  equally  complete.  With  the  tremen- 
dous multiplication  of  publications  on  medical  sub- 
jects, such  works  are  increasingly  important  and, 
when  well  and  wisely  done  as  this  one  is.  are  a 
great  aid  to  the  general  practitioner  who  would 
keep  abreast  of  the  times.  Durand. 


Syphilis  As  a Modern  Problem.  Wm.  Allen  Pusey, 
M.  D.,  Prof,  of  Dermatology  in  the  University  of 
Illinois.  Cloth,  129  Pp.  American  Medical  As- 
sociation. Chicago,  1915. 

This  little  volume  was  originally  published  as  a 
monograph  in  the  A.  M.  A.  Commemoration  Vol- 
ume issued  at  San  Francisco,  1915,  a tribute  to  the 
medical  sciences  which  made  possible  the  building 
of  the  Panama  Canal.  It  treats  of  the  problems  of 
the  disease  as  they  affect  the  individual  and  so- 
ciety— not  the  physician’s  problems  in  treatment — 
and  is  meant  for  the  layman  as  well  as  the  doctor, 
although  not  written  in  so-called  popular  style.  The 
introduction  of  syphilis  into  Europe  in  1493,  by  the 
sailors  of  Columbus  who  acquired  it  from  the  na- 
tives of  Haiti,  the  gradual  increase  of  knowledge 
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concerning  the  disease,  the  use  of  iodides  in  1834, 
the  discovery  of  spirochaetae  in  1905,  the  Wasser- 
mann  reaction  in  1907,  and  finally  salvarsan,  com- 
plete the  steps  in  the  history.  The  description  of 
the  disease,  in  its  course  and  varied  sequences,  is 
beautifully  clear  and  well  worth  reading,  being 
shorn  of  the  infinite,  lesser  details  necessarily 
found  in  medical  text-books,  which  confuse  the 
mental  picture.  The  account  of  hereditary  syphilis 
is  most  illuminating  and  contains  many  facts  not 
known  too  well  by  the  profession.  The  great  light 
which  the  use  of  the  Wassermann  test  has  thrown 
on  the  problems  of  syphilis  has  revolutionized  many 
of  our  ideas  and  even  laws  concerning  the  disease 
and  this  book  may  be  read  with  as  much  profit  as 
pleasure  on  account  of  its  remarkably  lucid  ex- 
position and  clarity  of  style.  Winslow. 

T.  B.  Playing  the  Lone  Game  Consumption.  By 

Thomas  Crawford  Galbreath.  Paper  cover.  73  Pp. 

Journal  Outdoor  Life  Publishing  Co.,  New  York, 

1915. 

This  is  a rather  impressive  and  pathetic  account 
of  the  tribulations  of  a T.  B.  with  moral  and  prac- 
tical deductions  for  the  use  of  other  like  unfor- 
tunates. The  writer’s  experience  with  doctors  was 
most  unsatisfactory  at  the  beginning.  His  trouble 
was  wrongly  diagnosed  malaria,  owing  to  sweats 
and  fever  and  debility,  and  the  next  adviser  ap- 
proved of  much  exercise  which  further  set  him 
back.  The  author  believes  that  the  chances  of  an 
early  diagnosis  are  about  50  per  cent,  with  most 
doctors  and  we  fear  he  is  not  far  wrong.  The 
sputum  examination,  x-ray  and  tuberculin  ought 
now  to  prevent  such  an  humiliating  estimate  of  the 
professional  diagnostic  ability.  The  book  is  well 
worth  reading  by  physician  and  layman. 

Winslow. 


The  Clinics  of  John  B.  Murphy,  M.  D.,  at  Mercy 
Hospital,  Chicago.  Volume  IV.  Number  3. 
(June,  1915).  Octavo  of  195  pages,  73  illustra- 
tions. Philadelphia  and  London,  W.  B.  Saunders 
Company,  1915.  Published  Bi-Monthly.  Price 
per  year:  Paper,  $8.00;  Cloth,  $12.00. 

This  number  begins  with  a clinical  talk  on  diag- 
nosis of  injuries  to  the  carpus.  Several  new 
diagnostic  tests  are  shown.  Thus  percussing  on 
the  middle  knuckle  of  the  closed  hand  is  very  pain 
ful  in  scaphoid  and  semilunar  fracture — not  par- 
ticularly in  semilunar  dislocation.  Depression  of  the 
middle  knuckle  of  the  closed  hand  is  also  charac- 
teristic of  semilunar  dislocation.  Dr.  Murphy  takes 
it  upon  himself  to  show  that  it  is  not  time  to  stop 
talking  about  appendicitis  when  the  records  of 
leading  hospitals  give  a mortality  of  10  per  cent., 
only  due  to  criminal  procrastination  in  operative 
delay.  Dr.  Wm.  Mayo  talks  on  bad  results  in 
gastroenterostomy  for  ulcer  and  finds  they  are  due 
to  operations  when  no  visible  ulcer  exists  and  the 
surgeon  goes  ahead  and  makes  the  anastomosis 
just  the  same;  also  to  the  use  of  the  continuous 
silk  or  linen  suture  which  may  remain  three  years 
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and  give  rise  to  ulceration;  and  finally  that  some 
28  per  cent,  of  deaths  in  gastroenterostomy  for 
ulcer  result  from  cancer.  Winslow. 


The  Clinics  of  John  6.  Murphy,  M.  D.  Vol.  IV  No.  4, 

(August,  1915). 

In  this  number  there  are  several  cases  of  head 
injury  and  disease  reported  and  their  clinical 
analyses  by  Drs.  Murphy  and  Mix  bring  out  many 
valuable  points.  In  a case  of  traumatic  epilepsy 
due  to  head  injury  with  later  meningeal  hemorr- 
hage and  finally  cyst  formation,  Dr.  Mix  shows  his 
unusual  diagnostic  keenness  and  logic  in  making 
an  exact  localization  of  the  pathology,  as  imme 
diately  proved  by  operation  and  in  discussion  of  the 
case.  The  blood-pressure  was  not  high  after  the 
accident.  Dr.  Mix  makes  the  broad  and  striking 
statement  that  high  blood-pressure  is  practically 
only  significant  of  three  conditions,  arteriosclerosis, 
nephritis  and  head  injuries.  In  this  case  he  thinks 
that  the  shock  prevented  an  otherwise  high  pres- 
sure. Slowly  increasing  hemorrhage  led  to  uncon- 
sciousness ten  hours  after  the  injury  and  to  Jack- 
sonian epilepsy  ir.  the  right  arm  and  face  at  this 
time.  The  number  abounds  with  clinical  cases  of 
intense  interest  and  value  as  usual.  Winslow. 


Materia  Medica  and  Therapeutics.  A Text  Book 
for  Nurses.  By  Linette  A.  Parker,  B.  Sc.,  R.  N., 
Instructor  in  Nursing  and  Health,  Teachers  Col- 
lege, Columbia  University.  12mo,  311  pages,  illus- 
trated with  29  engravings  and  3 plates.  Cloth, 
$1.75,  net.  Lea  & Febiger,  Publishers,  Philadel- 
phia and  New  York,  1915. 

Undoubtedly  the  best  book  which  has  come  to 
the  reviewer’s  notice  on  this  subject  for  nurses. 
One  can  not  but  admire  the  simple  way  in  which 
matters  difficult  of  explanation  are  expressed.  This 
is  a proof  of  the  writer’s  thorough  training  and 
clear  understanding  of  the  fundamental  principles 
of  the  topic.  But  even  better  is  the  judicious 
selection  of  just  the  matters  which  are  of  prac- 
tical value  to  nurses  and  the  omission  of  much 
found  in  ordinary  nurses’  text-hooks.  Altogether  it 
is  a model  of  just  what  a book  for  nurses  should  be 
and  the  reviewer  wishes  to  compliment  the  author 
on  her  wise  discrimination  and  unusual  breadth 
of  knowledge.  Winslow. 


S.  Weir  Mitchell,  M.  D.,  L.L.D.,  F.  R.  S.,  1829-1914. 
Memorial  Addresses  and  Resolutions.  Phila- 
delphia, 1914.  Cloth,  155  Pp. 

This  is  a handsomely  gotten  up  volume  contain- 
ing on  account  of  the  exercises  and  memorial  ad- 
dresses at  the  University,  of  Pennsylvania,  College 
of  Physician^,.  Jejfergbn  Medical  College  and  other 
learnecj  i>bd\ep,<  ‘There  is  a fine  pi  ofessiojial  photo- 
graph. ciJ>«Dr.  Mitchell 'ton  ^thin  cardboard  as  a 
frontispiece  which  woulfl  suitable  for  framing 
’fob;  a doctor’s  library  or  office.  The  notable-. (id^ 
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dresses  are  by  Keen,  Tyson,  Henry  and  Wilson. 
Mr.  Talcott  Williams’  contribution  is  from  the  view- 
point of  a friend,  that  of  Dr.  Welch  is  a critical 
estimate  of  Mitchell  as  a physician  and  man  of 
science,  while  that  of  Owen  Wister  is  a tribute  to 
his  life-long  friend,  relative  and  brother  writer,  Weir 
Mitchell,  as  a man  of  letters.  Thus  passes  another 
medical  man  of  the  varied  talents,  mental  bril- 
liancy and  sterling  worth  mourned  in  the  departed 
Oliver  Wendell  Holmes.  Whom  have  we  left  to 
fill  their  places?  Winslow. 


The  Care  of  the  Baby.  By  J.  P.  Crozer  Griffith, 
M.  D.,  Professor  of  Diseases  of  Children  in  the 
University  of  Pennsylvania.  Sixth  Edition  Thor- 
oughly Revised.  12mo  of  463  pages,  illustrated. 
Philadelphia  and  London.  W.  B.  Saunders  Com- 
pany, 1915.  Cloth,  $1.50,  net. 

This  book,  now  in  its  sixth  edition,  has  been 
thoroughly  revised  to  meet  changing  demands.  The 
popularity  of  this  book  has  been  wide  spread  for 
many  years.  No  one  covers  the  ground  any  better 
than  the  author.  Manning. 


The  Medical  Record  Visiting  List  for  1916.  Con- 
tents, Calendar,  Estimation  of  the  Probable  Dura- 
tion of  Pregnancy,  Approximate  Equivalents  of 
Temperature,  Weight,  Capacity,  Measure,  etc. 
Maximum  Adult  Doses  by  the  Mouth,  in  Apothe- 
caries’ and  Decimal  Measures.  Drops  in  a Fluid 
Drachm.  Solutions  for  Subcutaneous  Injection. 
Solutions  in  Water  for  Atomization  and  Inhalation. 
Miscellaneous  Facts.  Emergencies.  Artificial 
Respiration.  Signs  of  Death.  Hints  on  the  Writ- 
ing of  Wills.  Table  of  Signs.  Visiting  List  with 
Special  Memoranda.  Consultation  Practice.  Ob-, 
stetric  Engagements.  Record  of  Obstetrical  Prac- 
tice. Record  of  Vaccination.  Register  of  Deaths. 
Nurses’  Addresses.  Addresses  of  Patients  and 

others.  Cash  Account.  For  60  patients  a week, 
$1.50  in  red  or  black  morocco;  for  30  patients, 
$1.25;  for  90  patients,  with  dates  only  $2.00. 
William  Wood  & Co.,  New  York. 

The  Physicians’  Visiting  List  for  1916.  With  the 
present  issue  The  Physicians’  Visiting  List  enters 
upoi  the  64th  year  of  its  existence.  The  price  for 
25  patients  per  week  is  $1.25,  for  50  patients.  $1.50; 
for  75  patients,  $2.25;  for  100  patients,  $2.50.  Per- 
petual edition,  for  1,300  names,  $1.25;  for  2,600 
names,  $1.50.  P.  Blakiston’s  Son  & Co.,  Publishers, 
Philadelphia. 


Raynaud's  Disease.  A.  L.  Hoyne,  Chicago  (Jour- 
nal A.  M.  A.,  Nov.  13,  1915),  prefers,  as  the  defini- 
tion of  Raynaud’s  disease,  a stricter  conception  of 
the  condition  than  is  sometimes  held.  This  would 
exclude  the  local  syncopes  of  “dead  fingers’’  and 
also  the  local  asphyxia  in  which  the  parts  become 
cyanotic  and  include  only  the  symmetrical  gan- 
grenes, or  the  third  stage  of  Raynaud.  With  this 
conception  < ” the  disease  it  is  much  rarer  than  is 
sometimes  1 in  the  literature. 
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Absolutely  no  dust. 
Beautiful  surround- 
ings. Private  cot- 
tages. Broad 
screened  porches. 
Excellent  facilities 
for  care  and  treat- 
ment. Etpeolal  at- 
tention to  food. 
Unexcelled  water 
supply.  Rest  or 
graduated  exerolse. 
Treatment  careful- 
ly individualized. 
Limited  number  of 
patients  allows 
contact  with  medi- 
cal director.  Sys- 
tematic hydro- 
therapy and  spe- 
cial treatments  in 
selected  cases. 


John  W.  Flinn,  M.  D.,  Write  for  illustrated  booklet  Medical  Director 
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Pamsetgaaf  Sanatorium 

PRESCOTT,  ARIZONA 

Altitude  5350  ft. 

The  management  of  Pamsetgaaf  wishes  to  announce 
that,  having  had  two  years’  experience  with  an  adaptation 
of  Rollier’s  method  of  heliotherapy,  we  are  able  to  offer 
scientific  treatment  in  surgical  as  well  as  pulmonary  and 
laryngeal  tuberculosis. 

JOHN  W.  FLINN,  M.,  D.,  Medical  Director 
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Diphtheria  Antitoxin  of  the 

highest  type. 

We  have  been  manufacturing  it  for  twenty  years. 


When  (in  1 894)  we  undertook  the  manufacture  of  diphtheria  antitoxin,  we 
had  one  dominant  ambition:  to  produce  an  antitoxin  that  should  leave  nothing 
to  be  desired — an  antitoxin  that  the  physician  might  administer  at  a critical 
moment  with  assurance  that  it  would  not  fail  him.  In  all  the  years  that  have 
since  elapsed  we  have  never  once  lost  sight  of  that  ideal. 

Diphtheria  antitoxin  that  is  carefully,  scientifically,  conscientiously  made 
demands  a large  expenditure  of  time  and  money.  The  cost  is  amply  justified. 
The  value  of  a human  life  cannot  be  measured  in  dollars  and  cents.  We 
produce  the  best  possible  antitoxin,  and  we  spare  no  expense  in  doing  it. 

Unreliable  antitoxin — antitoxin  prepared  under  the  handicap  of  inexperience 
or  inadequate  facilities — is  dangerous.  It  gives  a false  sense  of  security.  It 
is  an  injustice  to  the  physician,  a menace  to  his  patient. 

CONCENTRATED 

Antidiphtheric  Serum 

(GLOBULIN) 

is  obtained  from  the  blood  of  healthy,  vigorous  horses.  It  is  perfected  in  labora- 
tories that  afford  unequalled  facilities  for  serum  manufacture.  It  is  exactingly 
standardized,  and  is  carefully  tested  bacteriologically  and  physiologically.  It  is 
guaranteed  as  to  purity  and  potency. 

SYRINGE  CONTAINERS. 

Bio.  15 — 500  antitoxic  units.  Bio.  19 — 4000  antitoxic  units. 

Bio.  16 — 1000  antitoxic  units.  Bio.  20 — 5000  antitoxic  units. 

Bio.  17 — 2000  antitoxic  units.  Bio.  21  — 7500  antitoxic  units. 

Bio.  18—3000  antitoxic  units.  Bio.  22 — 10,000  antitoxic  units. 


SPECIFY  “P.  D.  & CO.”  ON  ORDERS  TO  YOUR  DRUGGIST. 


Home  Offices  and  Laboratories. 
Detroit,  Michigan. 


Parke,  Davis  & Co. 


— 19 


NORTHWEST  MEDICINE  ADVERTISBR. 


THE  PULMONARY  HOSPITAL 

OF  THE  CITY  OF  SEATTLE 

For  the  Treatment  of  Laryngeal  and  Pulmonary 
Tuberculosis  in  the  Improvable  Stages 

Located  10  miles  South  of  Seattle  at  RIVERTON  HEIGHTS.  New  and  well  constructed  build- 
ings for  open-air  treatment  of  tuberculosis.  All  modern  conveniences.  A well  equipped  institution. 
All  patients  seen  daily  by  the  medical  staff.  For  rates  or  further  information  apply  to  the  Medical 
Director. 

DR.  FREDERICK  SLYFIELD,  Medical  Director. 

DR.  J.  H.  SAYER,  Visiting  Physician. 

P.  O.  ADDRESS,  STATION  “S,”  R.  F.  D No.  3,  SEATTLE,  WASH. 

SEATTLE  OFFICE,  719  COBB  BUILDING 

Hospital  Telephone,  Sidney  909 
Seattle  Office  Telephone  Main  360 


PORTLAND  OPEN-AIR  SANATORIUM 


A thoroughly  up- 
to-date  institution  for 
the  modern  scientific 
treatment  of  tubercu- 
losis. 


LOCATION 

Six  miles  south  of 
Portland  in  a grove 
of  fir  and  cedar  on  a 
rocky  bluff  towering 
300  feet  above  the 
Willamette  River, 
commanding  a pictur- 
esque view  of  the 
river,  city  and  sur- 
rounding mountains. 

OBJECT. 

The  exclusive  treat- 
ment of  tuberculosis 
by  the  careful  ap- 
plication of  the 
most  modern  physical, 
dietetic,  hygienic  and 
specific  procedures. 

ADVANTAGES 

Artificial  Pneumo- 
thorax and  Tubercu- 
lin in  suitable  cases. 
X-ray  and  Laboratory 
facilities.  Individual 
Cottages.  Trained 
Nurses.  Certified  milk 
from  tuberculin  tested 
herd. 


Write  for  Illustrated  Booklet.  Address  all  communications  to 

Drs.  Ralph  C.  and  Ray  W.  Matson 

Medical  Directors  Portland  Open  Air  Sanatorium 

1021  CORBETT  BUILDING  PORTLAND,  OREGON, 
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